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Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 


Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 


are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeptessness,  and  a feeling  of  unsteadiness.  All  usually 
subsidewithcontinued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.*  - “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”*  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,or  severe  hypertension.'*’® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Ran/rax-Al— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 
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put  on  the  top  of  the  Webb-Waring 
Institute  building  (lower  right).  Univer- 
sity Hospital  and  Clinical  Research  Wing 
on  schedule  for  occupancy  in  September 
this  year. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin' 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50, 100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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AU  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  /or  emotional  relief. 


e effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
emarkably  free  of  untoward  reactions.  Daytime  drowsiness 
! not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
y occur,  generally  developing  after  1-4  doses  of  the  drug. 

itraindications:  Previous  allergic  or  idiosyncratic  reactions 
neprobamate  contraindicate  subsequent  use. 

cautions:  Should  administration  of  meprobamate  cause 
wsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
eration  of  motor  vehicles  or  machinery  or  other  activity 
uiring  alertness  should  be  avoided  if  these  symptoms  are 
sent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


WALLACE  LABORATORIES  # Cranhury,  N.  J. 
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Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

Things  are  as  they  are,  not  as  they  should  be 
(del  Regato). 

Clinical  data 

A 46-year-old  housewife  had  noted  blood  and 
mucus  in  her  stools  for  the  preceding  four  months, 
with  occasional  pain  in  the  right  upper  abdomen. 
There  had  been  no  diarrhea  or  constipation.  She 
thought  she  had  passed  some  tissue  by  rectum,  but 
this  was  not  available  for  study.  The  patient’s 
father  had  died  of  carcinoma  of  the  rectum,  and  a 
sister  had  died  from  a carcinoma  of  the  colon. 
Physical  examination  was  unrewarding;  laboratory 
tests  were  not  unusual. 


Fig.  1 


X-ray  examination 

A barium  enema  was  repeated  after  demonstra- 
tion of  filling  defect  in  the  sigmoid;  the  defect  was 
inconstant  and  varied  in  appearance  from  film  to 
film,  on  both  examinations.  At  times  a 2 cm.  defect 
was  demonstrated;  at  other  intervals,  portions  of 
the  defect  were  filled  with  streaks  of  barium,  and 
on  later  films,  some  doubt  existed  as  to  the  pres- 
ence of  a mass  at  all  (Fig.  1.) 

Clinical  course 

The  patient’s  bleeding  continued.  At  operation, 
a 15  cm.  segment  of  sigmoid  was  resected.  At  one 
end  of  the  specimen  was  a benign  adenomatous 
polyp.  At  the  other  end  was  a 20  mm.  sessile  polyp. 
This  proved  to  be  a villous  adenoma,  with  malig- 
nant transformation  and  minimal  invasion. 

Epicrisis 

Our  patient  showed  many  of  the  findings  re- 
ported^ in  the  typical  villous  adenoma.  Bleeding 
and  passage  of  mucus  is  commonly  reported.  The 
lesion  is  in  the  distal  colon.  One-third  of  patients 
show  an  additional  benign  tumor.  Sixty-nine  per 
cent  have  malignant  transformation  and  40  per 
cent  show  invasive  carcinoma.  The  family  history 
of  colonic  carcinoma  is  unusual.  Some  of  the  pa- 
tients discharge  so  much  mucus  that  they  become 
dehydrated  and  show  an  electrolytic  imbalance. 
Early  diagnosis  and  adequate  removal  are  as  im- 
portant in  the  control  of  this  tumor  as  in  all  others. 

The  difficulty  in  radiographic  diagnosis  stems 
from  the  large  amount  of  mucus  that  collects  in 
the  tumor.  Following  evacuation  of  the  mucus,  the 
mass  appears  reduced  in  size.  This  inconstant  ap- 
pearance was  noted  in  our  patient.  It  would  be 
more  considerate  of  the  tumor  if  this  were  not  so, 
but  “things  are  as  they  are.” 

REFERENCE 

*Frye,  T.  R.:  Villous  Adenoma  of  the  Sigmoid  Colon.  Rad.,  73: 
71-75,  1959. 
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We  will  be  pleased  to  send 
professional  samples  on  request. 


FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP  — - — 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
{V/a  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc. . Dept.  1 1 2 
1450  Broadway,  New  York  18,  N.Y. 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature. 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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When  your  patient  says: 


m 


stop 


BRAND  OF  LOBELINE  SULFATE,  MRT 

help  curb  the  smoking  habit 


Q Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


H U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsiv'e  eat- 
ing when  he  discontinues  smoking. 

@ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
dost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
dost,  F.  and  dochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  B 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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why  does 
150  mg. 

it 

■ '% 

do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  S’/a  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained/n  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


declomyciN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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“Upon  arising,  nose  was  open”  ...  or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 


Dimetapp  Extentabs 

[Dimetane*^  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 


ESKATROL 


Trademark 


Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 


SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 


Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Sidt  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions;  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 


Supplied:  Bottles  of  50  capsules. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Sonuf  Ck)mpound  ^ 

carisoprodol  200  mg.,  acetoplieiietidin  160  mg.,  caffeine  32  mg. 


SorntfCompound^Codniie  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 
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Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . , but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "'thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 

Eli  Lilly  and  Company 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Indianapolis  6,  Indiana,  U.S.A. 
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Our  profession  has  joined  all  other  Ameri- 
cans in  mourning  the  loss  of  our  President. 
A unified  people  joined  together  in  bewil- 
dered sadness — regardless  of  political  affilia- 
tions, religion,  education,  color,  economic 
position  or  philosophy.  De- 
marcation between  these  ele- 
ments of  our  social  structure 
disappeared  as  insignificant 
compared  with  overwhelming 
implications  of  the  horrendous  crime.  Affec- 
tion and  admiration  prevailed  over  relatively 
minor  differences  in  how  the  chief  executive 
should  pilot  our  ship  of  state.  All  agreed  that 
our  President  was  highly  intelligent,  dedicat- 
ed, totally  patriotic  and,  perhaps  above  all, 
sincere. 

There  has  been  occasional  misinterpre- 
tation of  our  profession’s  attitude  toward  the 
Administration’s  medical  care  program.  Some 
writers  contend  that  we  are  selfish,  that 
we  would  deny  our  elder  citizens  adequate 
health  care.  For  example,  Houston  Waring, 
Editor  of  the  Arapahoe  Herald  and  Littleton 
Independent,  stated  editorially  that  “Medical 
Societies  hated  the  President  because  of  his 
plan  for  those  stricken  by  catastrophic  illness 
in  their  old  age.”  It  is  interesting  that  those 
of  us  who  have  been  active  as  physicians  and 
in  medical  organizational  activities  up  to  35 
years  or  more  have  never  before  seen  or 
heard  of  the  word  “hate”  in  relation  to  our 
ideals.  However,  we  have  never  known  Mr. 
Waring  to  pass  up  an  opportunity  to  express 
his  negative  feelings  toward  our  profession. 
There  is  no  reason,  therefore,  why  we  would 
expect  a man  of  his  stature  to  forego  them 
even  in  the  wake  of  an  international  catastro- 
phe and  while  positive  emotions  prevailed. 


Perhaps  Mr.  Waring’s  leanings  have  pre- 
cluded his  realization  that  the  Kerr-Mills 
program  is  directed  to  the  needy  aged,  those 
financially  unable  to  participate  in  private 
health  insurance  plans.  Participation  is  op- 
tional for  each  state  which,  in  turn,  deter- 
mines its  own  eligibility  requirements.  It  was 
never  intended  to  carry  on  by  itself,  but 
rather  to  serve  in  addition  to  voluntary  plans. 
This  is  much  more  sensible  than  to  increase 
social  security  taxes  by  payroll  deductions 
for  all — hitting  the  wage  earner  the  hardest — 
to  supply  government-paid  medical  care  to 
rich  as  well  as  poor,  and  whether  needed  or 
desired,  and  unavoidably  to  down-grade  the 
quality  of  medical  care!  The  Administration’s 
plan  represents  the  well-known  Old  World 
type  of  “entering  wedge”  to  the  complete  wel- 
fare state.  On  the  contrary,  Kerr-Mills  legis- 
lation is  the  American  way  of  freedom,  to 
preserve  private  enterprise,  and  to  perpetuate 
individual  incentive.  No  one  would  be  ne- 
glected. We  are  not  against  old  age,  and  our 
profession  has  no  desire  or  intention  of  deny- 
ing our  elder  citizens  their  rightful  portion 
of  the  best  medical  care  on  earth. 

Mr.  Waring,  let  us  correct  your  words  of 
hate,  inasmuch  as  you  tied  them  to  the  medi- 
cal profession.  You  did,  however,  make  one 
statement  with  which  we  do  agree:  “This 
newspaper  has  a theory  about  American  Pres- 
idents. It  does  not  believe  that  any  of  its  35 
previous  Presidents  ever  acted  without  the 
welfare  of  the  nation  at  heart.”  This,  sir,  does 
not  place  your  newspapers  in  a class  by  them- 
selves. If  you  can  document  your  belief  that 
any  legitimate  publication,  recognized  pro- 
fession, or  group  of  representative  American 
citizens  disbelieves  this  theory  which  you 
claim  as  your  own — please  let  it  be  known! 


We  Bow 
Our  Heads 
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Management  of 
Appendicitis 


N PAGE  17  of  this  issue  of  the  Journal 
is  an  article  on  management  of  appendicitis 
in  a rural  community,  to  which  we  invite 
your  attention.  It  details  the  evolution  of  a 
program  of  treatment  resulting  from  correla- 
tion by  the  authors  of 
their  experience  with 
their  knowledge  of  ac- 
companying develop- 
ments in  intestinal  de- 
compression, intravenous  hydration,  antibi- 
otics, and  other  adjuvant  therapy.  The  article 
is  an  historical  account  of  improvement  in 
management  of  appendicitis  in  a small  west- 
ern community,  which  is  seen  to  parallel 
s'milar  therapeutic  advances  in  the  large 
medical  centers  and,  in  general,  to  reach  the 
same  fundamental  therapeutic  concepts.  It 
illustrates  that  there  is  progress  in  medicine 
wherever  physicians  conscientiously  corre- 
late their  experiences  with  current  scientific 
developments. 


T 
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-o  Journal  contributors  who  need  encour- 
agement in  their  efforts  to  write  articles 
which  are  clear,  concise,  and  forceful,  we 
present  the  following  editorial,  reprinted 
from  the  Bulletin  Free  Press,  November  28, 
1963.  We  have  added  the 
italics. 


Immortal 

One-Syllable 

Words 


“Most  of  us  grow  up  believ- 
ing that  President  Lincoln 
made  his  great  speech  at  Get- 
tysburg with  little  or  no  preparation;  that  on  the 
train  he  jotted  a few  notes  on  an  envelope  or  a 
scrap  of  paper.  Many  also  believe  that  newspapers 
ignored  the  speech. 


“These  beliefs  are  explored  and  exploded  in 
a magazine  article,  ‘A  Few  Appropriate  Remarks’ 
at  Gettysburg,  by  Tom  Mahoney  in  an  American 
Legion  Magazine  article  condensed  in  the  Novem- 
ber Reader’s  Digest.  Neither  belief  is  correct. 


“All  who  have  trouble  finding  the  right  words 
can  take  comfort  in  knowing  that  President  Lincoln 
worked  at  intervals  for  more  than  two  weeks  on 
the  10  immortal  sentences  that  he  spoke  100  years 
ago  this  November  19.  He  wrote  half  of  them  in 
Washington,  completed  a draft  the  night  before 
in  Gettysburg  and  finished  another  the  next  day 
just  before  going  to  the  battlefield. 


“He  changed  ‘this  we  may  in  all  propriety  do’ 
to  the  more  forceful  ‘it  is  altogether  fitting  and 
proper  that  we  should  do  this.’  He  made  changes 
even  as  he  spoke,  forgetting  ‘poor’  in  ‘our  poor 
power’  and  adding  ‘under  God’  for  a total  of  270 
words.  Of  these,  190  are  one  syllable.  He  spoke  less 
than  five  minutes. 


“Newspapermen  can  take  pride  in  the  fact  that 
an  Associated  Press  reporter  stood  just  in  front  of 
Lincoln,  borrowed  copy  that  he  held  in  his  hand 
and  telegraphed  the  complete  text  all  over  the 
country.  Many  papers,  big  and  little,  published  the 
speech  in  full  the  next  day.” 


And,  of  course,  this  was  not  the  only 
speech  Lincoln  ever  wrote.  In  writing,  as 
lawyer,  politician,  and  President,  he  had 
much  practice. 


T 
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HE  ANCIENT  ART  OF  AMBULATION  haS  COme 

into  much  publicity  in  recent  months,  due 
to  the  late  President  Kennedy’s  “keep  fit” 
program  and  there  was  good  sound  thinking 
in  Mr.  Kennedy’s  suggestion.  Walking  is  good 
exercise,  effective  in  toning 
up  and  strengthening  the  mus- 
cles, particularly  the  legs,  and 
it  does  push  the  participant 
out  into  the  fresh  air  rather 
than  wrestling  barbells  in  the  basement.  The 
exercise  is  not  so  strenuous  as  to  be  danger- 
ous as  is  the  case  of  the  snow-shoveler  or  the 
weekend  skier  who  leads  a sedentary  life  six 
days  a week. 


Physical 

Fitness 


Previous  presidents  have  also  been  walk- 
ing enthusiasts.  Eisenhower,  even  with  his 
golf  go-cart,  does  a great  deal  of  walking 
on  the  green  fields  of  both  the  fairway  and 
the  farm — and  this,  “post-infarction”;  and 
Truman,  with  his  morning  constitutionals, 
walked  the  socks  off  of  dozens  of  panting 
reporters. 


Doctors  who  exercise  and  walk  for  their 
own  enjoyment  and  good  health  are  to  be 
commended.  But  as  in  all  off-duty  avocations 
— whether  wine,  women  or  walking — moder- 
ation is  essential! 
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Non-emergency  treatment 
of  acute  appendicitis 

Albert  M.  Rosen,  M.D.,  Ashley  Pond,  M.D.,  and  Reynaldo  Deveaux,  M.D., 

Taos,  New  Mexico 


program  for  elective  surgical  treatment 
of  acute  appendicitis,  whether  - 

complicated  or  uncomplicated,  based  on 
experience  in  a remote  rural  community. 

The  authors  practice  general  medicine  and 
surgery  in  a small  rural  community.  Over  a 
period  of  years  one  of  our  worst  problems  has 
been  acute  appendicitis.  Diagnosed  early  and 
operated  upon  early,  there  is  no  problem. 
Unfortunately,  in  many  rural  areas  this  situ- 
ation does  not  obtain.  In  addition  to  the  fact 
that  in  our  area  there  are  many  poorly  edu- 
cated and  frightened  parents  who  delay 
bringing  a sick  child  to  a doctor,  there  is  the 
problem  that  at  times  bad  roads,  storms,  and 
other  physical  conditions  delay  prompt  care. 
This  has  caused  us  to  see  an  unusual  number 
of  patients  with  appendicitis  who  had  pro- 
gressed to  gangrene,  rupture  and  peritonitis 
before  being  hospitalized. 

In  the  early  days  we  tried  various  means 
of  dealing  with  these  moribund  patients.  We 
tried  Fowler’s  position,  nothing  by  mouth, 
and  parenteral  fluids.  Most  of  them  died.  We 
tried  giving  parenteral  fluids  and  operating 
as  soon  as  the  patients  seemed  to  be  in  rea- 
sonable fluid  and  electrolyte  balance.  Most 
of  these  survived  temporarily  but  succumbed 
ultimately.  In  1941  we  began  to  save  a few  of 
these  with  the  Miller-Abbott  tube.  By  1942 
we  were  using  sulfa  powder  in  the  wound 
and  parenteral  sulfa  with  some  improvement 
in  results.  Our  procedure  varied  then  very 
little  until  pencillin  became  available.  We 
found  that  penicillin  in  dosages  of  over  1,000,- 
000  units  a day  would  definitely  improve  the 
course  of  peritonitis  due  to  appendicitis.  In 


1950  we  first  used  aureomycin  in  a postoper- 
ative patient  who  was  going  downhill  in  spite 
of  massive  penicillin.  The  patient  recovered. 
We  continued  to  use  broad  spectrum  anti- 
biotics as  our  drug  of  choice  from  that  time. 

It  was  already  recognized  at  this  time  by 
Wangensteen  and  others  that  a patient  with 
a forming  appendiceal  abscess  improved  with 
suction,  parenteral  fluids  and  antibiotics.  It 
became  our  feeling  that,  in  spite  of  some 
rather  prolonged  courses  in  the  hospital,  most 
cases  of  complicated  appendicitis  could  be 
“cooled  down,”  and  operated  upon  electively. 
When  this  was  done  later  surgery  revealed 
that  there  was  often  almost  no  evidence  of 
appendicitis  having  occurred. 

In  1950  a young  boy  was  admitted  to  the 
hospital,  severely  ill  with  appendicitis.  He 
was  too  sick  for  surgery,  and  despite  paren- 
teral fluids  and  antibiotics  it  appeared  ob- 
vious that  he  was  dying.  At  this  point  one 
of  us  suggested  the  administration  of  ACTH 
because  of  its  known  anti-inflammatory  ac- 
tion. Within  a few  hours  there  was  a dra- 
matic change  for  the  better.  Antibiotics,  pa- 
renteral fluids,  and  ACTH  were  continued 
for  a few  days  and  then  an  operation  per- 
formed. The  peritoneal  cavity  was  still  an 
obvious  battleground,  but  the  tissues  were 
not  nearly  as  friable  as  might  have  been  ex- 
pected, and  were  surprisingly  easy  to  work 
with.  The  postoperative  course  was  unevent- 
ful. 

Clinical  policy 

We  speculated  that  if  a moribund  process 
could  be  so  readily  changed  to  an  elective 
procedure,  could  any  case  of  appendicitis  be 
so  dealt  with?  Accordingly,  we  adopted  this 
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policy:  If  a case  of  acute  appendicitis  was 
diagnosed  before  peritoneal  irritation  was 
present,  as  demonstrated  by  rebound  tender- 
ness, we  would  attempt  to  operate  as  soon 
as  possible.  However,  if,  as  often  happens  in 
a small  community,  early  operation  would 
mean  the  lack  of  an  experienced  anesthetist, 
or  insufficient  surgical  help,  we  would  treat 
with  antibiotics  and  parenteral  fluids  and 
operate  within  a day  or  two  as  an  elective 
procedure.  If  any  tendency  for  the  case  to 
get  out  of  hand  appeared,  we  would  add 
ACTH  to  the  regime.  Where  peritoneal  in- 
volvement was  present,  or  obvious  rupture, 
we  would  always  delay  surgery  for  at  least 
six  hours  and  usually  longer,  until  the  anti- 
biotics and  ACTH  had  a chance  to  stop  and 
reverse  the  inflammatory  process.  We  never 
give  ACTH  without  antibiotics  because  of  its 
masking  effect,  and  we  never  give  ACTH 
until  an  operative  permit  has  been  signed 
because  the  improvement  is  usually  so 
marked  that  patient  or  patient’s  parents  often 
feel  surgery  is  not  necessary.  We  do  not  drain 
these  cases. 

Under  our  plan  during  the  years  1945  to 
1963  we  had  one  death  due  to  appendicitis. 
This  was  a 7-year-old  who  was  not  operated 
upon,  had  received  antibiotics,  but  not  ACTH. 
She  was  responding  well  and  had  been  sched- 
uled for  surgery.  She  suddenly  began  to  have 
convulsions  and  died.  An  incomplete  autopsy 
revealed  a well  walled-off  appendiceal  ab- 
scess but  skull  contents  were  not  examined 
and  no  explanation  for  the  death  was  ob- 
tained. We  do  not  know  what  would  have 
happened  had  surgery  been  performed  soon- 
er, but  certainly  the  principle  of  waiting 
for  an  appendiceal  abscess  to  localize  has 
long  been  accepted.  We  had  one  anesthetic 
death.  This  was  a boy  with  relatively  un- 
complicated appendicitis  when  surgery  was 
performed  under  poor  anesthetic  conditions 
and  died  during  the  procedure.  This  case  par- 
ticularly emphasizes  our  feeling  that  it  is 
both  acceptable  and  desirable  to  wait  for 
surgery  until  an  adequate  surgical  team  is 
present.  The  most  important  aspect  of  this 
method  of  treatment  is  that  we  no  longer 
have  to  fear  the  severe  case  of  appendicitis. 
We  take  it  in  our  stride,  operate  when  condi- 
tions are  most  favorable,  and  expect  rela- 
tively smooth  postoperative  courses.  If  we 


meet  with  one  of  those  days  when  everything 
comes  in  at  once — one  or  two  appendices,  de- 
liveries and  some  severe  traumatic  cases — 
we  know  we  can  defer  the  surgery  on  the 
appendices  until  they  and  the  hospital  staff 
are  prepared  to  proceed  in  a calm  and  orderly 
fashion. 

We  feel  that  our  own  confidence  in  this 
procedure  is  an  important  factor  in  eliminat- 
ing the  fear  of  a case  of  severe  appendicitis, 
and  that  this  assurance  can  be  transmitted 
to  the  patient  and  family,  and  contributes  to 
smoothness  of  the  course.  Even  when  a fran- 
tic tourist  family  has  forced  us  to  proceed 
earlier  than  we  might  wish,  the  knowledge 
that  antibiotics,  ACTH  and  parenteral  fluids 
will  permit  surgery  at  any  time,  and  be  fol- 
lowed by  a smooth  postoperative  course, 
gives  us  reassurance. 

We  may  add,  parenthetically,  that  though 
this  procedure  is  not  well  known  to  the  lay 
public,  our  recommendation  for  handling 
these  cases  in  this  manner  has  rarely  been 
refused. 

In  tabulating  our  cases  from  1945  to 
March,  1963,  we  recorded  463  cases  of  acute 
appendicitis,  364  of  which  were  either  rup- 
tured or  had  peritonitis  without  rupture  at 
the  time  we  first  saw  them. 

Summary 

It  is  our  feeling  that  appendectomy  no 
longer  be  considered  an  emergency  “must” 
procedure.  Patients  with  peritonitis,  whether 
with  or  without  gangrene  and  rupture,  are 
better  prepared  for  surgery  with  antibiotics, 
parenteral  fluids  and,  if  necessary,  ACTH, 
and  operated  upon  when  their  clinical  condi- 
tions seem  most  favorable.  In  a small  rural 
community  practice  this  is  a particularly  use- 
ful procedure  because  it  insures  the  ability 
to  handle  the  case  which  was  delayed  in  being 
diagnosed,  and  the  ability  to  get  together  the 
best  and  most  complete  operative  team  avail- 
able. • 
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Carcinoma  of  the  cecum  and  stomach* 


Edgar  W.  Barber,  M.D.,  Denver 


This  is  a case  report  of  a man  who  has  sur- 
vived five  years  following  hemicolectomy  for 
carcinoma  of  the  cecum  and  for  over  three 
years  following  subtotal  gastrectomy  for  pri- 
mary adenocarcinoma  of  the  stomach.  At 
this  time  he  shows  no  evidence  of  recurrence. 

CASE  REPORT 

In  1951,  a 58-year-old  white  male  sustained 
severe  trauma  to  his  abdomen  and  pelvis  when 
struck  by  an  automobile  which  required  resection 
of  a few  inches  of  his  jejunum  which  had  been 
ruptured.  He  made  complete  recovery  except  for 
a ventral  hernia  which  was  repaired  a year  later. 

He  was  in  good  health  until  1958  when  he  was 
again  seen  in  consultation  at  St.  Luke’s  Hospital 
in  Denver.  His  history  and  physical  findings  sug- 
gested acute  appendicitis  of  three  days’  duration 
with  early  abscess  formation.  At  surgery  we  found 
a congested  appendix  secondary  to  adenocarcinoma 
involving  the  entire  cecum  and  inhibiting  the  blood 
supply  to  the  appendix.  The  abdominal  incision 
was  extended  and  a right  hemicolectomy  per- 
formed with  end  to  side  anastomosis  of  ileum  to 
transverse  colon.  Adjacent  lymph  nodes  and  the 
liver  appeared  free  of  metastatic  carcinoma. 

Recovery  was  uneventful  and  he  was  in  good 
health  until  January,  1960,  when  he  developed 
upper  abdominal  discomfort  and  nausea.  X-rays 
and  gastroesophagoscopy  studies  made  in  the  Out 
Patient  Department  of  the  Colorado  General  Hos- 
pital revealed  carcinoma  of  the  gastric  antrum. 
Operation  was  performed  at  St.  Joseph’s  Hospital, 
Denver,  February  8,  1960.  Adenocarcinoma  with 
early  ulceration  appeared  limited  to  the  antrum. 
Adjacent  lymph  nodes  were  not  palpable.  All  but 
the  proximal  sixth  of  the  stomach  was  removed 
and  an  antecolic  Bilroth  II  type  anastomosis  be- 
tween jejunum  and  the  gastric  cuff  performed. 

Gross  paraffin  sections  taken  through  the  gas- 
tric specimen  were  interesting.  The  entire  cir- 
cumference of  the  antrum  showed  a widespread 

•Credit  is  given  Drs.  S.  M.  Prather  Ashe  of  St.  Joseph’s 
Hospital,  William  D.  Millett  of  St.  Luke’s  Hospital,  and 
Richard  M.  Mulligan  of  the  University  of  Colorado  Medical 
School  Hospital  for  interpretation  of  gross  and  histologic 
specimens,  and  to  Mr.  Jack  Fason  of  Veterans  Administration 
Hospital,  Denver,  for  the  photographic  reproductions. 


neoplasm  involving  the  mucosa  and  muscularis. 
Photomicrograph  in  Figs.  2 and  3 show  low  and 
medium  high  power  reproductions  of  paraffin 
sections.  No  tumor  cells  were  found  in  gastro- 
hepatic  or  gastrocolic  lymph  glands.  Comparison 
of  tumor  cells  of  the  stomach  with  those  of  the 
cecal  carcinoma  two  years  before  show  no  histo- 
logic similarity.  Hence  they  may  be  considered 
separate  and  distinct  neoplasms. 


Fig.  1.  Cecum  at  juncture  of  ulcerated  carcinoma 
and  normal  mucosa  30x. 


Fig.  2.  Pyloric  portion  of  stomach  showing  replace- 
ment of  regular  pyloric  glands  by  neoplastic  tissue 
30x. 
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Fig.  3.  Pyloric  portion  of  stomach  showing  ab- 
normal epithelial  cells  surfacing  papillary  struc- 
tures lOOx. 


The  patient  made  an  easy  recovery  and  was 
discharged  on  the  sixth  postoperative  day.  Within 
three  months  he  had  regained  his  normal  weight 
of  160  pounds  and  has  been  free  from  complaints 
since.  Every  six  months  since  surgery  he  has  had 
gastroscopic  examinations  made  at  the  Medical 
School  Out  Patient  Department  with  studies  of 
gastric  washings.  To  date  there  is  no  evidence  of 
recurrence. 

Comment 

With  high  mortality  accompanying  malig- 
nancy of  the  gastrointestinal  tract  in  general 
and  stomach  in  particular,  it  is  gratifying  to 
attend  the  rare  individual  who  survives 
both.  • 


Listeria  monocytogenes  meningitis 

in  a newborn 

Robert  M.  Ross,  Jr.,  M.D.,  Grand  Junction,  Colorado 


Listeria  monocytogenes  has,  during  recent 
years,  assumed  an  increasingly  important 
role  as  a cause  of  human  disease.  From  1929, 
when  Nyfeldt  first  demonstrated  it  as  a cause 
of  disease  in  man,  to  the  mid  1950’s,  the  or- 
ganism remained  a medical  oddity.^  To  date 
nearly  540  cases  of  confirmed  Listeric  infec- 
tions in  man  have  been  reported  during  the 
past  four  years.^  Of  270  cases  of  Listefia 
monocytogenes  meningitis,  50  per  cent  have 
occurred  in  infants  under  one  month  of  age.^ 
It  is  the  purpose  of  this  paper  to  report  what 
is  believed  to  be  Colorado’s  second  confirmed 
Listeric  infection  in  man.^’^ 

CASE  REPORT 

R.  L.,  a white,  male  infant,  was  born  Jan.  18, 
1963,  at  St.  Mary’s  Hospital,  Grand  Junction,  Colo- 
rado; birth  weight,  8 lbs.  4 ozs.  The  mother  denied 
any  illnesses  during  pregnancy,  and  specifically 


denied  any  fevers  or  “flu-like”  illnesses  late  in 
pregnancy.  No  unusual  vaginal  discharge  was  re- 
ported. During  part  of  the  pregnancy  the  family 
had  kept  chickens  and  cows;  none  of  the  animals 
was  reported  to  be  ill.  Labor  and  delivery  were 
uneventful,  and  the  infant  was  given  an  Apgar 
rating  of  10  at  birth.  During  the  second  and  third 
days  of  life  the  infant  vomited  several  times  after 
feedings;  this  was  not  considered  unusual  since 
two  older  sibs  had  done  the  same  during  the  new- 
born period.  The  infant  was  discharged  at  three 
days  of  age  weighing  7 lbs.,  15  oz. 

At  11  days  of  age  the  infant  was  readmitted 
to  St.  Mary’s  Hospital  with  a two-day  history  of 
increasing  irritability  and  vomiting  all  ingested 
formula.  No  other  symptoms  were  noted,  and 
there  was  no  history  of  exposure  to  infectious 
disease. 

Exam:  T 103,  P 160,  R 30,  Wt.  7-4.  The  infant 
was  irritable  and  preferred  not  to  be  moved.  There 
were  no  other  unusual  findings.  The  fontanelle  was 
flat  and  soft,  and  no  nuchal  rigidity  was  present. 
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Lab:  WBC  25,400  with  42  per  cent  polys,  56 
per  cent  lymphs,  and  2 per  cent  monos;  Hgb.  19.3 
gms;  Hct.  62  per  cent;  chest  x-ray,  negative;  urin- 
alysis, normal;  throat  culture,  E.  coli  and  Aero- 
bacter  predominant;  pneumococci,  alpha  strep  and 
staph  albuse,  also  present;  stool  culture,  no  enteric 
pathogens;  blood  culture,  sterile  after  three  weeks’ 
incubation.  Vaginal  cultures  from  the  mother  failed 
to  grow  L.  monocytogenes. 

CSF  findings:  3,150  cells/mm^,  78  per  cent 
lymphs,  22  per  cent  polys.  Sugar,  38.5  mgm  per 
cent;  total  protein,  180  mgm  per  cent.  Smear, 
no  organisms  seen. 

CSF  culture  grew  an  organism  morphologically, 
culturally,  and  biochemically  consistent  with  Lis- 
teria monocytogenes.  Subcultures  sent  to  the  Vet- 
erinary Research  Laboratory  at  Bozeman,  Mon- 
tana, were  identified  as  Listeria  monocytogenes, 
type  4b.  By  disc  sensitivity  studies,  the  organism 
was  sensitive  to  penicillin,  streptomycin,  neomy- 
cin, tetracycline,  furadantin,  kanomycin,  novobio- 
cin, oleandomycin.  It  was  resistant  to  Chloromyce- 
tin, erythromycin,  sulfonomides,  bacitracin,  and 
colestin. 

Follow-up  lab  studies:  Two  days  after  admis- 
sion the  WBC  was  15,800  with  41  per  cent  polys, 
53  per  cent  lymphs,  and  6 per  cent  monos.  On  the 
sixth  hospital  day,  the  WBC  was  8,300  with  3 per 
cent  eosinophils,  49  per  cent  polys,  37  per  cent 
lymphs,  and  12  per  cent  polys.  Repeat  lumbar 
puncture  was  done  on  the  fifteenth  hospital  day: 
14  cells,  8 polys,  and  6 lymphs;  sugar,  61.5  mgm  per 
cent;  total  protein,  49  mgm  per  cent;  culture,  no 
growth. 

Treatment:  The  infant  was  maintained  on  in- 
travenous fluids  for  the  first  24  hours  of  hospital 
stay,  and  was  started  on  200,000  units  crystalline 
pencillin  q 4 h,  and  40  mgm  Chloromycetin  q 6 h 
intravenously.  Streptomycin  50  mgm  IM  q 8 h 
was  also  given.  On  the  third  hospital  day  strepto- 
mycin and  Chloromycetin  were  discontinued,  and 
penicillin  and  tetracycline  were  continued.  A total 
of  13  days  of  antibiotics  were  given. 

Hospital  course:  The  infant  became  afebrile  48 
hours  after  admission  and  remained  so  throughout 
the  rest  of  his  hospital  stay.  He  continued  to  re- 
gurgitate after  feedings  occasionally.  The  fonta- 
nelle  remained  flat  and  no  meningeal  signs  were 
present  at  any  time.  One  week  after  discharge  the 
infant  was  afebrile,  gaining  well,  and  physical 
examination  revealed  no  unusual  findings. 

Comment 

Listeria  monocytogenes  present  a unique 
mixture  of  the  unusual  and  the  commonplace, 
both  in  its  clinical  manifestations  and  its 
cultural  and  biochemical  characteristics.  The 
organism  is  widely  distributed  in  nature  and 
has  been  described  in  a variety  of  wild  and 
domestic  mammals,  fowl,  ticks,  and  crusta- 


ceans, as  well  as  stream  water,  mud,  sewage, 
and  silage.^  In  the  laboratory,  this  gram-posi- 
tive, non-spore-forming,  pleomorphic,  motile 
bacillus  grows  on  a variety  of  media.  When 
grown  on  blood  agar,  the  small,  round  colo- 
nies are  often,  but  not  invariably,  surrounded 
by  a narrow  zone  of  beta  hemolysis.  On  color- 
less media  the  colonies  have  a characteristic 
blue-green  color.^  Fermentation  tests  are 
characteristic  and  provide  a reliable  means 
for  differentiating  this  organism  from  diph- 
theroids and  enterococci.^  No  reliable  sero- 
logic test  has  been  developed  to  date.^’^ 

Thus  Listeria  monocytogenes  would  seem 
to  present  few  difficulties  in  isolation  and 
identification.  That  this  is  not  the  case  was 
demonstrated  by  the  Massachusetts  Depart- 
ment of  Health  Survey  in  1929  when  the 
organism  was  incorrectly  identified  by  about 
half  the  laboratories  sent  cultures  of  it.^  Sev- 
cause  of  human  disease.  Secondly,  its  mor- 
phologic and  cultural  similarity  to  commonly 
isolated  organisms,  such  as  diphtheroids  and 
enterococci,  may  lead  to  erroneous  identifi- 
cation. Finally,  Listeria  monocytogenes  has 
the  unusual  and  heretofore  unexplained 
“ability  not  to  grow”  on  initial  isolation  at- 
tempts; this,  coupled  with  the  ability  to  grow 
at  4®  C,  make  refrigeration,  storage,  and 
repeated  attempts  necessary  to  isolate  this 
sometimes  elusive  bacillus.  Successful  isola- 
tion is  increased  20-90  per  cent  by  this  meth- 
od of  refrigeration  and  repeated  subculture. 
Mouse  and  egg  inoculation  may  also  aid  in 
-isolation..  Fluorescent  -antibody  - technics  are 
currently  under  investigation.^ 


* ♦ 
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Fig.  1.  Photomicrograph  of  gram  stained  L.  mono- 
cytogenes organisms  demonstrating  gram  positive 
pleomorphic  rods.  Courtesy  of  Pathology  Depart- 
ment, St.  Mary’s  Hospital,  Grand  Junction. 

Much  of  the  epidemiology  of  Listerosis  is 
obscure.  Direct  spread  from  infected  animals 
to  veterinarians  and  poultry  workers  has 
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been  described,  but  it  is  generally  believed 
that  direct  animal-to-man  contact  is  not  im- 
portant in  the  transmission  of  the  diseased 
The  majority  of  cases  have  been  found  in  in- 
dividuals in  the  lower  economic  levels,  and 
the  incidence  has  been  higher  in  non-whitesd 
Healthy  carriers  have  been  found  in  both 
the  human  and  animal  population;  this  may 
be  an  important  factor  in  the  spread  of 
human  disease  and  especially  the  infection 
of  the  infant  during  birthd  Hood  has  empha- 
sized the  susceptibility  of  the  gravid  animal 
to  Listerosis  and  the  importance  of  unex- 
plained fevers  and  “flu”  in  pregnancy  as  pos- 
sible Listeria  monocytogenes  infections^ 

Clinically,  meningitis  (with  a mortality 
rate  of  30-40  per  cent)  is  the  most  common 
form  of  infection  with  the  Listeria  organism 
in  the  United  States,  while  in  Europe  peri- 
natal sepsis  productive  of  a stillborn  infant 
or  an  extremely  ill  premature  infant  is  the 
most  common  formd  Septicemia,  infectious 
mononucleosis-like  syndrome,  endocarditis, 
conjunctivitis,  and  localized  abscesses  have 
also  been  described  as  well  as  superinfection 
in  adults  with  advanced  chronic  or  neoplastic 
disease  or  on  steroid  therapy.  The  organism 
may  play  a role  in  some  cases  of  habitual 
abortion. The  newborn  infant  is  believed 
to  be  infected  during  birth  by  contaminated 
vaginal  secretions.^ Levy  and  Nassau  have 
reported  four  cases  in  a nursery  epidemic  and 
raised  the  possibility  of  infant-to-infant 
spread.  The  probable  incubation  period  for 
infants  infected  during  birth  is  8-16  days.® 
Approximately  two-thirds  of  the  organisms 
isolated  in  North  America  have  been  sero 
type  4b.® 

There  are  no  physical  findings  to  dis- 
tinguish Listeria  monocytogenes  meningitis 
in  the  neonate  from  meningitis  due  to  other 


organisms,  and  bulging  fontanelle  with 
muchal  rigidity  is  frequently  absent.  The 
mononuclear  response  in  blood  and  spinal 
fluid,  both  of  which  were  present  in  the  case 
described,  are  not  invariably  present  and 
have  been  described  as  late  findings.®  The 
bacillus  is  usually  susceptible  to  a variety  of 
antibiotics;  tetracycline  and  penicillin  are 
usually  effective.  Since  gram  negative  organ- 
isms are  the  most  common  cause  of  menin- 
gitis in  the  newborn,  antibiotic  therapy  prior 
to  identification  of  the  causative  organism 
may  be  directed  toward  gram  negative  organ- 
isms and  thereby  be  ineffective  if  L.  monocy- 
togenes is,  in  fact,  the  cause.  It  would  seem 
logical  to  include  penicillin  in  any  antibiotic 
regimen  for  meningitis  in  the  newborn. 

Summary 

A case  of  meningitis  in  the  newborn  due 
to  Listeria  monocytogenes,  believed  to  be  the 
second  confirmed  case  in  Colorado,  is  pre- 
sented. Bacteriological,  epidemological,  and 
clinical  aspects  of  the  disease  are  briefly  pre- 
sented.* • 
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Vaginal  trichomoniasis* 


The  use  of  a new  oral  compound  in  its  management 


E.  Stewart  Taylor,  M.D.,  and  Robert  B.  Jaffe,  M.D.,  Denver 


The  author  reports  experience  with 
metronidazole  in  treatment  of  57  patients 
having  trichomoniasis. 

Successful  management  of  vaginal  tricho- 
moniasis has,  for  many  years,  remained  enig- 
matic to  the  generalist  and  the  gynecologist. 
Too  often,  temporarily  restrained  trichomo- 
niasis has  found  recrudescence  after  rein- 
festation by  the  male  consort.  Over  the  years, 
numerous  local  methods  for  trichomonas  con- 
trol have  been  attempted,  all  with  only  par- 
tial success.  In  1959,  Cosar  and  Julou^  evalu- 
ated the  anti-trichomonal  characteristics  of 
metronidazole  (Flagyl)  t which  is  a deriva- 
tive of  nitroimidazole  (1  B-hydroxy-ethyl- 
2 m'ethyl-5-nitroimidazole) . They  found  this 
compound  to  be  highly  effective  against  tri- 
chomonas vaginalis.  They  were  unable  to 
detect  toxicity  in  rats  given  oral  amounts  of 
metronidazole  up  to  50  mg./kg.  daily  for 
one  month,  or  in  dogs  treated  with  amounts 
up  to  100  mg./kg.  over  the  same  period. 

Several  studies  have  alluded  to  clinical 
efficacy  of  metronidazole  in  the  treatment  of 
both  the  male  and  female,  and  of  its  relative 
freedom  from  adverse  side-effects.  In  1959, 
Durel  and  his  associates^  reported  use  of  this 
compound  in  a small  group  of  men  with  tri- 
chomal  urethritis  and  achieved  excellent  re- 
sults. They  also  treated  women  with  both 
oral  administration  and  vaginal  pessary  ap- 
plication of  metronidazole,  again  with  grati- 
fying results.  A series  of  82  women  treated 

•From  the  University  of  Colorado  School  of  Medicine,  Denver. 
tG.  D.  Searle  & Co.,  Chicago. 


for  trichomoniasis  with  200  mg.  of  metroni- 
dazole three  times  daily  for  seven  days  was 
reported  by  King  in  1960.^  The  cure  rate  of 
the  group  avaliable  for  follow-up  examina- 
tion at  three  months  was  83  per  cent.  No 
serious  side-effects  were  reported.  Mild 
symptoms  such  as  furred  tongue,  dry  mouth, 
and  disagreeable  taste  were  noted.  At  com- 
pletion of  treatment,  one  patient  developed 
a rash  on  arms  and  trunk  which  subsided 
spontaneously,  and  one  complained  of  faint- 
ing spells  and  hot  flashes.  In  none  was  it 
necessary  to  discontinue  treatment.  Gray^,  in 
a series  of  55  women  and  10  husbands,  report- 
ed success  rate  of  93  per  cent.  They  used  an 
oral  dose  of  0.5  gm.  twice  daily  for  10  days. 
The  medication  seems  safe  for  administration 
to  the  pregnant  woman,^  although  it  must 
be  used  with  care  as  it  apparently  crosses 
the  placental  barrier.  One  preliminary  re- 
port® makes  reference  to  possible  modifica- 
tion of  adrenocortical  hyperfunction  by 
metronidazole,  but  similar  reports  have  not 
appeared  elsewhere.  Several  authors  make 
reference  to  occasional  development  of  vag- 
inal moniliasis  subsequent  to  use  of  metroni- 
dazole. 

Material  and  methods 

Metronidazole  was  used  in  57  patients 
seen  in  the  outpatient  gynecology  clinic  at 
Colorado  General  Hospital  and  in  the  office 
of  one  of  the  authors  (E.  S.  T.) . These  patients 
were  found,  by  microscopic  examination,  to 
have  symptomatic  trichomonas  vaginalis 
vaginitis.  Thirty-six  had  been  treated  pre- 
viously with  various  vaginal  medications  for 
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symptomatic  trichomoniasis.  The  study  cov- 
ered April,  1961,  to  November,  1962.  Age  dis- 
tribution of  this  group  was: 


Age  in  Years 
10-20 
21-30 
31-40 
41-50 
51-60 

61  and  over 


No.  of  Patients 

5 

18 

14 

16 

3 

1 


The  youngest  was  15  and  the  oldest  61. 
Forty  were  married,  nine  divorced,  six  single, 
one  widowed,  and  one  separated.  They  were 
treated  with  oral  doses  of  250  mg.  of  metroni- 
dazole, twice  daily,  for  10  days.  When  mar- 
ried, her  husband  was  concomitantly  treated 
with  250  mg.  metronidazole  once  daily  for 
10  days.  Blood  counts  and  urine  analyses  plus 
wet  drop  studies  of  the  vaginal  flora  were 
obtianed  before  and  after  therapy. 


was  microscopic  evidence  of  successful  eradi- 
cation of  trichomonas  from  the  vaginal  flora. 
One  of  53  patients  required  a second  course 
of  oral  therapy  and  local  vaginal  treatment 
with  metronidazole.  In  none  was  it  necessary 
to  discontinue  medication  because  of  second- 
ary side-effects.  In  all  but  the  one  patient 
mentioned,  even  with  a long  history  of  other 
varied  therapeutic  regimes,  one  treatment 
course  was  adequate. 

Incidence  of  vaginal  moniliasis  following 
treatment  with  metronidazole  was  higher 
than  that  seen  in  a comparable  group  of 
patients  treated  by  other  means.  In  all  such 
patients,  the  moniliasis  readily  responded  to 
a two-week  course  of  vaginal  nystatin.  It  may 
be  helpful  prophylactically  to  administer  a 
course  of  anti-monilial  therapy  immediately 
following  the  metronidazole  regimen. 


Results 

Of  the  initial  57  patients,  three  were  lost 
to  follow-up  study  and  one  had  incomplete 
treatment.  Subjective  symptomatic  improve- 
ment with  objective  examination  of  follow- 
up wet  drop  smears  of  the  vaginal  discharge 
was  assessed  in  the  remaining  53  patients. 
Fifty-two  (98.1  per  cent)  reported  sympto- 
matic improvement  and,  in  all  of  these,  fol- 
low-up wet  drop  smears  revealed  absence  of 
trichomonads. 

Only  one  patient  had  a repeat  course  of 
oral  therapy  and  this,  too,  was  unsuccessful. 
However,  she  was  treated  with  vaginal  in- 
serts of  metronidazole  three  times  a day  for 
10  days;  this  was  successful  in  eradicating 
the  trichomonas. 

Forty-nine  (92.5  per  cent)  were  reported 
to  have  excellent  tolerance  of  the  therapeutic 
regimen;  tolerance  of  the  remaining  four  was 
classified  as  good.  There  were  no  clinically 
significant  changes  in  blood  count  or  urine 
analysis  following  therapy. 

Discussion 

A relatively  safe,  well  tolerated,  estheti- 
cally  acceptable  oral  agent  for  successful 
management  of  trichomoniasis  may  at  last 
have  been  found.  Several  years  will  be  re- 
quired to  evaluate  its  long-term  efficacy,  but 
the  advantage  of  being  able  to  treat  the  fre- 
quently “silent”  trichomoniasis  in  the  male 
with  an  oral  compound  is  obvious. 

In  all  patients  that  were  followed,  there 


Summary  and  conclusions 

1.  Fifty-seven  patients  with  microscopi- 
cally proved  trichomoniasis  have  been  treat- 
ed with  the  nitro  imidazole  derivative,  metro- 
nidazole (Flagyl). 

2.  Husbands  of  all  married  patients  were 
concomitantly  treated. 

3.  In  all  patients  who  completed  therapy 
there  was  microscopic  as  well  as  symptomatic 
evidence  of  eradication  of  the  trichomonas 
vaginalis. 

4.  There  were  no  instances  in  which  side- 
effects  necessitated  discontinuance  of  the 
medication. 

5.  Fifty-two  of  fifty-three  patients  treated 
responded  to  intial  treatment  with  this  agent. 
The  remaining  patient  responded  to  a repeat 
course  of  local  and  systemic  therapy. 

6.  Metronidazole  is  a safe  and  effective 
oral  agent  for  treatment  of  trichomonas  vag- 
inalis vaginitis.  • 
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Pulmonary  emphysema* 


Giles  D.  Toll,  M.D.,  Denver 


T here  is  an  increasing  incidence  of  this 
important  condition.  Remember  “all  that 
wheezes  is  not  asthma”! 

There  are  at  least  three  reasons  why  pul- 
monary emphysema  deserves  attention  at 
this  time: 

1.  The  increasing  incidence  of  emphysema 
as  a cause  of  death.  For  example,  in  Cali- 
fornia, between  1950  and  1958,  the  death  rate 
per  100,000  of  population  has  risen  from  1.5 
to  6.3. 

2.  The  large  number  of  clinically  undiag- 
nosed cases.  In  a group  of  172  people  over 
40  years  of  age,  not  considered  to  have  em- 
physema, 8 per  cent  were  found  to  have  ob- 
jective evidence  of  emphysema  (Table  1).  In 
a younger  group,  a comparably  high  inci- 
dence of  undiagnosed  emphysema  was  found 
in  a similar  study. 

TABLE  1 

Prevalence  of  undiagnosed  emphysema 

172  Bank  employees — all  over  40. 

Two  or  more  symptoms  suggestive 


of  emphysema  24% 

Grossly  impaired  ventilation 

measurements  8% 

196  Medical  students — 22  to  32. 

Two  or  more  symptoms  suggestive 

of  emphysema  11% 

Grossly  impaired  ventilation 

measurements  5 % 


3.  The  prevalence  of  emphysema  accord- 
ing to  a careful  autopsy  study  (Table  2) . This 
indicates  the  need  for  the  pathologist  to  look 

‘Presented  before  the  60th  Annual  Meeting  of  the  Wyoming 
State  Medical  Society  at  Moran,  August  30,  1963.  A list  of  15 
references  has  been  deleted  because  of  space  limitations.  They 
will  appear  on  the  author’s  reprints. 


more  carefully  for  this  entity  as  well  as  con- 
firming the  high  incidence  reported  by  the 
two  studies  already  noted. 

TABLE  2 

Incidence  of  emphysema  in  138  random 
autopsies  in  a general  hospital 


Incidence  in  male  lungs  68  % 

Incidence  in  female  lungs 64  % 

Over-all  incidence  49.3% 


Note:  Emphysema  produced  death  or  dis- 
ability in  6.5%  of  this  group. 

Definition 

After  much  debate  between  the  clinician, 
respiratory  physiologist,  radiologist  and  pa- 
thologist, it  has  been  agreed  to  define  this 
entity  in  morphologic  terms.  It  is  considered 
to  be  an  irreversible  increase  in  size  of  the 
spaces  in  which  oxygen  exchange  occurs,  spe- 
cifically the  alveoli  and  respiratory  bronchi- 
oles. This  increase  in  size  may  occur  either 
by  dilatation  or  disruption  of  the  alveolar 
septa.  While  not  considered  an  integral  part 
of  the  definition,  an  important  physiologic 
component  of  this  disease  is  obstruction  to 
the  expiration  of  air.  It  is  important  to  note 
that  this  definition  does  not  include  entities 
in  which  temporary  dilatation  occurs,  such 
as  bronchial  asthma.  Nor  does  it  include  all 
entities  in  which  an  expiratory  wheeze  is  one 
manifestation  of  a disease.  To  quote  one  stu- 
dent of  this  disease  (Filley,  G.  F.),  “All  that 
wheezes  is  not  asthma.” 

Historic  comment 

It  is  noteworthy  that  Laennec,  in  1819, 
commented  on  the  prevalence  of  emphysema, 
provided  that  the  clinician  and  pathologist 
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look  for  this  malady.  He  also  cautioned  about 
the  possible  confusion  of  bronchial  asthma 
a<nd  emphysema.  His  comments  are  as  timely 
today  as  they  were  144  years  ago. 

T heories  of  cause 

Neither  the  mechanism  by  which  irre- 
versible dilatation  occurs,  nor  the  underly- 
ing factor  responsible  are  established.  At 
least  four  main  hypotheses  are  presently 
worth  consideration.  They  are  summarized 
in  Table  3.  The  first  two  theories  require 
expansion. 


Mechanism 

TABLE  3 

Site  of 
initial  lesion 

Proposed 

causes 

“Air  trap- 
ping” by 
collateral 
flow  through 
pores  of 

Kohn 

(McLean) 

Respiratory 

bronchioles 

Infection 

Bronchiolar 

narrowing 

(Spain; 

Leopold, 

Heppleston 

& Gough) 

Terminal 

bronchiole 

(Spain) 

Tertiary 

respiratory 

bronchiole 

(Leopold  & 

Gough) 

Infection 

Air  polluting 
substances 

Direct 
destruction 
of  alveolar 
septa  by  toxic 
infectious 
substances 
(Wright,  G.  & 
Kleinerman) 

Respiratory 
bronchioles 
and  alveolar 
septa 

Infection 

Cigarette 

smoke 

Air  polluting 
substances 

Ischemia  of 
alveolar  septa 
(Cudkowicz& 
Armstrong) 

Bronchial 

arteries 

Endarteritis 
— ? arterio- 
sclerosis 

In  the  “air  trapping”  theory,  the  Initial 
event  is  an  occlusion  in  a respiratory  bron- 
chiole, presumably  by  a mucous  plug.  The 
air  reaches  the  air  spaces  distal  to  this  point 
of  osclusion  by  collateral  flow  through  the 
pores  of  Kohn.  However,  during  expiration, 
the  air  in  these  spaces  cannot  escape  rapidly 
enough  through  collateral  channels  to  permit 
collapse  of  the  spaces  in  which  it  is  tempo- 
rarily trapped.  This  strains  the  confining 


septa,  which  initially  probably  become  dis- 
tended, and  eventually  break  down. 

In  the  “bronchiolar  narrowing”  hypothe- 
sis, the  bronchioles  are  narrowed  by  an 
inflammatory  process,  which  produces  fibro- 
sis and  resultant  narrowing  of  the  airway. 
The  bronchioles  expand  during  inspiration, 
permitting  entrance  of  air  through  the 
scarred  site.  However,  with  expiration,  the 
bronchioles  narrow  throughout  the  lung;  the 
scar-produced  narrowing  will  then  create  a 
severely  stenotic  or  totally  occluded  site.  This 
prevents  the  escape  of  air  from  the  spaces 
distal  to  the  narrowed  site,  which  distends 
and  eventually  departitions  the  spaces  distal 
to  this  point.  The  other  two  theories  are  ex- 
plained in  the  chart. 

In  addition  to  these  four  principal  mech- 
anisms, other  factors  may  be  present  or 
develop,  which  perpetuate,  if  not  cause,  pul- 
monary emphysema.  These  perpetuating  fac- 
tors include: 

1.  Trauma  by  cough. 

2.  Collapse  of  the  major  airways  due  to 
weakening  of  the  supporting  tissues. 

3.  Degeneration  of  the  elastic  tissue  with- 
in the  septa. 

The  last  two  developments  accentuate  the 
normal  slight  expiratory  collapse  of  the  air- 
ways severely,  which  further  supplements 
the  expiratory  obstruction  already  present. 

While  the  etiologic  factor  or  factors  are' 
uncertain,  with  the  exception  of  the  theory 
regarding  alveolar  septal  ischemia,  they  tend 
to  focus  on  an  airborn  irritant,  either  in- 
fectious or  chemical.  When  the  question  of 
etiology  is  settled,  it  may  well  be  that  more 
than  one  agent  may  produce  the  initial  lesion. 

Morphologic  studies 

It  is  well  accepted  that  study  of  this  dis- 
ease requires  inflation  of  the  lungs.  In  the 
standard  hospital  autopsy  room  this  is  best 
accomplished  by  infusion  of  liquid  formalin 
through  the  main  stem  bronchi  using  a grav- 
ity-fed system.  For  investigative  purposes, 
this  method  has  been  refined  to  use  Zenker’s 
solution.  Another  method  uses  liquid  forma- 
lin inflation,  followed  by  the  preparation  of 
slices  of  the  entire  lung  mounted  on  paper. 
And  a third  method  uses  formalin  fumes,  fol- 
lowed by  air  drying. 
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These  methods  have  helped  clarify  the 
distribution  patterns  of  emphysema,  possible 
relationship  of  departitioned  sites  to  “an- 
thracotic”  pigment  deposits,  and  evolution  of 
fenestra  within  the  alveolar  septa.  They  have 
suggested  possible  sites  for  the  initial  lesion 
of  this  disease. 

Diagnosis 

The  three  main  facilities  for  diagnosing, 
or,  hopefully,  detecting  the  early  case  of 
emphysema,  are: 

1.  A careful  history.  Patients  frequently 
minimize  or  neglect  the  early  manifestations 
of  this  disease.  The  persistent  cough  of  early 
emphysema  is  often  designated  “smoker’s 
hack.”  Or  mild  exertional  dyspnea  is  often 
attributed  by  the  patient  to  the  normal  aging 
process.  Both  these  manifestations  require 
alert  questioning  by  the  clinician  and,  if  pres- 
ent, pursuit  by  the  next  two  avenues  of  study. 

2.  Radiographic  studies.  A chest  film 
alone  is  not  a reliable  method  for  evaluating 
the  presence  of  this  disease.  However,  com- 
parison films  taken  in  full  inspiration  and 
full  expiration  may  demonstrate  limited  ex- 
piration and  be  quite  valuable.  And  flouros- 
copy  of  the  chest  showing  this  same  limited 
expiration  may  be  valuable  also. 

3.  Spirometric  studies.  The  simplest,  and 
one  of  the  most  reliable  phases  of  these 
studies,  is  evaluation  of  the  rate  at  which 
pulmonary  emptying  occurs.  Perhaps  in  the 
future,  the  spirometer  will  be  used  in  the 
early  diagnosis  of  emphysema  in  much  the 
same  way  in  which  the  electrocardiogram  is 
used  in  evaluating  coronary  heart  disease. 

Management 

The  management  has  been  well  summar- 
ized by  Dr.  R.  S.  Mitchell  as  follows: 

1.  Stop  smoking. 

2.  Treat  all  respiratory  infections  as  po- 
tentially serious,  including  the  empiric  use 
of  antimicrobial  therapy,  especially  tetracy- 
cline. 

3.  Prevent  respiratory  infections,  includ- 
ing use  of  effective  respiratory  virus  vac- 
cines. 


4.  Avoid  all  irritating  air  pollutants. 

5.  Use  appropriate  bronchodilator  (rarely 
corticosteroid)  drugs. 

6.  Exercise,  especially  the  breathing  mus- 
cles. 

7.  Consider  a change  in  climate. 

8.  Take  the  situation  seriously. 

The  bronchitis  dilemma 

In  Great  Britain,  most  of  the  patients  with 
chronic  pulmonary  disease  with  partial  ex- 
piratory obstruction  are  usually  considered 
to  have  “chronic  bronchitis.”  In  the  United 
States,  these  patients  are  usually  diagnosed 
as  having  “pulmonary  emphysema.”  This 
raises  many  questions,  including: 

1.  Are  the  diseases  really  the  same  entity, 
and  the  problem  purely  a semantic  one? 

2.  Are  the  diseases  separate  entities,  and 
the  difference  in  incidence  a real  one? 

3.  Are  the  entities  different,  but  the  cri- 
teria for  recognizing  them  clinically  and 
pathologically  vaguely  defined,  making  clas- 
sification difficult  at  this  time? 

Because  of  these  questions,  the  investi- 
gators in  this  area  of  interest  are  designating 
both  entities  as  “chronic  obstructive  pulmo- 
nary disease.” 

Summary 

1.  Pulmonary  emphysema  is  important 
because  of  its  rising  incidence  and  the  large 
number  of  cases  which  are  not  being  diag- 
nosed by  either  clinical  or  pathologic  studies. 

2.  While  the  cause  of  emphysema  remains 
unknown,  current  hypotheses  are  focusing 
on  air-born  agents,  either  micro-organisms  or 
chemical  irritants. 

3.  Morphologic  studies  require  inflation 
of  the  lung  tissue. 

4.  Management  includes  the  cessation  of 
cigarette  smoking,  bronchodilators,  and  anti- 
biotics. 

5.  The  term  “chronic  obstructive  pulmo- 
nary disease”  is  presently  being  used  to  in- 
clude both  “pulmonary  emphysema”  and 
“chronic  bronchitis.”  • 
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DOCTORS 


HERE'S  A MAN 
WITH  THE  KNOW-HOW 
TO  SERVE  YOU  BETTER! 


CARL  PUTAAAN 


Carl  Putman’s  experience  is  important  to  you.  His  know-how  can  mean  the 
difference  between  an  ordinary  insurance  program  and  one  custom-developed  for 
your  specific  needs. 

Carl  is  manager  of  HBA  LIFE’S  Denver  office.  With  his  background  and  up-to- 
date  knowledge,  he  serves  doctors  best  with  life  insurance,  estate  planning,  business 
continuation  and  programming. 

Let  this  experience  go  to  work  for  you.  Call  Carl  Putman,  or  your  nearest  HBA 
office. 

DENVER:  2785  N.  Speer  Blvd.,  Phone  433-6376 
ALBUQUERQUE:  301  Craceland,  S.E.,  Phone  268-7988 
SALT  LAKE  CITY : 455  East  Second  South,  Phone  DA  8-8651 


PEOPLE  EXPECT  MORE  FROM 


- AND  THEY  GET  IT,  TOO! 
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A suggested  new  internship  program 

Bernard  T.  Daniels,  M.D.,  Denver 


Experience — association  with  family 
practice  in  intern  year  could 
benefit  doctor  and  public. 

The  dwindling  number  of  medical  school 
graduates  entering  family  practice  has  given 
rise  to  nationwide  concern.  There  has  been 
much  thought  as  to  the  causes  for  this  trend 
and  to  the  changes  necessary  to  adjust  it. 
Urgent  need  for  study  is  based  on  the  prem- 
ise that  family  practice  is  the  core  of  medical 
service  in  this  country  and  probably  needs 
to  remain  so.  The  causes  for  the  trend  are 
many  factors  related  to  changing  conditions 
and  attitudes  in  our  country  and  the  world. 
All  are  interrelated;  some  are  more  impor- 
tant than  others.  However,  one  strong  factor 
is  present  in  all  situations — it  is  the  lack  of 
an  experience-association  with  the  stimulat- 
ing challenges  and  the  gratifying  rewards  of 
family  practice. 

Many  interested  in  this  problem  place  the 
blame  for  lack  of  an  experience-association 
with  family  practice  upon  the  medical 
schools.  They  state  that  the  medical  schools 
are  discouraging  young  men  from  entering 
family  practice,  if  not  by  direct  statement, 
then  by  attitude  and  implication.  The  teach- 
ers are  specialists  and  know  nothing  about 
family  practice.  There  is  great  emphasis  upon 
research  which  is  stimulating  and  enticing 
to  young  graduates.  Few  family  practitioners 
are  active  members  of  the  faculty,  which 
tends  to  imply  that  they  must,  therefore,  be 
second-class  medical  citizens. 

It  is  certainly  correct  to  state  that  an 
experience-association  with  family  practice 
is  not  generally  present  in  medical  school.  To 
state  that  it  can  or  should  be,  is  to  oversimpli- 
fy the  problem. 

Sober  reflection  upon  scientific  changes 


that  are  occurring  in  this  half-century  will 
bring  understanding  of  the  difficulties  in- 
volved in  exposing  students  to  the  tremen- 
dous increase  in  the  body  of  knowledge  with- 
in the  same  academic  time-span.  Any  learn- 
ing in  problems  of  practice,  economics,  po- 
litical implications,  ethics,  records,  equip- 
ment, insurance  and  a host  of  other  aspects 
of  medicine  must  come  by  sheer  chance  as- 
sociation or  extracurricular  effort.  The  rela- 
tionship of  students  with  their  teachers  is 
so  strong  and  binding  along  scientific  lines 
that  there  is  hardly  reason  to  wonder  why 
students  have  little  knowledge  or  interest  in 
family  practice.  Their  interests  and  ambi- 
tions will  follow  the  relationships  presented 
to  them.  Experience  is  demonstrating  that 
such  is  the  case. 

The  plain  fact  is  that  the  medical  school 
curriculum  cannot  stand  the  time  necessary 
for  an  adequate  family  practice  experience- 
association  without  sacrificing  portions  of  the 
increasing  body  of  knowledge  or  without 
extending  the  already  prolonged  time  period. 
The  medical  school  preceptor  program,  which 
seemed  to  be  an  ideal  answer,  has  not  proven 
to  be  uniformly  successful  and  probably  can 
not  be  adapted  to  all  schools  and  areas. 

It  would  seem,  however,  that  there  may 
be  an  opportunity  to  provide  the  family  prac- 
tice experience-association  within  the  intern- 
ship year,  if  a careful  evaluation  of  the  pur- 
pose of  that  period  is  made.  Such  an  evalua- 
tion might  have  the  additional  benefit  of 
solving  some  fringe  problems  such  as  strained 
“town-gown”  relationships,  private  hospital 
intern-residency  programs,  and  over-special- 
ization as  a cause  of  physician  shortage.  The 
proposal  made  and  developed  here  is  that 
the  internship  be  made  a modified  straight 
medical  internship,  with  four  months  of  it 
to  be  spent  as  a preceptor  to  a selected  family 
practitioner. 
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A straight  internship  in  a field  other  than 
internal  medicine  has  little  to  justify  it.  All 
residency  programs  in  special  fields  are  of 
sufficient  length  to  make  an  extra  year  spent 
in  the  same  field  as  an  intern  redundant.  To 
argue  otherwise  is  to  indicate  that  those  stu- 
dents entering  a residency  in  a special  field 
from  a rotating  internship  or  from  a medical 
internship  have  had  inadequate  training.  To 
argue  in  favor  of  straight  internships  in  fields 
other  than  internal  medicine  is  to  give  cre- 
dence to  the  development  of  independent 
systems  of  medicine  which  may  be  develop- 
ing more  rapidly  than  is  generally  suspected. 
For  example,  the  rivalry  between  medicine 
and  surgery,  which  actually  separated  these 
branches  into  separate  systems  several  hun- 
dred years  ago,  could  come  again.  Indeed, 
most  patients  are  currently  unaware  that  the 
internist  or  the  family  practitioner  is  the 
man  to  be  consulted  first  in  the  event  of  all 
illnesses.  Many  factors  have  caused  patients 
with  breast  lumps  to  consult  a surgeon,  with 
unusual  vaginal  bleeding  to  consult  a gyne- 
cologist, with  rectal  bleeding  to  consult  a 
proctologist,  with  hemoptysis  to  consult 
either  an  otolaryngologist  or  a thoracic  sur- 
geon, with  a skin  lesion  to  consult  a derma- 
tologist, and  so  on.  Is  it  any  wonder  that 
when  the  patient  gives  thought  to  -a  periodic 
physical  examination  confusion  exists  as  to 
which  of  these  doctors  he  should  consult? 
Consideration  of  what  should  be  included  in 
that  periodical  examination  is  another  re- 
lated matter  but  is  closely  allied  to  the  con- 
fusion about  who  the  patient’s  doctor  really 
is.  To  de-emphasize  the  special  fields  as  in- 
dependent systems  is  one  of  the  important 
assignments  for  organized  medicine  and  for 
medical  education.  The  basic  reason,  then, 
for  the  modified  straight  medical  internship 
for  the  new  graduate  is  to  cement  the  point 
of  view  that  he  is  fundamentally  a physician, 
and  to  emphasize  that  the  “whole-patient” 
approach  to  medical  problems  of  people  by 
the  internist  and  the  family  practitioner  is 
indeed  the  core  of  quality  medicine  in  this 
country. 

A second  advantage  to  the  modified 
straight  medical  internship  is  that  in  know- 
ing the  purpose  of  this  internship  year,  the 
senior  student  could  devote  himself  to  his 


last  year  of  work  in  school  without  frustra- 
tion, indecision  and  confusion.  His  decisions 
of  type  of  medical  practice  could  be  made 
properly  and  logically  in  the  last  part  of  his 
internship  when  he  has  had  an  opportunity 
to  see  the  picture  from  the  perspective  of  a 
doctor.  Some  men  would  decide  in  favor  of 
a special  field  which  appealed  to  them  by 
virtue  of  some  patient — special  field  experi- 
ence. Some  men,  probably  more  in  number, 
would  decide,  in  favor  of  family  practice  be- 
cause of  the  challenges  and  opportunities  ob- 
served during  the  experience-association  of 
the  preceptorship.  Some  would  recognize  the 
core  responsibility  of  the  internist  and  decide 
to  continue  in  that  field. 

A third  benefit  to  come  from  the  modified 
straight  medical  internship  approach  would 
be  improved  “town-gown”  relationships. 
General  practitioners  could  cease  blaming 
medical  schools  for  being  the  direct  or  in- 
direct cause  of  the  decline  in  number  of  fam- 
ily-practice physicians.  In  communities  where 
medical  school  influence  is  prominent  a 
general  practice  section  of  the  teaching  staff 
could  become  an  effective  tool  for  raising 
standards  for  the  preceptor  who  could  be 
selected  through  such  a department.  Such  a 
relationship  between  school  and  family  prac- 
titioner could  become  the  base  of  the  propo- 
sition that  all  physicians  should  forever  be 
continuing  students  of  a medical  school. 

A fourth  benefit  would  be  the  opportunity 
afforded  both  the  intern  and  organized  med- 
icine to  understand  each  other  in  the  best 
circumstances.  Under  the  tutelage  of  selected 
family  practitioners  the  intern  could  see  the 
problems  of  organized  medicine  in  the  best 
light.  Organized  medicine,  too,  would  have 
a favorable  opportunity  to  present  a clear 
picture  of  its  aims,  purposes,  and  functions 
to  recent  graduates. 

A fifth  benefit  would  accrue  to  intern- 
ship-residency training  programs,  as  it  would 
give  the  intern  a definite  position  in  his  train- 
ing experience,  known  and  understood  by  all. 
The  use  of  interns  by  surgical  specialties  as 
service  personnel  to  write  history  and  physi- 
cal examinations,  hold  retractors,  and  start 
intravenous  infusions  could  stop,  with  the 
result  that  surgical  specialties  could  properly 
use  first  year  surgical  residents  for  these 
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purposes  as  the  initial  step  in  their  graduated 
program.  Such  a program  would  in  no  way 
degrade  the  value  of  the  first  year  surgical 
resident.  It  would  merely  make  his  pro- 
gression to  second,  third  and  fourth  year 
responsibilities  more  realistic  and  meaning- 
ful. With  these  points  in  clear  focus,  resi- 
dency programs  would  not  need  to  be  sup- 
ported by  active  internship  programs  to  feed 
them.  Similarly,  high  quality  internship  pro- 
grams could  be  developed  in  smaller  private 
hospitals,  even  though  no  residency  program 
existed,  because  the  internship  and  the  resi- 
dency would  become  separate  forms  of  edu- 
cation much  like  the  steps  in  graduate  edu- 
cation in  the  academic  fields.  Residency 
programs  could  attract  men  to  them  because 
of  their  own  excellence  and  not  on  the  basis 
of  the  number  of  interns  beneath  them  to  do 
the  “scut”  work. 

A sixth  benefit  would  accrue  to  the  nation 
as  a whole  as  this  program  would  provide 
some  relief  to  the  so-called  physician  short- 
age that  has  been  predicted.  There  may  well 
be  a physician  shortage  in  this  country,  but 
there  is  probably  a coexisting  overage  of 
specialists  who  are  caring  for  too  many  com- 
monplace ailments  that  should  be  handled 
by  more  family  practitioners  or  internists. 
Thus  the  shortage  may  be  more  apparent 
than  real.  It  has  come  about  in  part  because 
of  the  perspective  of  our  training  programs 
just  beyond  medical  school,  and  because  of 
the  effect  these  same  programs  have  upon 
the  public  by  creating  confusion  of  the  lay- 
man as  to  who  his  doctor  really  is.  With  a 


little  public  education  by  organized  medicine 
physician  shortage  would  be  decreased. 

Summary 

Presented  is  an  argument  favoring  a modi- 
fied straight  medical  internship  containing  a 
three  or  four  months  preceptorship  with 
selected  family  practitioners.  The  benefits  to 
be  gained  are  the  following:  (1)  An  oppor- 
tunity for  graduates  to  see  the  broad  picture 
of  medical  practice  from  a “whole-patient” 
viewpoint  before  deciding  upon  a field  of 
interest,  and  an  opportunity  for  the  fields  of 
family  practice  and  internal  medicine  to  at- 
tract more  graduates,  thus  creating  a better 
distribution  balance  of  physicians.  (2)  An 
opportunity  for  senior  students  to  devote  all 
their  energies  to  their  last  academic  year 
without  frustrating  thoughts  about  the  fu- 
ture. (3)  An  opportunity  for  improved  “town- 
gown”  relationships  because  of  the  improved 
position  of  family  practitioners.  (4)  An  op- 
portunity for  graduates  and  organized  medi- 
cine to  know  each  other  more  intimately 
under  the  tutelage  of  selected  family  prac- 
titioners. (5)  An  opportunity  for  greatly 
improved  intern  and  residency  training  pro- 
grams by  elevating  the  position  of  the  intern- 
ship to  an  appropriate  educational  experience 
and  by  separating  it  organizationally  from 
the  residency.  (6)  An  opportunity  to  relieve 
the  so-called  physician  shortage  by  realigning 
both  medical  and  public  understanding  as 
to  where  the  point  of  first  medical  contact 
should  be.  • 


American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  examination  (Part  II),  oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel,  Chicago,  Illinois,  by  the  entire  Board,  April  27- 
May  2,  1964.  Formal  notice  of  the  exact  time  of  each  candidate’s  examination  will  be  sent 
him  in  advance  of  the  examination  dates. 

Candidates  who  have  participated  in  the  Part  I examination  will  be  notified  of  their 
eligibility  for  the  Part  II  examinations  on  or  before  February  1.  Current  bulletins  of  the 
American  Board  of  Obstetrics  and  Gynecology,  outlining  the  requirements  for  application, 
may  be  obtained  by  writing  to  the  Secretary.  All  prospective  candidates  are  urged  to  review 
the  current  requirements  before  applying  for  Board  examination. 

Diplomates  are  requested  to  keep  the  Board  office  informed  of  any  change  in  address. 

Office  of  the  Secretary: 

Robert  L.  Faulkner,  M.D.,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.'^’®’^’^”^  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  iightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate.  ' 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  .Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-iec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centrally  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134:256,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension,  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.t  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55:184,  Feb.  1962. 5.  Corcoran,  A.  C.,  and  Loyke,  H.  E:  Mebutamate 
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Why 

CAP  LA(mebutamate) 

is  indicated. 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects.^’^’^'’^’^®'^®’^^'^® 
With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.^  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  /^/:1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  91:53,  Jan.  1963.  7.  DuChez,  J.  W.:  Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  11:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent.  North  Carolina  M.  J.  2i:349,  Aug.  1962.  12.  Hobbs, 
L.  E:  Mebutamate,  a new  approach  to  the  treatment  of  hypertension.  Circulation  (Pt.  11).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice. 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension,  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  P : Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy.  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W. : Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5:1335,  July  1961. 
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No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  anaigesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound . . .to  specify 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 
Perazir®  brand  Chlorcyclizine  Hydrochloride .....  15  mg. 

Phenacetin. 150  mg. 

spirih 200  mg. 

Caffeine 30  mg. 

*Warnfng^fTiay  be  habit  forming 
Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  Z 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Cautionr 
While  pseudoephedrine  Is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy* 
clizine  has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied;  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

^ BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahot,  N.  Y, 


Proceedings  of  the  House  of  Delegates 
Montana  Medical  Association 
Eighty-Fifth  Annual  Meeting 

September  12-14, 1963 
Billings 

FIRST  SESSION 

The  first  session  of  the  85th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  the  President, 
Harold  W.  Fuller,  M.D.,  at  8:45  a.m.,  September  12, 
1963,  in  the  lodge  room  of  the  Shrine  Building, 
Billings. 

The  Assistant  Secretary-Treasurer,  George  E. 
Trobough,  M.D.,  announced  that  all  delegates  seat- 
ed had  presented  proper  credentials  and  that  a 
quorum  was  present. 

Reading  of  the  minutes  of  the  interim  session 
of  the  House  of  Delegates  held  in  Miles  City,  April 
5-6,  1963,  was  dispensed  with  inasmuch  as  these 
minutes  were  published  in  the  August,  1963,  issue 
of  The  Rocky  Mountain  Medical  Journal.  It  was 
then  regularly  moved,  seconded  and  carried  that 
the  minutes  of  the  interim  session  be  approved  as 
published. 

Bryce  G.  Hughett,  M.D.,  Billings,  was  seated 
as  a delegate  to  represent  the  Yellowstone  Valley 
Medical  Society. 

The  chairman  of  the  Nominating  Committee, 
C.  H.  Fredrickson,  M.D.,  presented  the  names  of 
the  following  members  of  this  Association  as  the 
nominees  of  the  committee  for  the  office  indicated: 

President-elect:  M.  A.  Gold,  M.D.,  Butte. 

Vice  President:  Paul  J.  Gans,  M.D.,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  M.D., 
Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Tro- 
bough, M.D.,  Anaconda. 

Executive  Committee:  Everett  H.  Lindstrom, 
M.D.,  Helena,  and  Harold  W.  Fuller,  M.D.,  Great 
Falls. 

President  Fuller  announced  that  additional 
nominations  may  be  presented  from  the  floor  and 
that  these  additional  nominations  will  be  called 
for  immediately  preceding  the  election  of  officers 
which  will  be  held  at  a subsequent  session. 

S.  C.  Pratt,  M.D.,  delegate  to  the  American 


Medical  Association,  then  reported  in  detail  upon 
numerous  actions  of  importance  of  the  House  of 
Delegates  of  the  American  Medical  Association  at 
its  112th  Annual  Meeting  in  Atlantic  City,  June 
16-20,  1963.  The  report  of  the  delegate  included 
the  following  comment  about  the  responsibilities 
of  delegates  and  hearings  of  the  reference  com- 
mittees of  the  House  of  Delegates  of  the  AM  A: 

Report  of  AM  A Delegate 

Your  delegate  has  a responsibility  to  you  which  he  tries 
to  carry  out.  More  often  than  not  he  must  decide  for  the 
572  physicians  whom  he  represents  without  direct  instruction. 
That  is  unfortunate  but  inescapable.  However,  there  are 
methods  whereby  he  can  more  intelligently  carry  out  your 
wishes.  He  is  always  available  via  the  mail  route  to  receive 
your  thoughts  or  suggestions  relevant  to  any  particular  matter; 
letters  are  received  from  time  to  time  from  a few  of  you 
and  they  are  welcomed.  Utilization  of  the  telephone  or  per- 
sonal contact  are  also  suggested.  The  other  method  that 
assists  him  to  act  more  intelligently  is  the  utilization  of  the 
reference  committee  system.  The  order  of  business  of  our 
MMA  is  copied  from  the  order  of  business  of  the  AMA. 
It  functions  better  there  than  here  only  because  it  is  utilized 
more  fully  at  the  AMA  conventions.  To  refresh  your  memory, 
a report  or  resolution  is  presented  to  the  House  of  Delegates 
as  a whole,  is  accepted  by  the  presiding  officer,  and  imme- 
diately referred  without  discussion  to  the  appropriate  refer- 
ence committee.  One  entire  day  is  then  set  aside  for  these 
reference  committees  to  meet;  these  meetings  are,  in  effect, 
public  hearings.  The  members  of  the  committee  sit  and  hear 
testimony  for  or  against  the  specific  proposal  and  arrive  at 
their  joint  decision  by  the  testimony  offered.  Their  report  and 
recommendations  are  then  presented  to  the  House  of  Delegates 
and  action  is  taken  on  it,  thus  establishing  the  policies  of 
the  AMA.  Anyone — and  I mean  anyone — is  free  to  express  his 
opinion  at  the  reference  committee  meeting  on  any  issue 
under  discussion.  He  need  not  be  a delegate;  he  merely  must 
be  a member  of  the  AMA.  He  may  represent  his  state  asso- 
ciation. his  specialty  organization,  or  just  himself.  It  is  by  this 
means  that  the  reference  committee  recommendations  repre- 
sent “the  voice  of  the  people”  and  thereby  the  common 
man  can  oppose  the  hierarchy.  And  so,  your  delegate  eventu- 
ally makes  up  his  own  mind  and  his  vote,  cast  on  behalf 
of  572  physicians,  is  influenced  by  the  testimony  he  hears 
at  the  reference  committee  meetings.  The  major  flaw  in  this 
system  is  that  all  of  the  reference  committees  meet  in  dif- 
ferent locations  at  the  same  time.  It  is,  therefore,  physically 
impossible  to  attend  them  all.  This  obvious  difficulty  is  over- 
come by  having  different  individuals  attend  different  refer- 
ence committee  hearings  and  the  information  received  is 
then  passed  back  and  forth.  This  has  been  done  in  the  past 
but  it  has  always  been  done  by  mutual  agreement  and  not 
by  directive.  I,  therefore,  wish  to  recommend  that  a mandate 
be  placed  by  this  House  of  Delegates  upon  all  official  repre- 
sentatives of  the  MMA  to  the  AMA  in  order  to  be  certain 
at  all  times  that  such  total  coverage  be  obtained.  This  can 
be  accomplished  by  instruction  that  everyone  who  attends 
an  AMA  convention  at  MMA  expense  (President,  President- 
elect, Secretary,  Executive  Secretary,  delegate  and  alternate 
delegate)  be  required  to  attend  not  only  all  of  the  sessions 
of  the  House  of  Delegates  but  also  to  cover  individually  the 
reference  committee  hearing  assigned  to  him  by  those  present 
at  the  convention.  I realize  that  this  will  interfere  with 
attendance  at  the  scientific  sessions  and  viewing  exhibits  but 
his  expenses  are  being  partially  defrayed  by  the  MMA  not 
to  further  his  own  scientific  knowledge  but  to  allow  him 
to  better  represent  the  MMA  to  the  AMA  and  the  AMA  to 
the  MMA. 

The  full  report  of  the  delegate  was  referred 
by  President  Fuller  to  the  Reference  Committee 
on  Officers,  Meetings,  and  Administration  for 
study. 

A.  L.  Vadheim,  M.D.,  then  read  the  following 
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report  of  the  Secretary -Treasurer  which  was  re- 
ferred by  President  Fuller  to  the  Reference  Com- 
mittee on  Officers,  Meetings,  and  Administration 
for  study: 

Secretary-Treasurer’s  report 

Your  Secretary-Treasurer  takes  great  pleasure  in  bringing 
to  you  a report  of  the  meeting  of  the  American  Medical  Asso- 
ciation held  in  Atlantic  City,  New  Jersey,  in  June,  1963.  But 
first,  I would  like  to  take  this  opportunity  to  thank  you  for 
entrusting  me  with  this  office  and  giving  me  the  opportunity 
to  participate  and  become  acquainted  with  the  workings  of 
the  American  Medical  Association,  its  House  of  Delegates,  and 
the  Montana  Medical  Association. 

Montana  was  exceedingly  well  represented  by  your  dele- 
gate, S.  C.  Pratt,  M.D.,  Miles  City.  Also  present  at  the  Atlantic 
City  meeting  were  your  President,  Harold  W.  Fuller,  M.D.; 
President-elect,  William  E.  Harris,  M.D.;  Executive  Secretary, 
Russ  Hegland;  and  the  undersigned,  your  Secretary-Treasurer. 
There  were  several  others  attending  the  meetings  from  Mon- 
tana, and  as  you  all  no  doubt  noted  in  the  AMA  News,  there 
were  approximately  12,000  physicians  registered  with  a total 
registration  of  approximately  30,000. 

At  Atlantic  City,  it  was  my  feeling  that  one  of  the  greatest 
messages  that  was  brought  before  the  House  of  Delegates  was 
that  of  President  of  the  American  Medical  Association, 
Edward  R.  Annis,  M.D.,  and  I would  like  to  quote  for  you 
from  Dr.  Annis’s  talk:  “Unfortunately  for  the  medical  pro- 
fession and  its  patients,  a kind  of  plague  has  filtered  across 
the  face  of  medicine  in  recent  years,  spread  by  political 
opportunists,  who  are  dedicated  to  the  destruction  of  medi- 
cine as  a free  institution,  as  a means  of  gaining  economic 
and  political  power  over  the  American  people.  Their  tools  are 
those  of  the  charlatan  and  the  demagogue,  misrepresentation, 
false  labels,  half-truths.  Destiny  lies  with  us  if  we  but  assert 
the  statesmanship  and  leadership  which  are  so  necessary  to 
achieve  these  ultimate  goals  of  our  desires  in  the  AMA.  But 
the  role  of  leadership  carries  great  responsibilities,  and 
responsibilities  must  begin  at  home.  Gentlemen,  please  do 
not  forget  the  only  place  that  ‘success’  precedes  ‘work’  is  in 
the  dictionary.” 

Gentlemen,  I strongly  urge  you  to  participate  in  MONTPAC 
and  AMP  AC.  There  is  still  a job  to  be  done  politically.  We 
have,  in  Montana,  some  of  the  most  able  leaders  that  there 
are  in  any  of  the  state  societies  that  I have  become  acquainted 
with,  and  certainly  it  is  our  definite  responsibility  to  gain 
success  and  control  of  our  own  profession.  As  Dr.  Annis  has 
very  ably  pointed  out,  it  is  done  only  by  work.  I strongly 
urge  you  to  become  politically  active  and  to  participate,  along 
with  your  component  society,  legislative  chairman,  in  the 
activities  of  your  own  society,  in  “Operation  Hometown.” 
This  is  a very  fine,  well  prepared,  proven  and  tested  portfolio 
of  information  that  can  be  of  great  advantage  to  you.  I am 
certain  that  you  will  be  able  to  help  and  aid  much  in  your 
own  society  to  change  our  own  state’s  political  picture.  We 
need,  and  must  have,  your  wholehearted  cooperation. 

As  of  August  15,  there  were  573  active  (dues  paying) 
members  of  this  Association  for  1963.  This  represents  a slight 
increase  in  the  number  of  active  members  of  your  Association 
and  it  is  anticipated  that  the  net  increase  in  active  members 
during  1963  will  be  approx.mately  10  more  than  it  was  at 
the  end  of  1962.  There  are  still  several  physicians  who  have 
not  as  yet  remitted  their  dues  for  membership  for  1963  in 
your  Association  and  the  American  Medical  Association  al- 
though they  were  members  in  good  standing  during  1962. 

The  income  of  your  Association  during  the  first  eight 
months  of  1963  is  slightly  in  excess  of  the  amount  budgeted 
for  1963  and  the  expenses  appear  to  be  within  the  budgetary 
limits  despite  several  unanticipated  expenses,  such  as  the  cost 
of  reprinting  the  Average  Fee  Schedule  and  the  purchase  of 
binders  for  this  schedule.  The  budget  which  was  adopted  by 
the  officers  of  your  Association  during  January  anticipates 
an  excess  of  income  over  expense  of  approximately  $1,500. 
This  estimate  at  the  present  time  appears  reasonably  accurate. 
A full  and  complete  report  of  the  finances  of  your  Association 
will  be  presented  at  the  1964  interim  session  after  its  books 
of  account  for  1963  have  been  audited. 

Secretary  Vadheim  read  the  following  report 
of  the  Executive  Committee  which  was  referred 
by  President  Fuller  to  the  Reference  Committee 
on  Officers,  Meetings,  and  Administration  for 
study: 


Executive  Committee  report 

Since  the  interim  session  of  the  House  of  Delegates  in 
Miles  City,  last  April,  your  Executive  Committee  has  met 
but  once  to  transact  necessary  business  of  the  Association,  ad 
interim.  Some  business  of  the  Association,  however,  has  been 
transacted  by  telephone  and  correspondence  with  the  officers. 

At  the  last  meeting  of  the  Executive  Committee  which  was 
held  in  Helena  on  July  20,  it  was  voted  to  accept  the  invitation 
of  the  Lewis  and  Clark  Medical  Society  to  convene  the  1964 
interim  session  in  Helena  on  April  3-4.  The  Helena  Chamber 
of  Commerce  has  assured  representatives  of  the  Lewis  and 
Clark  Medical  Society  that  adequate  hotel  and  motel  accom- 
modations will  be  available  on  these  dates  for  those  attending 
the  1964  interim  session.  The  Executive  Committee  considered 
carefully  an  invitation  extended  by  the  Hill  County  Medical 
Society  to  convene  the  interim  session  in  Havre  during  1964, 
but  deferred  acceptance  of  this  invitation  until  one  or  more 
of  the  officers  or  the  Executive  Secretary  have  had  an 
opportunity  to  inspect  the  available  facilities  in  the  com- 
munity for  the  interim  session  of  this  Association. 

As  all  members  of  the  House  of  Delegates  will  recall,  this 
Association,  with  the  approval  of  the  House  of  Delegates,  in 
1958  contracted  with  the  federal  government  to  provide  medical 
and  surgical  care  to  hospitalized  dependents  of  the  uni- 
formed services.  This  agreement  between  this  Association  and 
the  Office  for  Dependents’  Medical  Care  on  behalf  of  the 
federal  government  has  been  renewed  each  year  on  September 
1.  The  renewal  of  this  contract  for  the  period  of  September 
1,  1963,  to  August  31,  1964,  was  discussed  and  considered  at 
the  meeting  of  the  Executive  Committee  during  July.  Several 
members  of  the  committee  expressed  the  opinion  that  certain 
principles  governing  the  operation  of  the  contract  and  perhaps 
some  of  the  fees  for  medical  and  surgical  services  should  be 
reconsidered  and  renegotiated  with  representatives  of  the 
Office  for  Dependents’  Medical  Care.  It  was  voted  by  the 
members  of  the  Executive  Committee  that  the  Secretary- 
Treasurer,  A.  L.  Vadheim,  M.D.,  be  instructed  to  advise  the 
Office  for  Dependents’  Medical  Care  that  this  Association 
wished  to  discuss  its  present  agreement  and  to  perhaps  re- 
negotiate some  of  the  fees  for  medical  and  surgical  services. 
It  was  agreed,  however,  by  the  members  of  the  Executive 
Committee  that  in  the  event  that  it  was  impossible  to  arrange 
a meeting  with  representatives  of  the  Office  for  Dependents’ 
Medical  Care  during  August  to  review  and  renegotiate  this 
agreement,  the  appropriate  officers  be  empowered  to  renew 
the  present  contract  with  the  provision  that  at  as  early  a 
date  as  possible  such  renegotiation  procedures  will  be  insti- 
tuted. The  Office  for  Dependents’  Medical  Care  was  informed 
of  this  action  of  the  Executive  Committee  and  expressed  its 
willingness  to  meet  with  representatives  of  this  Association  to 
discuss  the  principles  of  this  agreement  and  the  fees  for 
services.  Because  the  Office  for  Dependents’  Medical  Care, 
however,  moved  its  headquarters  from  Washington,  D.  C.,  to 
Denver,  Colorado,  during  August,  the  Contracting  Officer 
requested  that  any  meeting  for  this  purpose  be  deferred  until 
the  removal  of  the  office  to  Denver  is  completed  and  necessary 
personnel  in  Denver  engaged.  It  is,  therefore,  anticipated  by 
the  members  of  the  Executive  Committee  that  during  October 
a meeting  with  representatives  of  the  Office  for  Dependents’ 
Medical  Care  will  be  arranged  to  consider  any  necessary  or 
desirable  amendments  to  our  present  agreement.  Because  this 
agreement  will  be  reconsidered  within  the  next  30-60  days, 
your  Executive  Committee  wishes  to  suggest  that  members 
of  this  Association  who  wish  to  submit  comments  or  recom- 
mendations about  this  agreement  and  the  schedule  of  fees 
for  services  under  the  agreement  submit  them  as  promptly 
as  possible  to  the  Executive  Office  of  the  Association  in 
Billings.  In  the  meantime,  the  Economic  Committee  will  also 
study  and  review  the  schedule  of  maximum  allowances  under 
this  agreement  and  will  submit  its  recommendations. 

At  the  last  meeting  of  the  Executive  Committee  of  your 
Association,  it  was  agreed  to  cooperate  with  the  Montana  Bar 
Association  to  plan  and  present  a Medical-Legal  Institute  at 
a mutually  agreeable  date  in  December,  1963,  or  January,  1964. 
The  Executive  Committee  authorized  President  Fuller  to 
appoint  the  necessary  committee  of  this  Association  to  pre- 
pare, in  association  with  representatives  of  the  Montana  Bar 
Association,  an  appropriate  program. 

Members  of  the  House  of  Delegates  will  recall  that  at  the 
annual  meeting  of  this  Association  in  Missoula  last  year,  the 
Executive  Committee  reported  to  the  House  of  Delegates,  and 
the  members  of  the  House  approved,  that  it  had  voted 
unanimously  to  authorize  and  endorse  the  organization  of 
a Montana  Medical  Political  Action  Committee.  This  political 
action  committee  was  organized  under  the  chairmanship  of 
John  A.  Evert,  M.D.,  Missoula,  and  was  awarded  a grant  of 
$500  from  the  general  fund  of  this  Association  for  purposes 
of  organization  and  for  its  educational  fund.  This  original 
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grant  of  funds  was  expended  by  the  committee  last  fall,  and 
it  again  requested  at  the  meeting  of  the  Executive  Committee 
on  July  20,  that  an  additional  contribution  of  not  more  than 
$500  be  authorized  to  the  educational  fund  of  the  committee. 
The  members  of  the  Executive  Committee  are  fully  sympa- 
thetic and  cognizant  of  the  importance  of  the  activities  and 
achievements  of  MONTPAC  but  are  reluctant  to  authorize  an 
additional  contribution  of  monies  from  the  general  fund  of 
this  Association  to  MONTPAC  without  the  approval  and 
endorsement  of  members  of  the  House  of  Delegates.  It,  there- 
fore, suggests  that  members  of  this  House  of  Delegates  con- 
sider the  advisability  of  an  appropriation  not  to  exceed  $500 
from  the  general  fund  of  this  Association  to  the  educational 
fund  of  MOKfTPAC. 

The  chairman  of  the  Committee  on  Mental  Hygiene  of  your 
Association,  Bryce  G.  Hughett,  M.D.,  requested  that  the 
Executive  Committee  at  its  meeting  on  July  20  authorize  the 
sponsorship  of  a state-wide  congress  on  mental  health  and 
illness  by  the  Committee  on  Mental  Hygiene  and  by  other 
interested  agencies.  Your  Executive  Committee  voted  to  en- 
courage and  to  authorize  the  Committee  on  Mental  Hygiene 
to  sponsor  such  a congress,  provided  that  no  financial  support 
of  it  is  required  from  the  Association. 

The  members  of  your  Executive  Committee  will  meet  again 
on  Wednesday,  September  11,  and  will  probably  submit  to 
this  House  of  Delegates  a supplemental  report  for  its  con- 
sideration. 

The  Secretary,  Dr.  Vadheim,  then  presented  the 
following  supplemental  report  of  the  Executive 
Committee  which  was  referred  by  President  Fuller 
to  the  Reference  Committee  on  Officers,  Meetings, 
and  Administration  for  study: 

Executive  Committee  supplemental  report 

Your  Executive  Committee  met  on  Wednesday  afternoon, 
September  11,  at  the  Northern  Hotel,  Billings,  to  consider 
several  items  of  business,  which  it  submits  herewith  for  the 
information  and  action  of  this  House  of  Delegates. 

The  Executive  Committee  voted  to  again  refer  to  the  Public 
Relations  Committee  for  study  the  proposal  that  a Montana 
physician  be  selected  each  year  to  receive  the  Community 
Service  Award.  This  award  program  is  sponsored  by  the  A.  H. 
Robins  Company.  A recommendation  that  this  Association 
participate  in  this  program  was  presented  to  the  House  of 
Delegates  by  the  Public  Relations  Committee  at  the  annual 
meeting  in  1961,  but  action  upon  it  was  deferred.  If  the 
Public  Relations  Committee  agrees  that  this  Association  par- 
ticipate in  this  program,  the  Executive  Committee  proposes 
that  it  draft  the  mechanics  of  its  operation  and  establish 
standards  for  the  selection  of  the  recipient  of  the  award. 

The  members  of  the  Cascade  County  Medical  Society  last 
week  voted  to  submit  the  following  resolution  to  the  Execu- 
tive Committee  for  consideration; 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  allow  the  Cascade  County  Medical  Society 
to  be  the  host  society  for  the  87th  Annual  Meeting  in  1965. 

This  resolution  was  submitted  because  it  is  anticipated 
that  the  new  Montana  Deaconess  Hospital  will  be  completed 
in  the  spring  of  1965  and  its  staff  hopes  to  offer  a special 
program  of  some  type  to  the  Association  during  that  year  to 
celebrate  the  completion  of  construction.  The  Executive  Com- 
mittee voted  to  recommend  to  the  House  of  Delegates  that  it 
authorize  the  acceptance  of  this  proposal,  provided  that  it  is 
agreeable  to  the  members  of  the  Gallatin  County  Medical 
Society  which  normally  would  be  host  to  the  87th  Annual 
Meeting  in  1965. 

Again,  the  Executive  Committee  wishes  to  urge  that  every 
Montana  physician  purchase  for  his  personal  library  a copy 
of  the  volume,  “Medicine  in  the  Making  of  Montana.”  While 
sales  of  this  volume  have  been  reasonable,  less  than  one-third 
of  the  physicians  in  Montana  have  purchased  a copy  of  this 
volume  for  themselves.  Costs  of  printing  and  binding  this 
volume,  and  mailing  expenses  to  date,  are  $7,227.52.  Income 
from  the  sale  of  this  volume  is  $5,347.25.  As  of  September  1, 
1963,  the  books  of  account  of  this  Association  Indicate  a 
deficit  of  $1,880.27.  The  volume  is  displayed  in  a booth  in  the 
technical  exhibit  section  of  this  meeting  and  each  physician 
who  has  not  yet  obtained  a copy  of  this  interesting  book  is 
urged  to  visit  this  booth  to  peruse  the  volume  and  to  enter 
his  order  for  one  or  more  copies. 

Mrs.  R.  Wynne  Morris,  President  of  the  Wom- 
an’s Auxiliary  to  the  Montana  Medical  Association, 
presented  an  interesting  and  comprehensive  report 
upon  the  activities  and  accomplishments  of  the 
Auxiliary  during  the  past  12  months.  This  report 
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Supplied:  Bottles  of  50  tablets. 

C MU-9646 

Miltrate 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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was  referred  by  President  Fuller  to  the  Reference 
Committee  on  Affiliated  Organizations  for  study. 

Robert  W.  Thometz,  M.D.,  President  of  Montana 
Physicians’  Service,  then  presented  a comprehen- 
sive and  informative  report  upon  the  income  and 
operating  expenses  of  M.P.S.  and  related  some  of 
its  objectives.  This  report  was  referred  by  Presi- 
dent Fuller  to  the  Reference  Committee  on  Affili- 
ated Organizations  for  study. 

James  R.  Thompson,  M.D.,  chairman  of  the 
Economic  Committee,  then  read  a brief  report 
which  expressed  the  opinion  of  the  committee  upon 
the  addition  of  a new  procedure  in  the  Average 
Fee  Schedule  of  this  Association  and  upon  the 
anticipated  conference  with  representatives  of  the 
Office  for  Dependents’  Medical  Care  to  review  and 
perhaps  renegotiate  the  schedule  of  maximum  al- 
lowances for  medical  and  surgical  services  to  de- 
pendents of  the  armed  forces.  The  report  of  Dr. 
Thompson  was  referred  by  President  Fuller  to  the 
Reference  Committee  on  Legal  Affairs  and  Pro- 
fessional Relations  for  study. 

President  Fuller  then  announced  that  all  of  the 
reports  of  the  various  standing  and  special  com- 
mittees of  this  Association  and  all  of  the  reports 
of  its  representatives  to  other  groups  included  in 
the  file  of  each  delegate  would  be  considered  as 
business  properly  introduced  to  the  House  of  Dele- 
gates for  action  and  that  these  reports  were  there- 
fore referred  to  the  reference  committee  indicated 
in  each  for  study. 

President  Fuller  then  called  for  the  introduc- 
tion of  resolutions  or  new  business  for  the  con- 
sideration of  the  House  of  Delegates,  but  none 
was  presented. 

President  Fuller  then  announced  the  appoint- 
ment of  members  of  the  House  of  Delegates  to 
serve  as  members  of  its  several  reference  com- 
mittees. 

The  first  session  of  the  House  of  Delegates 
recessed  at  lf):00  a.m. 


SECOND  SESSION 
September  13, 1963 

The  second  session  of  the  85th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  the  President, 
Harold  W.  Fuller,  M.D.,  at  3:30  p.m.  in  the  lodge 
room  of  the  Shrine  Building,  Billings. 

Following  the  roll  call,  the  Secretary-Treasurer, 
A.  L.  Vadheim,  M.D.,  announced  that  a quorum 
was  present. 

It  was  regularly  moved,  seconded,  and  carried 
that  the  following  members  of  this  Association 
be  seated  as  delegates  to  represent  the  component 
medical  societies  indicated: 

John  A.  Layne,  M.D. — Cascade  County  Medical 
Society. 

William  F.  Cashmore,  M.D. — Lewis  and  Clark 
Medical  Society. 

Warren  D.  Bowman,  Jr.,  M.D. — Yellowstone 
Valley  Medical  Society. 


The  following  report  was  presented  by  Leonard 
W.  Brewer,  M.D.,  chairman  of  the  Reference  Com- 
mittee on  Officers,  Meetings,  and  Administration: 

Reference  Committee  on  Officers, 

Meetings,  and  Administration 

Your  Reference  Committee  on  Officers,  Meet- 
ings, and  Administration,  the  members  of  which 
were  Mark  B.  Listerud,  M.D.,  Wolf  Point;  F. 
Hughes  Crago,  M.D.,  Great  Falls,  and  Leonard  W. 
Brewer,  M.D.,  Missoula,  respectfully  submits  the 
following  comments  and  recommendations  upon 
the  several  reports  which  were  referred  to  it  for 
study: 

Report  of  the  Delegate  to  the  American  Medical  Asoscia- 

tion:  Your  reference  committee  notes  and  commends  the 
auspicious  program  of  the  new  Department  of  Medicine  and 
Religion  of  the  AMA  at  its  annual  meeting  in  Atlantic  City 
this  year.  Montanans  may  have  especial  pleasure  and  pride 
in  the  new  department  of  the  American  Medical  Association 
since  its  director  is  Reverend  Doctor  Paul  B.  McCleave,  who 
was  a resident  of  Bozeman,  Montana,  for  a number  of  years 
before  moving  to  Chicago  to  join  the  staff  of  the  American 
Medical  Association. 

The  members  of  your  reference  committee  heartily  concur 
with  the  suggestion  of  your  delegate  that  all  Montana  physi- 
cians inform  themselves  by  reading  the  reports  in  the  “Journal 
of  the  AMA,”  the  “AMA  News,”  and  the  “Bulletin”  of 
this  Association  of  the  actions  of  the  House  of  Delegates  of 
the  American  Medical  Association  which  are  taken  on  behalf 
of  the  physicians  and  which  effect  their  daily  lives  and 
practices. 

The  members  of  your  reference  committee  observe  that, 
as  reported  by  your  delegate,  the  administrative  hierarchy  of 
the  AMA  was  overruled  by  its  House  of  Delegates  at  least 
on  two  occasions  during  the  recent  annual  meeting.  In  one 
instance,  the  opinion  of  the  AMA  Board  of  Trustees  that  the 
Council  on  Medical  Education  and  Hospitals  should  appoint 
representatives  of  the  AMA  to  serve  as  members  of  the 
various  certifying  boards  was  supported  by  the  majority  of 
the  reference  committee.  This  opinion  was  overruled  by  the 
House  of  Delegates  and  it  voted  that  a committee  of  the 
Council  on  the  Scientific  Assembly  of  the  appropriate  section 
should  make  the  nomination.  In  another  instance  a report  of 
the  Judicial  Council  about  the  dispensing  of  glasses  by 
opthalmologists  was  rejected  and  the  report  of  the  reference 
committee  directing  a reaffirmation  of  section  7 of  the 
Principles  of  Medical  Ethics  was  accepted.  Section  7 of  the 
Principles  of  Medical  Ethics  states  in  part  that  “drugs,  reme- 
dies, or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  that  it  is  in  the  best  interest  of  the 
patient.”  The  report  of  the  delegate  points  out  further  that 
the  procedure  at  meetings  of  the  American  Medical  Association 
by  which  evidence  is  presented  and  decisions  made  is  the 
one  which  we  copy  at  the  annual  meetings  of  this  Association 
in  the  reference  committee  system.  Reports  and  resolutions 
are  referred  by  the  speaker  without  discussion  to  the  appro- 
priate reference  committee.  Public  hearings  are  held  on  each 
by  the  reference  committee  and  any  member  may  testify 
or  plead  for  or  against  the  proposal.  In  one  instance,  during 
the  recent  meeting  of  the  AMA,  over  400  persons  attended 
a reference  committee  meeting.  After  hearing  all  of  the  testi- 
mony presented  at  the  meetings  of  the  reference  committees 
our  delegate  may  determine  his  own  position  upon  these 
controversial  subjects  and  vote  accordingly.  Since  this  Asso- 
ciation, however,  is  represented  by  only  one  delegate  at 
meetings  of  the  American  Medical  Association  and  since  all 
of  the  reference  committees  of  the  AMA  meet  concurrently, 
it  is  impossible  for  our  delegate  to  be  present  at  all  of  the 
hearings.  Your  delegate,  therefore,  recommends  in  his  report 
that  this  House  of  Delegates  vote  to  specifically  require  that 
each  officer  of  this  Association  attend  all  of  the  meetings 
of  the  AMA  House  of  Delegates  if  he  is  in  any  way  subsidized 
by  this  Association  for  his  attendance  at  the  AMA  meetings. 
The  delegate  further  recommends  that  this  House  of  Delegates 
vote  to  direct  that  each  of  those  attending  the  meetings  of 
the  American  Medical  Association  as  an  official  representative 
of  this  Association  be  assigned  to  attend  the  hearings  of 
certain  reference  committees  so  that  each  may  assist  the 
delegate  to  complete  his  responsibilities.  Your  reference  com- 
mittee fully  concurs  with  both  of  these  recommendations  and 
suggests  that  our  delegate  be  responsible  for  the  assignment 
of  each  of  the  officers  of  this  Association  to  attend  the  hearings 
of  the  various  reference  committees  of  the  AMA. 


38 


Rocky  Mountain  Medical  Journal 


This  portion  of  the  report  was  adopted. 

To  effectively  implement  this  proposal  of  your  reference 
committee  it  wishes  to  endorse  a suggestion  submitted  by  the 
retiring  President  of  this  Association  that  the  President  and 
the  President-elect  be  reimbursed  for  first-class  transportation 
expenses  to  both  the  annual  meeting  and  the  clinical  meeting 
of  the  American  Medical  Association  rather  than  to  only  one 
of  these  meetings  as  is  the  present  policy  of  this  Association. 
It  is  the  understanding  of  your  reference  committee  that  at 
the  present  time  the  delegate  of  this  Association  to  the  AMA 
and  the  Secretary-Treasurer  are  reimbursed  for  their  first- 
class  transportation  expenses  and  hotel  room  charges  to  both 
the  annual  and  clinical  meetings  of  the  AMA.  The  alternate 
delegate  to  the  AMA  is  reimbursed  for  his  first-class  trans- 
portation expenses  to  both  national  meetings  while  the  Presi- 
dent and  the  President-elect  are  reimbursed  only  for  first- 
class  transportation  expenses  to  one  of  the  meetings  each 
year.  The  charges  for  the  attendance  of  these  officers  at  this 
Association,  of  course,  vary  in  accordance  with  the  location 
of  the  AMA  meetings.  In  1961,  the  charges  for  the  officers  at 
meetings  of  the  AMA  were  $2,014.59;  in  1962,  these  charges 
were  $1,521.79.  It  is  estimated  by  the  members  of  your  refer- 
ence committee  that  the  additional  charges  to  reimburse  the 
President  and  the  President-elect  for  their  travel  expenses  to 
both  meetings  of  the  AMA  will  not  exceed  $700  annually. 
Your  reference  committee  believes  that  the  value  of  addi- 
tional representation  at  the  two  meetings  of  the  AMA  each 
year  and  the  additional  experience  and  knowledge  that  will 
be  gained  by  the  two  highest  officers  of  this  Association  will 
more  than  justify  this  additional  expenditure.  Your  reference 
committee  suggests  that  this  House  of  Delegates  approve  this 
recommendation  and  authorize  the  necessary  additional  ex- 
penditure. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Secretary-Treasurer:  The  report  of  the  Sec- 
retary-Treasurer of  your  Association  indicates  that  as  of 
September  1 the  income  and  expenditures  for  the  current 
year  are  within  the  budgetary  limits  and  that  there  has  been 
an  Increase  of  ten  active  members  of  the  Association. 

The  forceful  quotation  from  an  address  of  Edward  R. 
Annis,  M.D.,  President  of  the  American  Medical  Association, 
which  the  Secretary-Treasurer  includes  in  his  report,  is  sig- 
nificant. Dr.  Annis  states,  “Destiny  lies  with  us  if  we  but 
assert  the  statesmanship  and  leadership  which  are  so  necessary 
to  achieve  these  ultimate  goals  of  our  desires  in  the  AMA. 
But  the  role  of  leadership  carries  great  responsibilities,  and 
responsibilities  must  begin  at  home.”  This  comment  lends 
emphasis  to  the  recommendation  of  the  Secretary-Treasurer 
that  all  physicians  become  politically  active.  Our  political 
parties,  AMPAC,  and  MONTPAC  provide  the  necessary  means 
for  participation  in  political  activities.  In  cooperation  with 
our  legislative  committees,  “Operation  Hometown,”  and  the 
several  portfolios  of  pertinent  Information  and  techniques 
included  in  this  campaign  material  will  sharpen  and  increase 
our  effectiveness  as  a group.  Your  reference  committee  ap- 
proves of  the  comments  of  the  Secretary-Treasurer  and 
emphasizes  the  importance  of  exerting  strong  efforts  during 
this  off-election  year.  Thus,  your  profession  may  approach 
the  election  year  with  good  candidates  for  office,  sufficient 
acquaintance  with  the  organization  of  the  political  parties  of 
choice,  and  sufficient  resources  to  insure  the  election  of  quali- 
fied candidates  who  are  sympathetic  to  our  causes. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Executive  Committee:  Your  reference  com- 
mittee concurs  with  the  recommendation  of  the  Executive 
Committee  that  the  1964  interim  session  of  this  Association 
be  held  in  Helena  on  April  3-4,  and  suggests  that  this  House 
of  Delegates  vote  to  confirm  this  action  of  the  Executive 
Committee. 

This  portion  of  the  report  was  adopted. 

Your  reference  committee  observes  that  the  Executive 
Committee  proposes  in  the  near  future  to  renegotiate  the  agree- 
ment of  this  Association  with  the  Office  for  Dependents’ 
Medical  Care  to  provide  medical  and  surgical  services  to 
dependents  of  the  armed  forces.  It  concurs  with  the  recom- 
mendation of  the  Executive  Committee  that  the  current 
Average  Fee  Schedule  of  this  Association  be  the  basis  of  any 
renegotiation  with  the  Office  for  Dependents’  Medical  Care 
and  that  if  possible  all  fees  in  the  Medicare  schedule  be  at 
least  equal  to  those  in  the  Average  Fee  Schedule.  Your  refer- 
ence committee,  therefore,  recommends  that  this  House  of 
Delegates  authorize  the  renegotiation  of  the  Medicare  con- 
tract by  appropriate  representatives  of  this  Association  and 
the  amendment  of  the  agreement  as  necessary.  Your  reference 
committee  urges  that  interested  members  of  this  Association 
and  of  medical  specialty  groups  submit  their  suggestions  for 


the  revision  of  the  Medicare  schedule  of  maximum  allowances 
to  the  office  of  the  Executive  Secretary  as  promptly  as  pos- 
sible. 

This  portion  of  the  report  was  adopted. 

Your  reference  committee  observes  with  interest  that  total 
sales  of  the  volume,  “Medicine  in  the  Making  of  Montana,” 
have  exceeded  $5,300  and  that  the  current  deficit  for  publica- 
tion of  this  volume  has  been  reduced  to  approximately  $1,800. 
Your  reference  committee  urges  each  Montana  physician  to 
actively  promote  interest  and  sale  of  this  volume. 

This  portion  of  the  report  was  adopted. 

The  Executive  Committee  in  its  report  announced  plans 
to  cooperate  with  the  Montana  Bar  Association  to  present 
a Medical-Legal  Institute  on  a mutually  agreeable  date  in 
December,  1963,  or  January,  1964.  Your  reference  committee 
suggests  the  approval  of  these  plans  by  this  House  of  Dele- 
gates. 

This  portion  of  the  report  was  adopted. 

In  its  report  the  Executive  Committee  recommended  that 
this  House  of  Delegates  consider  the  advisability  of  an  ap- 
propriation not  to  exceed  $500  from  the  general  fund  of  this 
Association  to  the  educational  fund  of  the  Montana  Medical 
Political  Action  Committee.  Your  reference  committee  believes 
that  it  is  important  that  this  Association  supports  for  reasons 
already  reviewed  the  educational  aspects  of  MONTPAC  and 
wishes  to  remind  members  of  this  House  of  Delegates  that 
such  financial  support  by  your  Association  should  in  no  way 
be  construed  to  discourage  or  supplant  individual  service  and 
financial  support  which  each  member  of  this  Association  will 
be  called  upon  to  render  to  this  agency.  Your  reference  com- 
mittee, therefore,  recommends  that  this  House  of  Delegates 
authorize  an  appropriation  of  $500  from  the  general  fund  of 
this  Association  to  the  educational  fund  of  MONTPAC. 

This  portion  of  the  report  was  adopted. 

In  its  supplemental  report  to  this  House  of  Delegates  the 
Executive  Committee  commented  upon  a proposal  of  the 
members  of  the  Cascade  County  Medical  Society  that  the  87th 
Annual  Meeting  of  this  Association  in  1965  convene  in  Great 
Falls  rather  than  in  Bozeman.  Your  reference  committee 
recommends  that  this  House  of  Delegates  authorize  the  Execu- 
tive Committee  to  accept  this  proposal  of  the  Cascade  County 
Medical  Society,  provided  it  is  agreeable  to  the  members  of 
the  Gallatin  County  Medical  Society. 

This  portion  of  the  report  was  adopted.  Dr. 
Brewer  then  moved  that  the  report  of  the  Refer- 
ence Committee  on  Officers,  Meetings,  and  Ad- 
ministration, as  a whole,  be  adopted.  This  motion 
was  seconded  and  carried. 

The  following  report  was  presented  by  Merle 
D.  Fitz,  M.D.,  on  behalf  of  B.  C.  Farrand,  M.D., 
chairman  of  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations: 

Reference  Committee  on  Legislation 
and  Public  Relations 

Your  Reference  Committee  on  Legislation  and 
Public  Relations  has  reviewed  carefully  the  four 
reports  referred  to  it  for  study  and  submits  the 
following  comments  and  recommendation  upon 
these  reports: 

Report  of  the  Public  Relations  Committee:  The  Public 
Relations  Committee  in  its  report  commented  upon  the  pro- 
gram of  the  recently  organized  Department  of  Medicine  and 
Religion  of  the  American  Medical  Association  and  expressed 
the  opinion  that  there  is  a great  value  in  fostering  an  in- 
creased cooperation  between  members  of  the  medical  pro- 
fession and  the  clergy.  A pilot  program  has  been  conducted 
in  three  Montana  communities  and  in  a number  of  other 
communities  throughout  the  United  States.  As  a result,  the 
Department  of  Medicine  and  Religion  has  formulated  a guide 
which  will  be  distributed  to  all  component  medical  societies 
about  methods  to  increase  cooperation  between  members  of 
the  clergy  and  the  medical  profession.  Your  reference  com- 
mittee recommends  that  this  program  be  supported  in  each 
of  the  component  medical  societies  of  this  Association. 

This  portion  of  the  report  was  adopted. 

It  was  also  proposed  that  a brochure  containing  informa- 
tion about  medical  practice  be  developed  by  the  Public  Rela- 
tions Committee.  This  informative  brochure  may  include  a 
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copy  of  the  Average  Fee  Schedule,  the  Medicare  schedule  of 
maximum  allowances,  information  and  instructions  about 
authorized  care  to  injured  industrial  workers  whose  care  may 
be  the  responsibility  of  the  Industrial  Accident  Board  or  of 
another  governmental  agency,  a copy  of  the  by-laws  of  this 
Association,  the  Principles  of  Ethics,  etc.  Your  reference  com- 
mittee heartily  endorses  this  proposal  and  recommends  that 
such  a packet  be  developed  for  presentation  to  physicians  at 
the  time  they  appear  before  the  State  Board  of  Medical  Exam- 
iners for  licensure. 

Your  reference  committee  also  wishes  to  extend  its  hearty 
congratulations  to  Paul  R.  Crellin,  M.D.,  chairman  of  the 
Public  Relations  Committee,  and  to  the  members  of  this 
committee  for  their  most  informative  report. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Mediation  Committee:  Your  reference  com- 
mittee first  wishes  to  commend  Edwin  C.  Segard,  M.D., 
chairman  of  the  Mediation  Committee,  for  his  fine  report. 
Dr.  Segard  in  his  report  submitted  recommendations  upon  the 
type  of  records  which  should  be  retained  by  the  chairman 
of  the  Mediation  Committee  and  upon  the  disposition  of  other 
records  which  may  not  be  of  future  value.  Your  reference 
committee  concurs  with  these  recommendations  and  is  of  the 
opinion  that  the  record  of  any  particular  case  presented  to 
the  Mediation  Committee  which  may  at  a future  time  result 
in  litigation  or  the  record  of  any  case  in  which  moral  turpitude 
is  concerned  should  not  be  destroyed  but  placed  in  a locked 
file  in  the  office  of  the  Executive  Secretary.  Thus  the  records 
of  such  serious  instances  will  always  be  available  to  the 
chairman  of  the  Mediation  Committee  when,  as,  and  if  nec- 
essary. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Legislative  Liaison  Representative:  Your 
reference  committee  reviewed  with  interest  the  report  of  the 
Legislative  Liaison  Representative  of  this  Association  to  the 
Council  on  Legislative  Activities  of  the  American  Medical 
Association  and  wishes  to  commend  Dr.  Layne  for  his  in- 
formative report.  Your  reference  committee  has  noted  that 
testimony  in  opposition  to  the  King  Bill,  IJR  3920,  has  been 
prepared  by  Dr.  Layne  for  presentation  to  the  Committee 
on  Ways  and  Means  of  the  U.  S.  House  of  Representatives 
when,  as,  and  if  hearings  are  scheduled  upon  this  legislative 
proposal.  Your  reference  committee  wishes  to  recommend  that 
this  proposed  testimony  be  presented  in  full  to  the  members 
of  this  House  of  Delegates.  Inasmuch  as  the  report  of  the 
Legislative  Liaison  Representative  is  primarily  informative 
and  contains  no  specific  recommendation,  your  reference 
committee  is  of  the  opinion  that  no  action  upon  it  is  necessary. 

This  portion  of  the  report  was  adopted. 

John  A.  Layne,  M.D.,  then  read  in  full  for  the 
information  of  the  House  of  Delegates  the  testi- 
mony which  will  be  presented  on  behalf  of  this 
Association  to  the  Committee  on  Ways  and  Means 
of  the  U.  S.  House  of  Representatives  when,  as, 
and  if  hearings  are  scheduled  upon  the  King  Bill, 
HR  3920.  Following  the  presentation  of  this  pro- 
posed testimony,  members  of  the  House  of  Dele- 
gates expressed  their  approval  of  it  by  their  ap- 
plause. ' 

Report  of  the  Committee  to  Investigate  Medieal  Schooi 
Expansion:  Leonard  W.  Brewer,  M.D.,  chairman,  and  the 
other  members  of  this  committee  presented,  your  reference 
committee  believes,  an  excellent  and  informative  report  upon 
medical  education  in  the  West  and  upon  the  feasibility  study 
which  is  currently  being  conducted  by  the  Western  Interstate 
Commission  for  Higher  Education.  Your  reference  committee 
urges  that  all  Montana  physicians,  as  recommended  in  the 
report  of  the  committee,  continue  to  cooperate  with  those 
who  are  conducting  the  feasibility  study  and  the  Commission. 
In  addition,  your  reference  committee  urges  all  members  of 
this  House  of  Delegates  to  plan  to  be  present  at  the  scientific 
session  on  September  14  when  James  M.  Faulkner,  M.D.,  will 
report  upon  medical  education  in  the  West. 

This  portion  of  the  report  was  adopted.  Dr. 
Fitz  then  moved  that  the  report  of  the  Reference 
Committee  on  Legislation  and  Public  Relations,  as 
a whole,  be  adopted.  This  motion  was  seconded 
and  carried. 

The  following  report  was  presented  by  Edwin 


C.  Segard,  M.D.,  chairman  of  the  Reference  Com- 
mittee on  Legal  Affairs  and  Professional  Relations: 

Reference  Committee  on  Legal  Affairs 
and  Professional  Relations 

Your  reference  committee  carefully  reviewed 
and  considered  the  several  reports  which  were 
referred  to  it  for  study.  It  submits  the  following 
comments  and  recommendations  upon  these  re- 
ports: 

Report  of  the  Legal  Affairs  Committee;  The  Legal  Affairs 
Committee  of  this  Association  reports  an  apparent  decrease 
in  the  number  of  professional  liability  suits  which  are  threat- 
ened or  filed  against  members  of  this  Association.  Presently 
the  Legal  Affairs  Committee  is  concerned  with  only  two,  or 
perhaps  three,  such  suits.  Since  the  report  of  the  Legal  Affairs 
Committee  is  primarily  informative  and  contains  no  specific 
recommendation,  your  reference  committee  is  of  the  opinion 
that  no  action  upon  it  is  necessary. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Subcommittee  on  Coroner’s  and  Medical 
Examiner’s  Laws:  The  members  of  this  subcommittee  report 
that  they  have  conferred  with  the  members  of  the  executive 
committee  of  the  Montana  Coroners  Association  upon  pro- 
posals of  this  Association  for  the  revision  of  the  laws  per- 
taining to  coroners  in  Montana.  The  subcommittee  proposes 
that  this  House  of  Delegates  approve  the  following  recom- 
mendations which  were  endorsed  by  the  members  of  this 
subcommittee  and  the  members  of  the  executive  committee  of 
the  Montana  Coroners  Association: 

1.  That  the  principle  of  the  “coroner”  system  in  Montana 
be  retained  as  opposed  to  a “medical  examiner”  system. 

2.  That  the  coroner’s  position  should  become  established 
by  provisions  commensurate  with  the  responsibility  thereof 
and  as  such  the  coroner  should  be  an  elected  official  having 
no  other  law  enforcement  position. 

3.  That  a manual  or  handbook  be  prepared  to  provide  in- 
formation for  all  coroners  pertaining  to  their  duties,  responsi- 
bilities, and  resources  relative  to  their  relationship  with  other 
law  enforcement  officers  and  the  public,  and  that  this  manual 
or  handbook  also  provide  information  regarding  investigative 
facilities  available  to  them  at  a loeal,  state,  or  federal  level. 

4.  That  the  manual  or  handbook  should  be  prepared  by 
the  Attorney  General’s  office. 

5.  That  the  expenses,  fees,  salaries,  etc.,  relative  to  the 
coroner’s  function  be  completely  revised  in  order  that  suffi- 
cient financial  resources  become  available  to  insure  adequate 
investigation  by  qualified  persons. 

Your  referenee  committee  is  in  accord  with  these  proposals 
and  recommendations  of  the  subcommittee  and  suggests  their 
approval  by  this  House  of  Delegates. 

It  was  moved  by  Dr.  Segard  and  seconded 
that  this  portion  of  the  report  of  the  reference 
committee  be  adopted.  During  the  discussion  of 
this  motion  the  merits  of  the  coroner  system  versus 
the  medical  examiner  system,  and  numerous  com- 
ments by  delegates  about  the  investigation  of 
deaths  from  unknown  causes  were  considered.  It 
was  pointed  out  that  the  vast  area  of  Montana 
and  its  sparse  population  seemed  to  preclude  a 
medical  examiner  system  but  that  with  proper 
legislation  and  cooperation  of  physicians  the  cor- 
oner system  as  recommended  by  the  subcommittee 
may  become  effective.  The  motion  to  adopt  this 
portion  of  the  report  of  the  reference  committee 
was  then  voted  upon  and  carried. 

The  subcommittee  also  proposes  that  suitable  legislation 
be  drafted  with  the  assistance  of  legal  counsel  for  presentation 
at  the  next  session  of  the  Montana  Legislative  Assembly  to 
amend  the  statutes  relating  to  the  responsibilities  and  duties 
of  coroners.  Your  reference  committee  concurs  with  this  pro- 
posal and  recommends  that  the  Subcommittee  on  Coroner’s 
and  Medical  Examiner’s  Laws  be  authorized  to  utilize  the 
services  of  the  legal  counsel  of  this  Association  for  purposes 
of  drafting  this  proposed  legislation. 
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This  portion  of  the  report  was  adopted. 

Report  of  the  Interprofessional  Relations  Committee:  The 
chairman  of  this  committee,  in  his  report,  indicates  that  he 
has  conferred  with  officers  of  the  Montana  Nurses’  Association 
and  that  the  committee  has  endeavored  to  maintain  a close 
liaison  with  this  group.  Your  reference  committee  deems  it 
important  to  continue  liaison  with  the  members  of  the  Mon- 
tana Nurses’  Association  and  urges  that  this  committee  en- 
deavor to  improve  its  liaison  with  this  group  and  to  establish 
close  cooperative  relations  with  not  only  nurses  in  Montana 
but  also  with  the  other  allied  professions. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Committee  on  Hospital  Relations:  The  mem- 
bers of  the  Committee  on  Hospital  Relations  met  in  Helena 
during  Mareh,  1963,  and  propose  that  a third  conference  on 
hospital  relations  be  sponsored  by  this  Association  preceding 
its  1964  interim  session  which  is  scheduled  to  convene  in 
Helena  on  April  3-4.  The  chairman  of  the  committee  has 
undertaken  negotiations  with  the  chairman  of  the  Program 
Committee  of  this  Association  and  the  appropriate  committee 
of  the  Montana  Hospital  Association  to  develop  an  interesting 
program  for  such  a conference.  Your  reference  committee 
deems  it  important  that  another  conference  on  hospital  rela- 
tions be  sponsored  by  the  Montana  Medical  Association  and 
urges  that  all  members  of  the  medical  profession  plan  to  be 
present  at  the  proposed  conference. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Committee  on  Necrology  and  History  of 
Medicine:  This  committee  reports  the  death  of  the  following 
Montana  physicians  since  the  last  annual  meeting  of  this 
House  of  Delegates  in  Missoula: 

Lyall  Sturgeon  Crary,  M.D.,  Choteau,  May  30,  1963 
Ambrose  Louis  Hammerel,  M.D.,  Billings,  August  16,  1963 
Harry  James  Huene,  M.D.,  Phoenix,  Arizona,  June  12,  1963 
Raymond  W.  Jensen,  M.D.,  Culbertson,  December  9,  1962 
Patrick  E.  Kane,  M.D.,  Butte,  April  13,  1963 
Thaddeus  Leon  Lockridge,  M.D.,  Whitefish,  August  1,  1963 
Alfred  Martin  Lueck,  M.D.,  Livingston,  March  22,  1963 
Duncan  Stuart  MacKenzie,  M.D.,  Havre,  November  17,  1962 
Eugene  Francis  Noonan,  M.D.,  Wibaux,  April  13,  1963 
Ray  R.  Randall,  M.D.,  Miles  City,  January  13,  1963 
Benjamin  Brooks  Sandy,  M.D.,  Ekalaka,  August  10,  1963 
Arlo  Grant  Skjelset,  M.D.,  Great  Falls,  April  25,  1963 
Samuel  Werner,  M.D,,  Billings,  December  29,  1962 
Montana  physicians  mourn  the  death  of  these  colleagues 
and  extend  their  condolences  to  their  families.  Your  reference 
committee  suggests  that  members  of  this  House  of  Delegates 
rise  and  pause  in  silence  in  memory  of  these  physicians. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Liaison  Committee  to  the  Montana  Osteopathic 
Association:  On  June  9,  1963,  members  of  this  committee  met 
with  members  of  the  Montana  Osteopathic  Association.  At 
that  time  they  were  informed  that  members  of  the  Montana 
Osteopathic  Association  solicit  the  support  of  the  Montana 
Medical  Association  to  amend  the  osteopathic  practice  act 
so  that  osteopaths  may  be  allowed  the  use  of  drugs  by 
prescription.  Your  reference  committee  suggests  that  the 
liaison  committee  of  this  Association  continue  to  meet  with 
members  of  the  Montana  Osteopathic  Association  when 
indicated  and  that  when,  as,  and  if  any  specific  recommenda- 
tions are  proposed  for  the  revision  of  the  osteopathic  act  in 
Montana  they  be  submitted  to  this  House  of  Delegates  for 
consideration. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Economic  Committee:  The  Economic  Com- 
mittee, in  its  report,  indicates  that  it  has  considered  a sugges- 
tion that  another  procedure,  “Gastric  Freezing,”  and  a fee 
for  this  procedure  be  included  in  the  Average  Fee  Schedule 
of  this  Association.  Because  this  procedure  is  relatively  new 
and  at  this  time  is  experimental,  the  Economic  Committee 
has  suggested  that  it  be  not  included  in  the  Average  Fee 
Schedule.  Your  reference  committee  concurs  with  this  recom- 
mendation. 

This  portion  of  the  report  was  adopted. 

The  Economic  Committee  in  its  report  commented  briefly 
upon  the  proposal  of  the  Executive  Committee  to  meet  with 
representatives  of  the  Office  for  Dependents’  Medical  Care 
to  renegotiate  the  Medicare  agreement.  The  members  of  the 
Economic  Committee  concur  with  this  proposal  to  renegotiate 
the  Medicare  fee  schedule  and  recommend  that  representa- 
tives of  this  Association  who  are  appointed  by  the  President 
to  renegotiate  this  agreement  utilize  the  Average  Fee  Schedule 
as  the  basis  of  their  renegotiations.  The  Economic  Committee 
recommends  and  your  reference  committee  concurs  that  during 
these  negotiations  with  representatives  of  the  government 
Insofar  as  possible  no  fee  which  is  lower  than  the  fee  recorded 
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in  the  Average  Fee  Schedule  shall  be  agreed  upon  for  medical 
and  surgical  services  to  dependents  of  the  armed  forces. 

This  portion  of  the  report  was  adopted.  Dr. 
Segard  then  moved  that  the  report  of  the  Refer- 
ence Committee  on  Legal  Affairs  and  Professional 
Relations,  as  a whole,  be  adopted.  This  motion  was 
seconded  and  carried. 

The  following  report  was  presented  by  Oscar 
A.  Swenson,  M.D.,  chairman  of  the  Reference  Com- 
mittee on  Resolutions  and  New  Business: 

Reference  Committee  on  Resolutions 
and  New  Business 

The  following  resolution  introduced  by  M.  E.  K.  Johnson, 
M.D.,  Kalispell,  to  encourage  an  educational  program  upon 
the  effect  of  tobacco  was  considered  carefully  by  your  refer- 
ence committee: 

WHEREAS,  The  medical  profession  should  be  a leader  in 
public  and  personal  health;  and 

WHEREAS,  Smoking  has  more  and  more  been  shown  to 
be  causally  related  to  a number  of  disabling  diseases;  and 

WHEREAS,  The  habit  of  smoking  can  be  prevented  in 
large  part  by  prophylactic  prior  education  of  school  children; 
and 

WHEREAS,  Many  unnecessary  deaths  can  thereby  be  pre- 
vented; therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  go  on  record  as  encouraging  the  institu- 
tion, initiation,  and  expansion  of  existing  educational  pro- 
grams in  all  the  grade  and  high  schools  in  Montana  fbr  the 
purpose  of  teaching  their  students  the  effects  and  end  results 
of  smoking. 

It  is  perhaps  appropriate  to  note  the  fortuitous  appoint- 
ment of  the  members  of  your  reference  committee,  all  of 
whom  are  fully  convinced  of  the  ill  effects  of  smoking  and 
all  of  whom  have  strong  personal  convictions  against  smoicing. 
The  possible  political  and  economic  aspects  of  any  positive 


action  upon  the  effects  of  this  issue  were  duly  considered  by 
the  members  of  this  reference  committee.  They  were  informed 
that  the  House  of  Delegates  of  the  American  Medical  Associa- 
tion at  its  recent  annual  meeting  specifically  deferred  such 
a decision.  They  also  reviewed  and  considered  carefully  a 
recommendation  received  from  the  President  of  the  Montana 
Heart  Association  supporting  the  adoption  of  this  particular 
resolution.  It  was  the  opinion  of  the  members  of  the  reference 
committee  that  to  attack  the  problem  of  smoking  by  firmly 
habituated  adults  may  provoke  antagonism  and  accomplish 
little.  It  seems  quite  logical  and  worthwhile,  however,  to 
support  an  educational  program  for  our  school  age  children 
about  the  potential  ill  effects  of  smoking.  Your  reference 
committee,  therefore,  recommends  that  this  House  of  Delegates 
adopt  this  resolution. 

This  portion  of  the  report  was  adopted. 

Your  reference  committee  reviewed  with  interest  the  reso- 
lution introduced  by  Warren  D.  Bowman,  Jr.,  M.D.,  opposing 
the  enactment  of  several  legislative  measures  currently  before 
Congress  to  limit  the  use  of  laboratory  animals  for  research. 
Your  reference  committee  believes  the  author  of  this  resolu- 
tion is  to  be  complimented  on  his  vigilance  and  for  informing 
the  medical  profession  of  Montana  of  the  legislation  through 
the  introduction  of  this  resolution.  Without  such  alertness 
damaging  legislative  proposals  may  easily  be  enacted  into 
law  without  due  and  proper  consideration.  Your  reference 
committee  recommends  the  adoption  of  the  following  resolu- 
tion by  this  House  of  Delegates: 

BE  IT  RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  at  its  85th  Annual  Meeting  in 
Billings,  September  12-14,  1963,  disapproved  the  Randall, 

Ashley,  and  Clark-Neuberger-Young  Bills,  all  proposals  aimed 
not  at  the  perfection  of  animal  research  but  rather  at  the 
encumbrance  of  such  research;  and  be  it 

RESOLVED  further.  That  the  Randall,  the  Fogarty,  and 
the  Roberts  Bills  be  disapproved  for  emphasizing  legislative 
restrictions;  and  be  it 

RESOLVED  further.  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  urge  Congress  to  act  positively 
to  advance  humane  animal  studies  and,  therefore,  to  advance 
the  public  interest  through  progress  of  biology,  medicine, 
agriculture,  and  wild  life  conservation. 
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This  portion  of  the  report  was  adopted. 

A resolution  about  air  pollution  as  a community  health 
problem  was  referred  to  this  committee  for  consideration 
following  its  first  session.  Even  though  relatively  few  com- 
munities in  our  ‘‘Big  Sky”  country  encounter  this  problem, 
it  is  the  belief  of  your  reference  committee  that  the  attitude 
of  the  medical  profession  should  be  wholly  positive  and 
helpful  to  those  unfortunate  few.  Your  reference  committee, 
therefore,  recommends  the  adoption  of  the  following  reso- 
lution : 

BE  IT  RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  at  its  85th  Annual  Meeting  in 
Billings,  September  12-14,  1963,  assures  its  fullest  cooperation 
to  industry  and  to  Montana  citizens  seeking  control  of  and 
solution  to  the  problem  of  air  pollution. 

This  portion  of  the  report  was  adopted. 

Dr.  Swenson  then  moved  that  the  report  of  the 
Reference  Committee  on  Resolutions  and  New 
Business,  as  a whole,  be  adopted.  This  motion  was 
seconded  and  carried. 

The  following  report  was  presented  by  A.  M. 
Fulton,  M.D.,  chairman  of  the  Reference  Commit- 
tee on  Affiliated  Organizations; 

Reference  Committee  on 
Affiliated  Organizations 

The  Reference  Committee  on  Affiliated  Organizations, 
which  also  served  as  the  Reference  Committee  on  Health  and 
Well-Being,  met  on  Thursday  evening  to  study  and  review 
the  reports  referred  to  both  of  these  reference  committees. 
The  Secretary-Treasurer  of  this  Association,  A.  L.  Vadheim, 
M.D.,  met  with  the  members  of  this  reference  committee  who 
were  Edward  L.  King,  M.D..  John  A.  Evert,  M.D.,  and  A.  M. 
Fulton,  M.D. 

Report  of  the  Health  Task  Group:  The  report  of  the  Health 
Task  Group  of  the  Montana  Emergency  Resource  Committee 
indicated  that  this  group  had  met  during  January,  1963,  but 


that  no  plan  of  action  during  emergency  or  disaster  was  sub- 
mitted for  the  consideration  of  the  group  at  its  January 
meeting.  Your  reference  committee  notes  that  the  purpose 
of  the  Health  Task  Group  is  to  plan  for  the  emergency 
management  of  all  health  resources  and  to  urge  that  the 
component  medical  societies  of  the  Montana  Medical  Associa- 
tion continue  their  own  efforts  towards  the  effective  func- 
tioning of  their  disaster  committees.  Your  reference  committee 
urges  repeated  testing  of  these  plans  for  disaster  at  frequent 
intervals  in  all  communities. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Chairman  for  Montana  of  the  American 
Medical  Association  Education  and  Research  Foundation:  Your 
reference  committee  notes  that  the  report  of  the  chairman 
for  Montana,  C.  W.  Lawson,  M.D.,  urges  Montana  physicians 
to  contribute  to  the  AMA  Education  and  Research  Founda- 
tion. Your  reference  committee  wishes  to  remind  physicians 
that  every  tax  dollar  given  to  a medical  school  through  a 
federal  grant-in-aid  makes  that  school  more  dependent  upon 
the  federal  government.  The  grants  will  be  made  by  the 
government  at  its  discretion.  Your  reference  committee  urges 
contributions  to  the  AMA-ERF  because  support  of  medical 
schools  by  this  foundation  is  without  controls  such  as  are 
generally  imposed  by  the  federal  government. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Managing  Editor  of  the  Rocky  Mountain 
Medical  Journal:  Your  reference  committee  notes  with  regret 
the  fact  of  decreasing  advertising  income  to  the  Journal  be- 
cause of  the  confusing  federal  controls  over  the  drug  industry. 
The  Journal  is,  however,  to  be  heartily  commended  for  main- 
taining its  subscription  rate  without  increase  during  the 
past  37  years.  Your  reference  committee,  after  observing  that 
only  four  original  articles  by  Montana  physicians  were  pub- 
lished in  the  Journal  during  the  past  12  months,  urges  greater 
participation  and  interest  by  the  members  of  this  Association. 

This  portion  of  the  report  was  adopted. 

Report  of  the  President  of  the  State  Board  of  Medical 
Examiners:  Your  reference  committee  reviewed  carefully  the 
report  of  the  President  of  the  State  Board  of  Medical  Exam- 
iners and  notes  with  interest  the  increasing  number  of  Cana- 
dian physicians  licensed  to  practice  medicine  in  Montana, 


Your  reference  committee  wishes  to  take  this  opportunity  to 
welcome  these  Canadian  physicians  to  Montana  on  behalf  of 
the  Montana  Medical  Association.  Your  reference  committee 
also  notes  the  plan  of  the  State  Board  of  Medical  Examiners 
to  provide  a continuing  procedure  for  temporary  licensure 
by  reciprocity  and  on  behalf  of  Montana  physicians  wishes 
to  express  its  sincere  appreciation  to  the  President  of  the 
State  Board  of  Medical  Examiners  for  the  adoption  of  this 
policy.  Inasmuch  as  this  report  is  primarily  informative  and 
contains  no  recommendation,  your  reference  committee  is  of 
the  opinion  that  no  action  upon  it  is  necessary. 

This  portion  of  the  report  was  adopted. 

Report  of  the  President  of  the  Woman’s  Auxiliary  to  the 
Montana  Medical  Association:  The  report  of  Mrs.  K.  Wynne 
Morris,  President  of  the  Woman’s  Auxiliary  to  this  Associa- 
tion, outlined  in  detail  the  many  activities  and  accomplish- 
ments of  this  organization  during  the  past  12  months.  Your 
reference  committee  observes  with  great  satisfaction  the  in- 
creasing interest  of  members  of  the  Woman’s  Auxiliary  in 
politics  and  their  dedication  to  the  causes  of  the  medical 
profession.  Your  reference  committee  commends  the  auxiliary 
for  its  increased  efforts  and  expresses  on  behalf  of  Montana 
physicians  their  gratitude  to  the  auxiliary  for  its  promotion 
of  increased  contributions  to  the  AMA  Education  and  Re- 
search Foundation.  Your  reference  committee  wishes  to  take 
this  opportunity  to  commend  highly  the  outgoing  President, 
Mrs.  R.  Wynne  Morris,  for  her  zealous  leadership  during  the 
past  year. 

This  portion  of  the  report  was  adopted. 

Report  of  the  President  of  Montana  Physicians’  Service: 
Your  reference  committee  carefully  studied  the  report  of  the 
President  of  Montana  Physicians’  Service,  Robert  W.  Thometz, 

M. D.,  and  is  gratified  to  learn  of  the  substantial  growth  of  the 
unit  stabilization  fund.  Two  salient  facts  in  this  report 
impress  your  reference  committee.  First,  there  is  a minority 
of  physician  members  of  M.P.S.  who  persist  in  the  unfair 
utilization  of  certain  procedures  and.  second,  the  hospital 
admission  rate  of  beneficiary  members  of  the  Montana  Physi- 
cians’ Service  continues  extremely  high,  almost  double  the 
national  average.  Your  reference  committee  also  notes  that 
the  contingency  reserve  fund  does  not  yet  total  the  amount 
recommended  previously.  For  this  reason,  your  reference 
committee  recommends  to  the  administrative  body  of  Montana 
Physicians’  Service  that  the  balance  of  the  contingency  re- 
serve fund  be  further  increased  before  any  increased  pay- 
ments to  professional  members  are  authorized  or  fees  are 
paid  to  surgical  assistants. 

This  portion  of  the  report  was  adopted. 

In  order  that  proper  consideration  of  the  activities  and 
problems  of  Montana  Physicians’  Service  may  be  undertaken 
by  the  members  of  this  House  of  Delegates  at  its  semi-annual 
meetings,  your  reference  committee  recommends  that  here- 
after the  President  of  M.P.S.  prepare  and  submit  his  report 
in  advance  of  the  scheduled  meetings  of  this  Association.  It 
is  the  opinion  of  the  members  of  your  reference  committee 
that  interest  and  concern  of  all  Montana  physicians  towards 
the  activities  of  Montana  Physicians’  Service  will  be  greatly 
enhanced  if  the  report  of  its  President  to  this  House  of  Dele- 
gates at  each  session  may  be  distributed  to  component  medical 
societies  30  days  in  advance  of  each  session  as  all  reports  of 
committees  of  this  Association  are  distributed. 

This  portion  of  the  report  was  adopted. 

Your  reference  committee  wishes  to  take  this  opportunity 
to  commend  Robert  W.  Thometz,  M.D.,  and  Leonard  W. 
Brewer,  M.D.,  for  their  unheralded  activities  and  dedicated 
efforts  on  behalf  of  the  professional  members  of  M.P.S.  during 
the  past  year. 

This  portion  of  the  report  was  adopted.  Dr. 
Fulton  then  moved  that  the  report  of  the  Reference 
Committee  on  Affiliated  Organizations,  as  a whole, 
be  adopted.  This  motion  was  seconded  and  carried. 
The  following  report  was  presented  by  Allen 

N.  Wiseley,  M.D.,  chairman  of  the  Reference 
Committee  on  Scientific  Work: 

Reference  Committee  on  Scientific  Work 

Your  Reference  Committee  on  Scientific  Work  reviewed 
the  reports  of  the  several  standing  committees  of  this  Associa- 
tion which  were  referred  to  it  for  study.  It  submits  the 
following  comments  and  recommendations: 

Report  of  the  Cancer  Committee:  The  Cancer  Committee 
submitted  an  informal  report  in  which  it  announced  that 
Mr.  E.  O.  Rowland  had  been  appointed  executive  director 
of  the  Montana  Division  of  the  American  Cancer  Society 


to  succeed  Mrs.  Velma  Stevens.  Inasmuch  as  the  report  of  the 
Cancer  Committee  is  primarily  informative  and  contains  no 
recommendation,  your  reference  committee  is  of  the  opinion 
that  no  action  upon  it  is  necessary. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Subcommittee  on  Obstetrics:  The  Subcommit- 
tee on  Obstetrics  commented  in  its  report  that  during  1962 
there  were  ten  deaths  associated  with  pregnancy  in  Montana, 
a rather  startling  Increase.  In  summary,  two  deaths  were  due 
to  criminal  abortion;  one  to  suicide;  three  to  hemorrhage; 
one  to  pneumonia;  one  to  malignancy;  one  probably  to  pul- 
monary embolus;  and  one  perhaps  to  drug  reaction.  The  work 
of  this  subcommittee  was  hampered  by  the  failure  of  several 
physicians  to  return  the  usual  questionnaire  upon  maternal 
deaths.  Your  reference  committee  is  of  the  opinion  that  failure 
of  physicians  to  cooperate  with  this  subcommittee  and  to 
respond  to  its  questionnaire  may  be  construed  as  unprofes- 
sional conduct.  Your  reference  committee  urges  that  all  physi- 
cians cooperate  with  this  subcommittee  and  that  each  provide 
the  detailed  information  requested  in  its  questionnaire  upon 
any  maternal  death.  Your  reference  committee  urges  that 
this  House  of  Delegates  express  its  concern  upon  maternal 
mortality  by  the  adoption  of  the  following  resolution: 

BE  IT  RESOLVED,  That  the  Subcommittee  on  Obstetrics 
be  directed  to  prepare  a news  release  publicizing  the  fact 
that  induced  or  criminal  abortion  may  result  in  death  and 
in  fact  during  1962  did  result  in  the  death  of  two  women; 
and  be  it 

RESOLVED  further.  That  all  physicians  and  their  nursing 
associates  be  urged  and  encouraged  to  increase  their  vigilance 
for  signs  of  impending  shock  and  to  make  every  effort  to 
avoid  underestimation  of  blood  loss;  and  be  it 

RESOLVED  further.  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  express  its  deep  concern  upon 
the  failure  of  three  physicians  to  report  maternal  deaths  in 
detail  and  it,  therefore,  urges  that  the  questionnaires  upon 
maternal  death  be  completed  and  submitted  to  this  subcom- 
mittee for  study. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Subcommittee  on  Pediatrics:  In  its  report, 
the  Subcommittee  on  Pediatrics  recommended  that  at  least 
annually  the  reports  of  infant  deaths  in  Montana  be  reviewed 
and  analyzed.  Your  reference  committee  heartily  concurs 
with  this  recommendation  and  urges  its  adoption  by  this 
House  of  Delegates. 

This  portion  of  the  report  was  adopted. 

Report  of  the  Committee  on  Mental  Hygiene:  The  Commit- 
tee on  Mental  Hygiene  in  its  report  proposed  only  a qualified 
psychiatrist  be  considered  for  appointment  as  the  responsible 
administrative  head  of  the  Montana  State  Hospital  in  Warm 
Springs.  Your  reference  committee  recognizes  the  difficulty 
in  obtaining  and  retaining  a qualified  psychiatrist  in  an 
administrative  position  but  believes  that  the  administration 
of  any  hospital  may  be  improved  under  the  direction  of  a 
trained  hospital  administrator.  Your  reference  committee, 
therefore,  proposes  the  adoption  of  the  following  resolution: 

WHEREAS,  Senate  Bill  3 enacted  by  the  38th  Legislative 
Assembly  of  Montana  and  approved  by  Governor  Babcock 
(Chapter  266,  Montana  Session  Laws  of  1963).  states  under 
Section  7:  “The  administrative  heads  of  public  institutions 
are  fully  responsible  for  the  immediate  direction  and  control 
of  their  respective  institutions”;  and 

WHEREAS,  In  Section  20  of  the  same  bill  which  amended 
Section  38-104,  Revised  Codes  of  Montana,  to  read:  “A  super- 
intendent of  the  State  Hospital  shall  be  the  administrative 
head  of  the  State  Hospital”;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  advocates  that  the  responsible  adminis- 
trative head  of  the  Montana  State  Hospital  be  qualified  in 
hospital  administration  and  that  the  chief  of  the  professional 
staff  be  a qualified  psychiatrist. 

Dr.  Wiseley  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  (This  action  was 
reconsidered  during  the  third  session  of  the  House 
of  Delegates  and  was  rescinded.) 

Report  of  the  Rheumatic  Fever  and  Heart  Committee:  The 
Rheumatic  Fever  and  Heart  Committee  submitted  an  in- 
formative report  for  review  by  your  reference  committee. 
Inasmuch  as  it  contains  no  recommendation,  however,  your 
reference  committee  is  of  the  opinion  that  no  action  upon 
it  is  necessary. 

This  portion  of  the  report  was  adopted.  Dr. 
Wiseley  then  moved  that  the  report  of  the  Refer- 
ence Gommittee  on  Scientific  Work,  as  a whole,  be 


44 


Rocky  Mountain  Medical  Journal 


■ adopted.  This  motion  was  seconded  and  carried. 
’ The  second  session  of  the  House  of  Delegates 
recessed  at  5:15  p.m. 


THIRD  SESSION 
[ September  14, 1963 

i The  third  session  of  the  85th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  the  President, 
Harold  W.  Fuller,  M.D.,  at  1:40  p.m.  in  the  Towne- 
Manor  Room  of  the  Northern  Hotel,  Billings. 

' Following  the  roll  call,  the  Secretary,  A.  L. 
Vadheim,  M.D.,  announced  that  a quorum  was 
present. 

The  following  members  of  this  Association  were 
seated  as  delegates  to  represent  the  component 
medical  society  indicated: 

Robert  B.  Beans,  M.D.,  Cascade  County  Medical 
Society. 

Allan  L.  Goulding,  M.D.,  Yellowstone  Valley 
Medical  Society. 

The  Secretary,  A.  L.  Vadheim,  M.D.,  read  a 
letter  addressed  to  the  House  of  Delegates  from 
Mrs.  Donald  L.  Gillespie,  President  of  the  Woman’s 
Auxiliary  to  the  Montana  Medical  Association.  In 
this  communication,  Mrs.  Gillespie  announced  that 
the  Board  of  Directors  of  the  Woman’s  Auxiliary 
to  this  Association  intended  to  recommend  three 
of  its  members  as  candidates  for  certain  elective 
and/or  appointive  offices  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association.  Mrs. 
Gillespie  in  this  communication  also  solicited  the 

I support  of  this  House  of  Delegates  for  the  candi- 
dacy of  these  members  of  the  Woman’s  Auxiliary. 
It  was  then  moved  by  John  A.  Layne,  M.D.,  that 
the  House  of  Delegates  of  this  Association  recom- 
mend for  elective  or  appointive  offices  of  the 
Woman’s  Auxiliary  to  the  AMA  the  three  candi- 
dates proposed  by  the  Board  of  Directors  of  the 
Woman’s  Auxiliary  to  the  Montana  Medical  Asso- 
ciation. This  motion  was  seconded  and  carried. 

It  was  then  moved  by  Bryce  G.  Hughett,  M.D., 
chairman  of  the  Committee  on  Mental  Hygiene, 
and  seconded  that  the  House  of  Delegates  recon- 
sider its  action  upon  that  portion  of  the  report  of 
the  Reference  Committee  on  Scientific  Work  per- 
taining to  the  report  of  the  Committee  on  Mental 
Hygiene.  During  the  discussion  of  this  motion. 
Dr.  Hughett  pointed  out  that  the  recommenda- 
tion of  the  reference  committee  which  was  adopted 
by  the  House  of  Delegates  was,  for  all  practical 
purposes,  directly  opposite  to  the  original  recom- 
mendation of  the  Committee  on  Mental  Hygiene. 
He  reviewed  for  the  information  of  the  members 
of  the  House  of  Delegates  the  original  resolution 
proposed  by  the  Committee  on  Mental  Hygiene, 
the  portion  of  the  report  of  the  Reference  Com- 
mittee on  Scientific  Work  containing  the  resolu- 
tion which  was  approved  by  the  House  of  Dele- 
gates at  its  preceding  session,  and  the  several 
provisions  of  the  law  pertaining  to  institutions 
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which  was  enacted  during  the  last  legislative  ses- 
sion. William  F.  Cashmore,  M.D.,  a delegate  repre- 
senting the  Lewis  and  Clark  Medical  Society  and 
a member  of  the  Montana  Senate  during  the  last 
legislative  session,  discussed  in  detail  the  intent 
of  the  legislature  in  adopting  the  proposal  to 
create  a Department  of  Institutions  and  opposed 
the  motion  to  reconsider  this  portion  of  the  report 
of  the  Reference  Committee  on  Scientific  Work. 
Following  further  discussion,  the  motion  to  re- 
consider this  portion  of  the  report  of  the  Reference 
Committee  on  Scientific  Work  was  voted  upon 
and  carried.  It  was  then  moved  by  Dr.  Hughett 
and  seconded  that  the  House  of  Delegates  adopt 
the  following  resolution: 

BE  IT  RESOLVED,  That  the  House  of  Delegates 
of  the  Montana  Medical  Association  strongly  ad- 
vocates that  only  a qualified  psychiatrist  be  ap- 
pointed as  the  responsible  administrative  head  of 
the  Montana  State  Hospital. 

It  was  then  moved  by  William  F.  Cashmore, 
M.D.,  and  seconded  that  the  motion  of  Dr.  Hughett 
be  tabled.  This  motion  was  voted  upon  but  failed 
to  carry.  Herbert  T.  Caraway,  M.D.,  chairman  of 
the  State  Board  of  Public  Institutions,  then  dis- 
cussed the  responsibilities  of  this  board  and  its 
present  plans  for  the  administration  of  all  state 
custodial  institutions.  Following  further  discussion, 
the  motion  by  Dr.  Hughett  for  the  adoption  of  the 
resolution  proposed  by  him  was  voted  upon  but 
failed  to  carry.  Oscar  A.  Swenson,  M.D.,  then  moved 
that  the  House  of  Delegates  rescind  its  action  upon 
the  portion  of  the  report  of  the  Reference  Com- 
mittee on  Scientific  Work  pertaining  to  the  report 
and  recommendations  of  the  Committee  on  Mental 
Hygiene.  This  motion  was  seconded  and  carried 
without  a dissenting  vote. 

Council  report 

The  following  report  of  the  Council  of  this 
Association  was  presented  by  S.  C.  Pratt,  M.D.: 

At  a meeting  of  the  Council  of  this  Association  on  Thurs- 
day afternoon,  September  12,  it  was  voted  to  again  employ 
Mr.  Newell  Gough,  Jr.,  to  serve  as  the  legal  counsel  of  this 
Association  for  the  calendar  year,  1964.  It  is  the  recommenda- 
tion of  your  Council  to  this  House  of  Delegates  that  it  author- 
ize the  payment  of  $600  per  annum  as  the  retainer  fee  for 
his  services  during  1964. 

The  report  of  the  Council  and  the  recommenda- 
tion contained  in  it  to  appropriate  the  sum  of  $600 
as  the  retainer  fee  for  legal  counsel  during  1964 
was  adopted. 

President  Fuller  then  called  for  the  presenta- 
tion of  supplemental  reports,  if  any,  by  the  several 
reference  committees.  Oscar  A.  Swenson,  M.D., 
chairman  of  the  Reference  Committee  on  Resolu- 
tions and  New  Business,  presented  the  following 
report: 

Supplemental  reports 

Your  Reference  Committee  on  Resolutions  and  New  Busi- 
ness recommends  the  adoption  of  the  following  resolution 
by  this  House  of  Delegates: 

BE  IT  RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  expresses  its  thanks  and  appre- 
ciation to  the  members  of  the  Yellowstone  Valley  Medical 
Society  and  to  its  Woman’s  Auxiliary  for  the  excellent  arrange- 
ments which  were  completed  for  the  scientific  and  business 
sessions  of  this  85th  Annual  Meeting  of  the  Montana  Medical 


Association;  for  the  enjoyable  and  relaxing  program  of  enter- 
tainment which  it  planned;  and  for  the  many  other  courtesies 
extended  to  the  members  of  this  Association;  and  be  it 

RESOLVED  further.  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  expresses  its  gratitude  and 
appreciation  to  the  management  and  staff  of  the  Shrine 
Building  and  of  the  Northern  Hotel  for  providing  such  excel- 
lent facilities  and  services  to  the  Association;  to  each  of  the 
groups  which  provided  such  delightful  entertainment  at  the 
annual  banquet;  and  to  all  of  the  other  individuals  and 
organizations  who  contributed  so  materially  to  the  success 
and  enjoyment  of  this  85th  Annual  Meeting. 

The  supplemental  report  of  the  Reference 
Committee  on  Resolutions  and  New  Business  was 
adopted  unanimously. 

Election  of  officers 

President  Fuller  then  announced  the  election 
of  officers  for  the  coming  administrative  year  and 
called  for  additional  nominations  for  the  office  of 
President-elect.  There  being  none,  it  was  regularly 
moved,  seconded,  and  carried  that  the  nominee 
of  the  Nominating  Committee,  M.  A.  Gold,  M.D., 
be  unanimously  elected  to  the  office  of  President- 
elect. 

President  Fuller  then  called  for  additional  nom- 
inations for  the  office  of  Vice  President.  There 
being  none,  it  was  regularly  moved,  seconded,  and 
carried  that  the  nominee  of  the  Nominating  Com- 
mittee, Paul  J.  Gans,  M.D.,  be  unanimously  elected 
to  the  office  of  Vice  President. 

President  Fuller  then  called  for  additional  nom- 
inations for  the  office  of  Secretary-Treasurer. 
There  being  none,  it  was  regularly  moved,  second- 
ed, and  carried  that  the  nominee  of  the  Nominating 
Committee,  A.  L.  Vadheim,  M.D.,  be  unanimously 
elected  to  the  office  of  Secretary-Treasurer. 

President  Fuller  then  called  for  additional  nom- 
inations for  the  office  of  Assistant  Secretary- 
Treasurer.  There  being  none,  it  was  regularly 
moved,  seconded  and  carried  that  the  nominee  of 
the  Nominating  Committee,  George  E.  Trobough, 
M.D.,  be  unanimously  elected  to  the  office  of 
Assistant  Secretary-Treasurer. 

President  Fuller  then  called  for  additional  nom- 
inations for  membership  on  the  Executive  Com- 
mittee. There  being  none,  it  was  regularly  moved, 
seconded,  and  carried  that  the  nominees  of  the 
Nominating  Committee,  Harold  W.  Fuller,  M.D., 
and  Everett  H.  Lindstrom,  M.D.,  be  unanimously 
elected  to  serve  as  members  of  the  Executive 
Committee. 

President  Fuller  then  expressed  to  the  mem- 
bers of  the  House  of  Delegates  his  sincere  appre- 
ciation for  the  opportunity  to  serve  as  President 
of  this  Association.  Dr.  Fuller  expressed  his  thanks 
to  each  member  of  the  House  of  Delegates  and  to 
each  of  the  officers  and  committeemen  for  their 
cooperation  during  his  administration.  He  then 
installed  the  newly  elected  officers  in  their  re- 
spective offices  and  congratulated  William  E. 
Harris,  M.D.,  upon  assuming  the  office  of  President 
for  the  ensuing  year. 

Dr.  Harris  expressed  his  appreciation  of  the 
honor  bestowed  upon  him  by  the  House  of  Dele- 
gates upon  his  election  as  President. 

It  was  then  moved  that  the  House  of  Delegates 
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express  its  thanks  and  appreciation  to  Harold  W. 
Fuller,  M.D.,  for  his  acconaplishments  during  his 
administration  as  President.  This  motion  was  sec- 
onded and  carried  unanimously. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned,  sine  die,  at  3:30  p.m. 


The  following  delegates,  alternate  delegates, 
and  members  of  this  Association  attended  these 
sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  Hugh  V. 
Anderson,  M.D.,  Great  Falls;  Robert  B.  Beans,  M.D.,  Great 
Falls;  F.  Hughes  Crago,  M.D.,  Great  Falls;  George  B. 
Eusterman,  Jr.,  M.D.,  Great  Falls;  John  R.  Halseth,  M.D., 
Great  Falls;  John  C.  Hanley,  M.D.,  Great  Falls;  Robert  F. 
Morgan,  M.D.,  Great  Falls;  John  A.  Layne,  M.D.,  Great  Falls; 
Wyman  J.  Roberts,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  Paul  J.  Gans, 
M.D.,  Lewistown. 

FLATHEAD  MEDICAL  SOCIETY:  Clyde  H.  Fredrickson, 
M.D.,  Kalispell;  Eugene  C.  Hensler,  M.D.,  Kalispell;  M.  E.  K. 
Johnson,  M.D.,  Kalispell. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  Edward  E. 
Bertagnolli,  M.D.,  Three  Forks;  Alan  Iddles,  M.D.,  Bozeman; 
Edward  L.  King,  M.D.,  Manhattan;  William  S.  Prunty,  M.D., 
Bozeman;  Edward  J.  Purdey,  M.D.,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY:  David  J.  Almas, 
M.D.,  Havre;  Richard  S.  Buker,  Jr.,  M.D.,  Chester;  Chester 
W.  Lawson,  M.D.,  Havre. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY;  John  S. 
Anderson,  M.D.,  Helena;  David  T.  Berg,  M.D.,  Helena; 
William  F.  Cashmore,  M.D.,  Helena;  Everett  H.  Lindstrom, 
M.D.,  Helena;  R.  Wynne  Morris,  M.D.,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  Arthur  C.  Knight, 
M.D.,  Deer  Lodge. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  Merle 
D.  Fitz,  M.D.,  Scobey;  Mark  B.  Listerud,  M.D.,  Wolf  Point; 
B.  P.  Little,  M.D.,  Glasgow. 

PARK-SWEETGRASS  MEDICAL  SOCIETY:  WUliam  E. 
Harris,  M.D.,  Livingston;  Yokichi  Itoh,  M.D.,  Livingston; 
George  J.  Moffitt,  M.D.,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  Donald  L. 
Gillespie,  M.D.,  Butte;  M.  A.  Gold,  M.D.,  Butte;  Leonard  J. 
Rotondi,  M.D.,  Butte;  Daniel  E.  Staples,  M.D.,  Butte;  Robert 
W.  Thometz,  M.D.,  Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  B.  C. 
Farrand,  M.D.,  Jordan;  Oscar  A.  Swenson,  M.D.,  Sidney; 
James  R.  Thompson,  M.D.,  Miles  City. 

WESTERN  MONTANA  MEDICAL  SOCIETY:  Leonard  W. 
Brewer,  M.D.,  Missoula;  Charles  P.  Brooke,  M.D.,  Missoula; 
David  W.  Chase,  M.D.,  Missoula;  Gerald  A.  Diettert,  M.D., 
Missoula;  John  A.  Evert,  M.D.,  Missoula;  George  G.  Sale, 
M.D.,  Missoula;  Allen  N.  Wiseley,  M.D.,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Wilbur 
A.  Armstrong,  M.D.,  Billings;  Perry  M.  Berg,  M.D.,  Billings; 
T.  T.  Bednarek,  M.D.,  Billings;  Warren  D.  Bowman,  Jr., 
M.D.,  Billings;  Herbert  T.  Caraway,  M.D.,  Billings;  A.  M. 
Fulton,  M.D.,  Billings;  Allan  L.  Goulding,  M.D.,  Billings; 
Robert  S.  Hagstrom,  M.D.,  Billings;  Donald  L.  Harr,  M.D., 
Billings;  Sidney  J.  Hayes,  Jr.,  M.D.,  Billings;  Bryce  G. 
Hughett,  M.D.,  Billings;  James  D.  Morrison,  M.D.,  Billings; 
John  H.  Schaeffer,  M.D.,  Billings;  Edwin  C.  Segard,  M.D., 
Billings;  Clarence  H.  Swanson,  Jr.,  M.D.,  Columbus. 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 

WEST  ALAMEDA 
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NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


University  of  Colorado 

Medical  School  News 

The  Board  of  Regents  of  the  University  of 
Colorado  approved  the  appointment  of  Dr.  Hope 
Lowry  as  Assistant  Dean  for  Admissions  at  the 
CU  School  of  Medicine  in  Denver.  The  appoint- 
ment was  recommended  to  the  Regents  by  Dr. 
John  J.  Conger,  CU  Vice  President  for  Medical 
Affairs  and  Dean  of  the  Medical  School.  Dean 
Conger  praised  Dr.  Lowry  as  a “dedicated  indi- 
vidual of  unquestioned  integrity”  and  an  expert 
in  the  field  of  medical  school  student  selection 
and  admissions. 

Dr.  Lowry  joined  the  staff  of  the  CU  Medical 
Center  in  1945  and  became  an  associate  professor 
of  medicine  and  director  of  the  Medical  Outpatient 
Clinic  in  1946.  She  has  been  a member  of  the 
Medical  School’s  admissions  committee  since  1951 
and  has  served  as  its  vice  chairman  and  acting 
chairman.  Since  June,  Dr.  Lowry  has  served  the 
Center  informally  as  Acting  Associate  Dean  in 
charge  of  student  affairs. 

* * * 

Formal  approval  was  given  by  the  University 
of  Colorado  Board  of  Regents  to  the  appointment 
of  Dr.  Clive  C.  Solomons,  formerly  of  McGill 
University  in  Toronto,  as  Associate  Professor  of 
Pediatrics  at  the  CU  Medical  Center  in  Denver. 
Dr.  Solomons,  who  was  born  and  educated  in  South 
Africa,  is  a biochemist  and  biophysicist.  He  will 
head  the  core  laboratory  serving  the  microchem- 
istry research  unit  of  the  CU  Department  of  Pedi- 
atrics, Dr.  John  J.  Conger,  Vice  President  for 
Medical  Affairs  and  Dean  of  the  School  of  Medi- 
cine, told  the  Regents. 

Dr.  Solomons  is  a member  of  the  Odontological 
Society  of  South  Africa,  Nutrition  Society  of 
Southern  Africa,  South  African  Chemical  Institute, 
Sigma  Pi,  Canadian  Federation  of  Biochemists 
and  the  Biochemical  Circle  of  Montreal.  He  has 
been  honored  for  pioneering  research  in  the  chem- 
istry of  the  hard  and  soft  tissues  of  the  human 
body  and  in  the  calcification  process  of  teeth  and 
bones. 

His  appointment  to  the  CU  medical  faculty  was 
made  effective  July  1. 


for  January,  1964 
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U.S.M.A.  Briefs 

Elmo  Eddington,  M.D.,  Lehi  physician,  will  as- 
sume leadership  of  the  Utah  County  Health  De- 
partment on  January  1,  1964.  He  succeeds  Dr. 
Charles  M.  Smith,  Sr.,  of  Provo. 

Dr.  Eddington  is  a graduate  of  the  University 
of  Utah  and  the  University  of  Pennsylvania.  He 
received  his  M.D.  at  the  latter.  He  is  a member 
of  the  Utah  County  Board  of  Health,  past  President 
of  the  Utah  County  Medical  Society,  and  a member 
of  the  USMA. 

* * * 

Dr.  Thomas  Ray  Broadbent  is  the  latest  Utahan 
named  to  an  important  international  medical  post. 
Dr.  Broadbent  was  elected  Secretary  General  of 
the  International  Confederation  for  Plastic  Sur- 
gery. More  than  1,700  surgeons  from  many  parts 
of  the  world  attended  the  convention  in  Washing- 
ton. Dr.  Broadbent  joins  a very  select  group  who. 


in  just  the  past  year  or  so,  have  won  places  of 
leadership  in  national  medical  positions,  including 
Dr.  George  M.  Fister,  immediate  past  President  of 
the  American  Medical  Association;  Dr.  C.  Hardin 
Branch,  Salt  Lake  psychiatrist,  immedate  past 
President  of  the  American  Psychiatric  Association, 
and  Clarence  Wonnacott,  Executive  Director  of 
the  L.D.S.  Hospital  System,  newly  elected  Presi- 
dent of  the  American  Hospital  Association. 

* * * 

It  was  announced  recently  by  the  University  of 
Utah  College  of  Medicine  that  a two-way,  closed 
circuit  FM  radio  system  would  soon  be  established 
between  physicians  in  Provo,  Ogden,  Logan,  Brig- 
ham City  and  Salt  Lake  City  hospitals  and  the 
College  of  Medicine.  This  will  supplement  and 
complement  the  forthcoming  medical  television 
programs  now  being  presented  over  KUED.  This 
will  be  the  first  such  system  in  the  U.  S.  utilizing 
both  two-way  radio  and  television.  It  is  planned 
to  expand  this  service  to  all  Utah  hospitals  and 
even  out  of  state  in  the  future,  for  the  purpose 
of  more  rapid  dissemination  of  medical  informa- 
tion. The  program  will  be  set  up  so  that  those  view- 
ing films  or  the  television  in  the  hospitals  can 
ask  questions  of  the  lecturer  speaking  from  the 
College  of  Medicine. 


Doctor,  will  you  specify  Deseret’s  brand  of 

MEPROBAMATE 

Desa-Bamate 

Proprietary  protection  of  your  prescription  with 
generic  economy  to  your  patient. 


Deseret  Pharmaceutical  Co.  Salt  Lake  City^  Utah 
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A Springville  surgeon  has  been  elected  Presi- 
dent of  the  Board  of  Directors  of  the  Medical 
Service  Bureau  of  the  Utah  State  Medical  Asso- 
ciation (Blue  Shield).  Wilford  G.  Biesinger,  M.D., 
former  Treasurer  of  the  Board,  succeeds  Paul  A. 
Clayton,  M.D.,  who  retired  from  the  Board.  Dr. 
Biesinger  has  served  on  the  Blue  Shield  Board 
since  1953,  his  current  term  will  expire  in  1965. 
Elected  to  serve  with  him  were  J.  Rex  Miller,  M.D., 
Vice  President,  to  succeed  Garner  B.  Meads,  M.D., 
who  retired;  and  W.  P.  Daines,  M.D.,  as  Treasurer. 
Dr.  Miller’s  term  will  end  in  1964  and  Dr.  Daines’ 
will  end  in  1965. 

Other  doctors  on  the  Board  include  the  fol- 
lowing: William  Mason,  M.D.,  Panguitch;  Adolph 
M.  Nielsen,  M.D.,  Salt  Lake  City;  George  C.  Ficklin, 
M.D.,  Tremonton;  R.  R.  Robinson,  M.D.,  Salt  Lake 
City;  and  Stanley  R.  Child,  M.D.,  Salt  Lake  City. 
These  five  doctors’  terms  end  in  1964. 

Those  who  are  elected  to  serve  until  1965  are 
R.  S.  Rothwell,  M.D.,  Salt  Lake  City;  and  Drew 
M.  Petersen,  M.D.,  Ogden. 

Re-elected  to  the  Board  for  three-year  terms 
were  John  W.  Emmett,  M.D.,  Logan,  and  Thales 
H.  Smith,  M.D.,  Provo.  Two  new  members  were 
elected  to  the  Board  for  three-year  terms  also. 
They  are  Wallace  S.  Brooke,  M.D.,  Salt  Lake  City, 
and  Jack  G.  Haskell,  M.D.,  Salt  Lake  City. 


In  Memoriam 

Warren  Alfred  Colton,  M.D.,  former  director  of 
the  Salt  Lake  Veterans  Administration  Hospital, 
died  October  8,  while  visiting  a daughter  in  New 
York.  He  was  80  at  the  time  of  his  death. 

Dr.  Colton  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1913 
and  was  in  private  practice  in  Salt  Lake  from  1914 
to  1922.  He  then  became  affiliated  with  the  VA 
program  and  served  with  them  until  1953  with 
eight  years  as  head  of  the  Salt  Lake  VA  Hospital. 
During  World  War  H he  was  a Colonel  in  charge 
of  the  VA  Hospital  at  Hinds,  Illinois. 

He  is  survived  by  a son,  two  daughters  and 
nine  grandchildren. 

* * sH 

John  Elmer  Nielson,  M.D.,  prominent  Salt  Lake 
surgeon,  died  October  14,  at  the  age  of  59. 

Dr.  Nielson  was  a member  of  the  senior  surgical 
staff  at  the  LDS  Hospital  and  was  an  associate  in 
private  practice  with  Dr.  Leland  R.  Cowan.  Dr. 
Nielsen  had  practiced  in  Salt  Lake  City  for  22 
years.  He  graduated  from  the  University  of  Utah 
with  his  B.A.  degree  in  1930  and  received  his  M.D. 
from  the  University  of  Pennsylvania  in  1937.  He 
interned  at  the  Dee  Hospital  in  Ogden.  Dr.  Nielson 
was  an  active  member  of  the  LDS  Church  for 
which  he  served  a mission  in  1922-24. 

He  is  survived  by  his  widow,  two  sons,  both 
serving  LDS  missions,  his  mother  and  a brother. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  jor  lending 
from  the  Denver  Medical  Society  Library. 

The  Adrenal  Cortex:  Edited  by  G.  K.  McGowan  and  M.  San- 
dler, Phila.,  Lippincott,  1961.  226  p.  Price:  $5.00. 

The  Cervix  Uteri,  and  Its  Diseases:  By  C.  Frederic  Fluhman, 
B.A.,  M.D.,  C.M.  Phila.,  Saunders,  1961.  556  p.  Price:  $14.00. 
CIBA  Foundation  Symposium  on  Transplantation:  Edited  by 
G.  E.  W.  Wolstenholme  and  Margaret  P.  Cameron.  Boston, 
Little-Brown,  1962.  426  p.  Price:  $12.00. 

Clinical  Biochemistry:  By  Abraham  Cantarow,  M.D.,  and  Max 
Trumper,  Ph.D.  6th  ed.  Phila.,  Saunders,  1962.  776  p.  Price: 
$13.00. 

Clinical  Diagnosis  by  Laboratory  Methods:  Edited  by  Israel 
Davidsohn,  M.D.,  F.A.C.P.,  and  Benjamin  Wells,  M.D.,  Ph.D., 
F.A.C.P.  3rd  ed.  Phila..  Saunders,  1962.  1020  p.  Price:  $16.50. 
Clinical  Disturbances  of  Renal  Function:  By  Abraham  G. 
White,  M.D.,  F.A.C.P.  Phila.,  Saunders,  1961.  468  p.  Price: 
$lc.5.'. 

Clinical  Obstetrics:  By  Benjamin  Tenney,  M.D.,  and  Brian 
Little,  M.D..  F.R.C.S.  Phila.,  Saunders,  1961.  440  p.  Price:  $8.50. 
Current  Diagnosis  and  Treatment:  By  Henry  Brainerd,  M.D., 
and  others.  Los  Altos,  Calif.,  Lange  Medical  Publications,  1962. 
753  p.  Price:  $8.50. 

Electrocardiography:  Fundamentals  and  Clinical  Application: 
By  Louis  Wolff,  M.D.  Phila.,  Saunders,  1962.  351  p.  Price:  $8.50. 
Gastroenterology:  By  Henry  L.  Bockus,  M.D.  2d  ed.  Phila., 
Saunders,  1963.  Vol.  1.  953  p.  Price:  $25.00. 

Gynecology:  By  Langdon  Parsons,  M.D.,  and  Sheldon  C. 
Sommers,  M.D.,  Phila.,  Saunders,  1962.  1250  p.  Price:  $20.00. 
Handbook  of  Emergency  Toxicology:  By  Sidney  Kaye,  M.Sc., 
Ph.D.  2d  ed.  Springfield,  Thomas,  1961.  377  p.  Price:  $10.75. 
Introduction  to  Anesthesia:  By  Robert  D.  Dripps,  M.D.,  James 

E.  Eckerhoff,  M.D.,  and  LeRoy  D.  Vandam,  M.D.  2d  ed. 
Phila.,  Saunders,  1961.  413  p.  Price:  $8.00. 

Lose  Weight  and  Live:  By  Robert  P.  Goldman.  N.Y.,  Double- 
day, 1961.  235  p.  Price:  $3.95. 

Management  of  Emotional  D sorders;  a Manual  for  Physicians: 
By  Arthur  H.  Chapman,  M.D.  Phila.,  Lippincott,  1962.  259  p. 
Price:  $8.50. 

Medical  State  Board  Questions  and  Answers:  By  Harrison 

F.  Flippin,  M.D.  10th  ed.  Phila.,  Saunders,  1962.  507  p.  Price: 
$9.50. 

Myxedema:  By  Jerry  Kazuo  Aikawa,  M.D.  Springfield,  Thomas, 
1961.  106  p.  Price:  $5.00. 

Obstetrics:  By  Jacob  P.  Greenhill,  M.D.,  F.A.C.S.,  F.I.C.S. 
12th  ed.  Phila.,  Saunders,  1960.  1098  p.  Price:  $17.00. 

Pathologic  Physiology;  Mechanisms  of  Disease:  By  William 
A.  Sodeman,  M.D.,  Sc.D.,  F.A.C.P.  3d  ed.  Phila.,  Saunders, 
1961.  1182  p.  Price:  $15.00. 

Peripheral  Vascular  Diseases:  By  Edgar  V.  Allen,  B.S.,  M.A., 
M.D.,  M.S.,  F.A.C.P.;  Nelson  W.  Barker,  B.A.,  M.D.,  M.S., 
F.A.C.P.,  and  Edgar  A.  Hines,  B.S.,  M.A.,  M.D.,  M.S.,  F.A.C.P. 
3d  ed.  Phila.,  Saunders,  1962.  1044  p.  Price:  $18.00. 

Physical  Diagnosis:  By  Ralph  H.  Major.  M.D.,  and  l^ahlon  H. 
Delp,  M.D.  6th  ed.  Phila.,  Saunders,  1962.  355  p.  Price:  $7.50. 
Postpartum  Psychiatric  Problems:  By  James  A.  Hamilton, 
Ph.D.,  M.D.  St.  Louis.  C.  V.  Mosby,  1962.  156  p.  Price:  $6.85. 
Surgery  of  the  Chest:  By  John  H.  Gibson,  M.D.,  and  others. 
Phila.,  Saunders,  1962.  902  p.  Price:  $27.00. 

A Short  H'story  of  Clinical  Pathology,  With  a Chapter  on  the 
Organization  of  Clinical  Pathology  to  the  Present  Day,  by 
S.  C.  Dyke:  By  William  Derek  Foster,  M.D.  Edinburgh,  Liv- 
ingston. 1961.  153  p.  Price:  $6.50. 

Surgical  Practice  of  the  Lahey  Clinic:  By  Members  of  the 
Staff  of  the  Lahey  Clinic,  Boston.  Phila.,  Saunders,  1962.  872  p. 
Price:  $17.00. 

Synopsis  of  Ear,  Nose,  and  Throat  Diseases:  By  Robert  E. 
Ryan,  B.S.,  M.D.,  M.S.  (ALR),  F.A.C.S.  St.  Louis,  C.  V. 
Mosby,  1959.  383  p.  Price:  $6.75. 

Synopsis  of  Treatment  of  Anorectal  Diseases:  By  Stuart  T. 
Ross,  M.D.,  F.A.C.S.,  F.I.C.S.  St.  Louis,  Mosby,  1959.  240  p. 
Price:  $6.50. 

Textbook  of  Ophthalmology:  By  Francis  H.  Adler,  M.D.  7th 
ed.  Phila.,  Saunders,  1962.  560  p.  Price:  $9.00. 

Textbook  of  Pathology  With  Clinical  Application:  By  Stanley 
L.  Robbins,  M.D.  2d  ed.  Phila.,  Saunders,  1962.  1193  p.  Price: 
$19.00. 


Rehabilitation  of  the  Child's  Eyes:  By  Herbert  M.  Katzin, 

M. D.  St.  Louis,  Mosby,  1961.  107  p.  Price:  $3.75. 

Research  Approaches  to  Psychiatric  Problems:  A Symposium: 
Edited  by  Thomas  T.  Tourlentes,  M.D.,  and  others.  N.Y., 
Grune,  1962.  238  p.  Price:  $5.50. 

Resistance  of  Bacteria  to  the  Penicillins,  CIBA:  Edited  by  A. 
V.  S.  DeReuck  and  Margaret  P.  Cameron.  Boston,  Little,  1962. 
125  p.  Price:  $2.95. 

Socialized  Medicine  in  England  and  Wales:  By  Almont  Lindsey. 
Chapel  Hill,  Univ.  of  North  Carolina,  1962.  561  p.  Price:  $8.50. 
Story  of  Dissection:  By  Jack  Kevorkian,  M.D.  N.Y.,  Philo- 
sophical Library,  1959.  80  p.  Price:  $3.75. 

Strabismus:  Symposium  of  the  New  Orleans  Academy  of 
Ophthalmology:  Edited  by  George  M.  Haik,  M.D.  St.  Louis, 
Mosby,  1962.  369  p.  Price:  $18.00. 

Strong  Medicine:  By  Blake  F.  Donaldson,  M.D.  Garden  City, 

N. Y.,  Doubleday,  1962.  245  p.  Price:  $3.95. 

Studies  in  Genetics:  By  Hermann  Muller.  Bloomington,  Indiana 
Univ.  Press,  1962.  618  p.  Price:  $10.00. 

Surgery:  By  Richard  Warren,  M.D.  Phila.,  Saunders,  1963.  1397 
p.  Price:  $27.00. 

Symposium  of  Pulmonary  Structure  and  Function;  CIBA: 
Edited  by  A.  V.  S.  DeReuck  and  Maeve  O’Connor,  B.A.  Boston, 
Little,  1962.  403  p.  Price:  $11.50. 

.\  Synopsis  of  Public  Health  and  Social  Medicine:  By  A.  J. 
Essex-Cater,  M.R.C.S.  England,  J.  Wright,  1960.  563  p.  Price: 
$11.00. 

A Textbook  of  Psychosexual  Disorders:  By  Clifford  E.  Allen, 
M.D.  N.Y.,  Oxford,  1962.  408  p.  Price:  $9.50. 

Vector  Electrocardiography:  By  Herman  N.  Uhley,  M.D.  Phila., 
Lippincott,  1962.  339  p.  Price:  $3.5j. 


Book  reviews 

Synopsis  of  Neurology:  By  Francis  M.  Forster.  St.  Louis, 
Moby,  1962.  223  p.  Price:  $6.75. 

It  is  the  intent  of  the  author,  who  is  Professor 
and  Chairman  of  the  Department  of  Neurology  at 
the  University  of  Wisconsin,  School  of  Medicine,  to 
provide  a concise  review  of  the  entire  field  of 
neurology  in  a small  volume.  He  has  succeeded 
remarkably  well  in  this  ambitious  undertaking. 

The  book  is  divided  into  two  sections.  The  first 
is  devoted  to  the  neurological  history,  clinical  neu- 
rological examination,  and  the  ancillary  diagnostic 
tests  which  the  neurologist  or  neurosurgeon  may 
use  to  supplement  his  clinical  examination. 

In  the  second  section,  comprised  of  13  chapters, 
the  author  outlines  the  pertinent  features  of  diag- 
nosis and  treatment  of  the  important  neurologic 
entities.  These  include  vascular  diseases,  headache, 
epilepsy,  the  dyskinesias,  the  demyelinating  condi- 
tions, neoplasms  of  the  nervous  system,  infections, 
trauma,  and  the  various  metabolic,  congenital,  and 
degenerative  diseases  of  the  nervous  system. 

In  general,  the  author’s  opinions  may  be  accept- 
ed as  being  both  valid  and  conventional.  Some, 
however,  are  not  universally  accepted.  The  author 
states  that  the  Hoffman  sign  is  a pathological  re- 
flex and  is  the  upper  extremity  counter  part  of  the 
Babinski  sign  and  the  other  extensor  planter  re- 
sponses in  the  lower  extremity.  Many  neurologists 
believe  that  this  response  is  simply  an  exaggerated 
finger  flexion  reflex  and  is  frequently  seen  when 
there  is  a general  increase  in  deep  reflex  activity 
in  one  or  both  upper  extremities.  The  radial  reflex, 
according  to  the  author,  is  produced  by  contraction 
of  the  biceps  muscle  when  the  distal  end  of  the 
radius  is  percussed.  Most  clinicians  believe  that 
this  response  is  due  to  contraction  of  the  brachio- 
radialis  muscle.  It  is  curious  to  note  that  the  use 
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of  50  per  cent  glucose  solution  or  magnesium  sul- 
fate is  recommended  for  the  reduction  of  increased 
intracranial  pressure  when  it  is  readily  acknow- 
ledged that  a solution  of  urea  is  more  effective  in 
reducing  brain  volume.  The  recommendation  of 
the  glucose  and  magnesium  sulfate  is  even  more 
extraordinary  when  one  considers  that  a great 
degree  of  investigation  of  the  use  of  urea  was  done 
at  the  author’s  university.  The  difficulty  in  dis- 
tinguishing clinically  between  the  various  intra- 
cranial hematomas  is  mentioned  but  the  author 
fails  to  add  that  a preoperative  differentiation  can 
often  be  readily  made  by  cerebral  angiography. 

Certain  other  statements  or  proposals  occur 
which  would  not  be  in  agreement  with  the  opinions 
of  many  but  these  are  relatively  uncommon  and 
should  not  unfavorably  reflect  upon  the  general 
value  of  this  little  book. 

The  volume  was  designed  primarily  for  the 
medical  student,  the  general  practitioner,  and  other 
clinicians  dealing  only  occasionally  with  neuro- 
logical problems.  In  most  instances  it  would  be  an 
adequate  source  of  information  for  the  latter 
groups.  The  medical  student,  on  the  other  hand, 
should  provide  himself  with  a more  complete 
treatise  on  the  subject. 

There  is  an  abbreviated,  but  adequate,  bibli- 
ography at  the  end  of  each  chapter.  The  index  is 
quite  comprehensive  for  a volume  of  this  nature. 
There  are  no  illustrations  but  their  use  would  be 
impractical  in  such  a synopsis. 

Thomas  K.  Craigmile,  M.D. 

Relief  of  Symptoms:  By  Walter  Modell,  M.D.,  2nd  ed.  St. 
Louis,  Mosby,  1961.  374  p.  Price:  $11.50. 

Relief  of  Symptoms,  by  Walter  Modell,  has  a 
place  in  the  reading  schedule  of  the  medical  gen- 
eralist, not  because  of  new  approaches  to  the 
problem  it  discusses,  nor  for  an  exhaustive  treat- 
ment of  any  of  them,  but  rather  because  of  a help- 
ful general  prospective  given  on  each  symptom 
discussed. 

I consider  it  not  a book  to  read  from  cover  to 
cover  at  one  sitting,  but  rather  one  to  read  from 
time  to  time  when  a particular  itch,  pain,  or  fever 
will  not  let  you  rest  because  you  are  uneasy  about 
the  patient  who  has  failed  to  respond  to  your  treat- 
ment. Frank  C.  Campbell,  M.D. 

Handbook  of  Pediatrics:  By  Henry  K.  Silver,  M.D.;  C.  Henry 
Kempe,  M.D.,  and  Henry  B.  Bruyn,  M.D.  4th  ed.  Los  Altos, 
Calif.,  Lange  Medical  Publication,  1961.  556  p.  Price:  $3.50. 

This  pocket  size  pediatric  encyclopedia  is  a 
concise  and  readily  available  digest  of  the  material 
necessary  for  the  diagnosis  and  management  of 
pediatric  disorders.  It  is  written  specifically  for  the 
practicing  physician  and  medical  student.  It  will 
serve  as  an  excellent  supplement  to  the  more 
complete  pediatric  texts.  The  emphasis  is  placed 
on  the  clinical  aspects  of  each  subject  discussed. 
There  are  summaries  of  the  physiologic  principles 
involved  in  most  cases.  This  is  an  invaluable  refer- 
ence book  and  should  be  in  the  pocket  of  every 
physician  dealing  with  children. 

Robert  W.  Collett,  M.D. 
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who  were  the 
hntreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.! 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids;^  ! it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention; 2.3.7-10  and  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2. 4,5,9,10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  te  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids, 
Paper  presented  at  Annual  Convention,  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L. : Clinical 
Use  of  Dexamethasone.  JAMA  172:306  (Jan.  23)  1960.  3.  Boland, 
E.  W. : Chemically  Modified  Adrenocortical  Steroids.  JAMA  17^:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  HiZll  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  1:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.!  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  236:120  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  HI.  Use  and  Abuse  of  Corticosteroid 
Therapy— The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
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A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Possessions,  outward  success,  publicity,  luxury 
— to  me  these  have  always  been  contemptible.  I 
believe  that  a simple  and  unassuming  manner  of 
life  is  best  for  everyone,  best  both  for  the  body 
and  the  mind.”  Albert  Einstein,  “Thoughts  on  the 
Business  of  Life,”  Forbes,  June  15,  1963. 

2.  “We  all  have  weaknesses.  But  I have  figured 
that  others  have  put  up  with  mine  so  tolerably 
that  I would  be  much  less  than  fair  not  to  make 
a reasonable  discount  for  theirs.”  William  Allen 
White,  ibid. 

3.  “1  still  see  a goodly  number  of  persons  a year 
whose  initial  somatic  symptom  of  an  agitated  de- 
pression has  been  the  appearance  of  hypertension 
for  which  Rauwolfia  has  been  prescribed.  This,  in 
turn,  has  deepened  the  depression  and  has  not 
improved  the  hypertension.  I am  wary  of  pre- 
scribing Rauwolfia  to  anyone  over  40  years  of  age 
because  of  the  susceptibility  of  persons  in  that 
age  group  to  depression.”  Rosser  P.  Atkinson,  The 
Medical  Clinics  of  North  America,  Vol.  47,  No.  2, 
March,  1963,  p.  502. 

4.  “In  our  development  of  the  cult  of  youth  we  see 
increasing  numbers  of  executives  and  other  capa- 
ble individuals  who  are  faced  with  retirement. 
Many  of  them  still  possess  skills  and  experience 
that  only  years  can  develop.  Because  of  the  tend- 
ency to  stress  the  capabilities  of  the  young,  a 
feeling  of  contempt  has  developed  for  the  older 
person.”  Ibid. 

5.  “This  may  sound  like  the  repetitious  beating  of 
an  old  and  very  tired  horse,  but  the  simple  fact 
seems  to  be  that  continuing  education,  like  con- 
tinuing education  thirty  years  ago,  is  obsessed 
with  the  notion  that  exposure  to  the  learned 
assures  learning.  Yet  each  generation  rediscovers 
the  fact  that  in  the  end  it  is  the  learner  who  must 
do  the  learning,  and  no  amount  of  communication 
by  lecture,  by  book,  by  film,  by  radio  or  by  tfele- 
vision  will  make  the  slightest  difference  unless  he 
does  something  with  what  he  receives.”  George 
E.  Miller,  M.D.,  New  England  Journal  of  Medicine, 
Aug.  8,  1963,  Vol.  269,  p.  298. 

6.  “For  example,  fluid  balance  seems  to  be  a mys- 
tery to  medical  student,  house  officer  and  practi- 
tioner alike.  ‘They’  often  ask  for  instruction  in  the 


topic,  and  there  is  always  someone  eager  to  pro- 
vide it.  But  the  problem  is  really  one  of  matching 
the  advanced  eagerness  of  the  expert  with  the 
often  primitive  yearning  of  the  practitioner.  Rele- 
vance for  the  teacher  may  be  the  inner  reaches 
of  potassium  transport  across  anoxic  cell  mem- 
branes, whereas  the  physician  student  is  still  try- 
ing to  reconstruct  the  nature  of  a milliequivalent 
or  the  difference  between  an  anion  and  a cation.” 
George  E.  Miller,  ibid. 

7.  “I  should  like  to  make  a special  plea  for  a large 
group  of  patients  we  refer  to  as  ‘benign  females.’ 
They  are  usually  nice,  plump,  middle-aged  souls 
whose  symptoms,  if  any,  are  unrelated  to  hyper- 
tension. They  may  have  considerably  raised  pres- 
sures of  the  order  of  220/130  whenever  casually 
recorded  over  ten  to  twenty  years  or  more.  When 
asleep  or  relaxed  the  pressures  are  very  much 
lower  and  there  is  no  abnormality  to  be  found  in 
the  fundi,  heart  or  kidneys.  They  should  not  be 
made  miserable  with  drugs.”  Dr.  R.  W.  Turner, 
“Proceedings,  Royal  Society  of  Medicine,”  Vol.  55, 
1961-62,  p.  283. 

8.  “Within  an  hour  cutaneous  sensation  will  be  lost 
so  that  the  limb  becomes  anaesthetic  in  a stocking 
or  glove  distribution  without  regard  to  anatomical 
nerve  territories.  This  is  perhaps  the  best  single 
index  of  a critical  ischaemia.  Cutaneous  anaes- 
thesia is  a signal  that  the  limb  extremity  may 
only  have  a few  more  hours  of  viability  left,  but 
if  sensation  is  present  there  is  no  immediate 
danger  and  urgent  surgery  is  not  necessarily  in- 
dicated.” Mr.  D.  J.  Tibbs,  “Proceedings,  Royal  So- 
ciety of  Medicine,”  Vol.  55,  1961-62,  p.  593. 

9.  “It  may  be  that  the  pace  of  medical  advance 
will  necessitate  a reorganization  in  the  structure 
of  clinical  practice  to  include  substantial  and 
regular  refresher  courses  instead  of  snatched  week- 
ends and  lectures.  And  on  a perhaps  slightly  fanci- 
ful note  Sir  Eric  (Ashby)  ends  by  suggesting  that 
‘the  time  may  come  when  a degree  or  a profes- 
sional qualification,  like  a passport,  is  valid  only 
for  a limited  number  of  years,  and  is  renewed 
only  after  attendance  at  a systematic  course  of  re- 
education.’ ” Editorial,  “British  Medical  Journal,” 
September  7,  1963,  p.  577. 
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motil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 

The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  sub  therapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 
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ANNUAL  CLINICAL  CONFERENCE 
CHICAGO  MEDICAL  SOCIETY 

March  2;  3^  4 and  5^  1964 
Palmer  House^  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  T elecasts  Film  Lectures 

Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE 

should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Palmer  House. 


6903  Edith  Blvd.,  N.E. 


Albuquerque,  New  Mexico 


Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  \ John  W.  Mters,  m.d..  Medical  Director 

20  acres  landscaped  grounds  ) Alan  Jacobson,  m,d.,  Psychiatrist 

Favorable  year-round  climate  ? Henry  T.  Penlet,  m.d..  Psychiatrist 
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for  fast  and  long-lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  , . 5 mg.  ( 

(Warning;  May  be  habit-forniing)  V 6.5  mg. 
Homatropine  methylbromide  1.5  mg.  ) 
Pyrilamine  maleate  .......  12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride  ....  I . 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry»flavored  vehicle 
(methylparaben  0.18%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meats  and  at  bedtime  with  food.  Children  6 to  12 
years,  V2  teaspoonful;  3 to  6 years,  14  teaspoon- 
ful;  1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
With  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


American  College  of  Surgeons 
Meeting  in  Denver,  February  17-19, 1964 

All  doctors  of  medicine  are  invited  to  a three- 
day  scientific  meeting  of  the  American  College 
of  Surgeons  in  Denver,  Colo.,  February  17-19.  This 
is  the  second  of  three  Sectional  Meetings  scheduled 
for  1964.  Headquarters  hotel  will  be  the  Denver 
Hilton. 

An  innovation  at  this  meeting  will  be  sessions 
in  the  specialties  otolaryngology  and  urology  as 
well  as  in  general  surgery.  In  all,  12  panels  and 
22  reports  will  be  heard,  covering  all  subjects  as 
varied  as  treatment  of  eyes  in  severe  facial  frac- 
tures, open  repair  of  mitral  valve,  trauma  in  ob- 
stetrics, what’s  new  in  arterial  surgery,  organ 
transplants,  blood  coagulation  defects  and  treat- 
ment of  lung  cancer. 

Of  special  interest  to  otolaryngologists  will  be 
problems  related  to  vertigo,  cancer  of  the  larynx, 
treatment  of  sinusitis,  and  stapes  surgery.  Sub- 
jects of  interest  to  urologists  will  include  pro- 
cedures for  neurogenic  bladder,  urinary  diversion, 
cancer  of  the  bladder,  management  of  prostatic 
hypertrophy,  and  lower  urinary  tract  «bstruction 
in  children. 

“How  I Do  It”  clinics — lecture  demonstrations 
by  authorities — will  include  discussions  on  repair 
of  recurrent  hiatal  hernia,  failing  circulation,  hyp- 
nosis in  surgery,  nasal  fractures,  benign  lesions  of 
the  larynx,  and  tympanosclerosis. 

Guest  speakers  from  outside  Colorado  include 
J.  Englebert  Dunphy,  Portland,  Oregon,  President 
of  the  College;  Paul  C.  Samson,  Oakland;  Harry 
M.  Spence,  Dallas;  Joel  W.  Baker,  Seattle;  C. 
Rollins  Hanlon,  St.  Louis;  William  P.  Longmire, 
Jr.,  Los  Angeles;  Joseph  E.  Murray,  Boston;  and 
Shirley  Harold  Baron,  San  Francisco. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times 
to  give  your  patients 
the  satisfaction  they 
must  have.  In  business 
since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Utah  Chapter — American 
College  of  Surgeons 

The  Annual  Scientific  Meeting  of  the  Utah 
Chapter  of  the  American  College  of  Surgeons  will 
be  held  in  Salt  Lake  City,  Utah,  at  the  University 
of  Utah  Union  Building  Little  Theater  on  January 
18,  1964.  The  meeting  will  convene  between  the 
hours  of  8:00  a.m.  and  5 p.m.  and  will  include 
visiting  speakers  as  follows: 

Clarence  Dennis,  M.D.,  Ph.D.,  F.A.C.S.,  Profes- 
sor and  Chairman,  Department  of  Surgery,  State 
University  of  New  York,  Brooklyn,  N.  Y. 

Willard  E.  Goodwin,  M.D.,  F.A.C.S.,  Professor 
of  Surgery/Urology,  Chief  of  the  Division  of  Urol- 
ogy. UCLA  Center  for  the  Health  Sciences,  Los 
Angeles,  California. 

Victor  Herbert  Hildyard,  M.D.,  Assistant  Pro- 
fessor and  Head,  Division  of  Otorhinolaryngology, 
University  of  Colorado,  Denver,  Colorado. 

In  addition  to  these  visiting  speakers,  there  will 
be  contributions  by  Utah  surgeons  of  prominence. 
There  will  be  no  fee  for  registration.  Eight  hours 
of  category  two  credit  will  be  offered  by  the 
American  Academy  of  General  Practice. 

Following  the  meeting,  there  will  be  a banquet 
served  to  members  of  the  Utah  Chapter,  guests 
and  visitors  who  would  be  interested  in  an  over- 
night stay  in  Salt  Lake  City. 


James  E.  Mogan,  c.l.u. 

Special  Agent 

NEW  YORK  LIFE  INSURANCE  COMPANY 


Specializing  in 
ESTATE 
PLANNING 
for  Physicians 


LIFE  INSURANCE  GROUP  INSURANCE 
ANNUITIES 

PENSION  PLANS  DISABILITY  INCOME 


210  Guaranty  Bank  Building,  Denver 
Bus.  TA.  5-6281  Res.  SK.  7-2365 
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2nd  National  ISA  Biomedical  Sciences 
Instrumentation  Symposium 
Albuquerque,  New  Mexico,  May  4-7,  1964 

The  Instrument  Society  of  America  will  hold 
its  second  National  Biomedical  Sciences  Instru- 
mentation Symposium  at  the  University  of  New 
Mexico,  Albuquerque,  New  Mexico,  on  May  4-7, 
1964. 

The  symposium  theme  will  focus  on  opportuni- 
ties for  developing  significant  new  biomedical  in- 
strumentation. The  program  will  consist  of  tech- 
nical sessions  each  morning  and  afternoon,  Monday 
through  Thursday,  and  a series  of  round-table 
discussions  planned  for  Tuesday  evening.  May  5. 

Individuals  who  wish  to  submit  papers  or  direct 
one  of  the  round-table  discussions  should  contact 
Dr.  P.  F.  Salisbury,  Saint  Joseph  Hospital,  501 
South  Buena  Vista  Street,  Burbank,  California. 


First  Annual  Yuma  County  (Arizona) 
Midwinter  Postgraduate  Seminar 

Stardust  Hotel — Yuma — February  6-7,  1964 
Recent  Advances  in  Diagnosis  and  Management  of 
Hypertension 

Management  of  Cerebrovascular  Insufficiency 
Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland  Clinic 
Hypertension,  Surgical  Management 
Surgical  Diseases  of  the  Great  Vessels 
Ivan  D.  Baronofsky,  M.D.,  San  Diego 
Respiratory  Distress  Syndrome 
Neonatal  Hyperbilirubinemia 

Robert  H.  Usher,  M.D.,  Montreal,  Canada 
The  Traumatic  Abdomen 
CA,  the  Surgeon’s  Dilemma 

Phillip  Thorek,  M.D.,  Chicago 
Registration  fee — $20.00 

For  reservation  or  further  information,  write 
to:  Walter  J.  Anderson,  M.D.,  Dept,  of  Radiology, 
Parkview  Baptist  Hospital,  Yuma,  Arizona. 


Clinical  Electrocardiography — ^University 
Of  Utah  College  of  Medicine 
March  9-13,  1964 

This  course  is  designed  primarily  for  members 
of  the  American  College  of  Physicians  (nonmem- 
bers may  attend  on  special  request)  who  are  al- 
ready familiar  with  basic  electrocardiographic  in- 
terpretations. Electrophysiologic  concepts  will  be 
emphasized  and  extensive  use  of  practical  reading 
sessions  in  small  groups  will  be  employed  in  this 
course.  The  visiting  faculty  includes  Charles  E. 
Kossman,  M.D.,  F.A.C.P.,  Clinical  Professor  of 
Medicine,  New  York  University,  and  Dirk  Durrer, 
M.D.,  Professor  of  Medicine,  Amsterdam. 

Registration  limited  to  50.  Tuition:  $60  ACP 
members,  $80  nonmembers. 


Obstetrics — University  of  Utah 
College  of  Medicine 
March  16-18,  1964 

A seminar  plan  with  informal  interchange  be- 
tween faculty  and  registrants  will  be  used  in  this 
program.  It  will  be  conducted  in  the  pleasant  sur- 
roundings of  a local  ski  resort  in  the  early  spring. 
Visiting  faculty  includes  Ralph  C.  Benson,  M.D., 
Professor  and  Chairman,  Department  of  Obstetrics, 
and  Gynecology,  University  of  Oregon,  Portland, 
and  Kenneth  J.  Ryan,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gynecology, 
Western  Reserve  University,  Cleveland. 

Registration  limited  to  50.  Tuition:  $40. 


American  College  of  Allergists 

American  College  of  Allergists  Graduate  In- 
structional Course  and  Twentieth  Annual  Congress, 
March  1-6,  1964,  The  Americana,  Bal  Harbour, 
Miami  Beach,  Florida.  For  further  information 
write:  John  D.  Gillaspie,  M.D.,  Treasurer,  2141  14th 
Street,  Boulder,  Colorado. 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 


MRS.  GLADYS  ELLIS 
Administrator 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


We  are  your 
local  distributors 
of  Profexray  X-ray  j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 


SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  14  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic, 
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OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 
President:  Vernon  L.  Bolton,  Colorado  Springs. 

President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1965 
Constitntional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John  C. 
Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver,  1965; 
J.  Alan  Shand,  La  Junta,  1966. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr.,  1966; 
District  No.  2 — John  Simon,  Englewood,  1965;  District  No.  3 — 
Harry  C.  Bryan,  Colorado  Springs,  1964;  District  No.  4 — James 
G.  Price,  Brush,  1966;  District  No.  5 — William  S.  Curtis, 
Boulder,  1966;  District  No.  6 — Harvey  M.  Tupper,  Grand 
Junction,  1964;  District  No.  7 — Tullius  W.  Halley,  Durango, 
1964;  District  No.  8 — Herman  W.  Roth,  Monte  Vista,  Chairman, 
1965;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice  Chairman, 
1965. 

Grievance  Committee:  Dwight  C.  Dawson,  Colorado  Springs, 
1964;  Ray  G.  Witham,  Craig,  1964;  Clayton  K.  Mammel,  Denver, 
Assistant  Secretary,  1964;  Mason  M.  Light,  Gunnison,  1964; 
Richard  L.  Davis,  La  Junta,  1964;  Joseph  A.  Leonard,  Lake- 
wood,  Secretary,  1964;  Joel  R.  Husted,  Boulder,  1965;  James 

A.  Henderson,  Englewood,  Assistant  Secretary,  1965;  Robert 
J.  Bliss,  Fort  Collins,  1965;  William  A.  Smedley,  Jr.,  Grand 
Junction,  1965;  H.  Harper  Kerr,  Pueblo,  1965;  Edward  E. 
Tennant,  Sterling,  1965. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1964;  (Alternate,  Gatewood  C. 

Milligan,  Englewood,  Dec.  31,  1964);  I.  E.  Hendryson,  Denver, 
Dec.  31,  1965;  (Alternate,  Robert  E.  McCurdy,  Denver,  Dec.  31, 
1965) ; Harlan  E.  McClure,  Lamar,  Dec.  31,  1965;  (Alternate, 
Walter  M.  Boyd,  Greeley,  Dec.  31,  1965). 

Speaker,  House  of  Delegates:  John  H.  Amesse,  Denver. 

Vice  Speaker,  House  of  Delegates:  Walter  C.  Herold,  Colorado 
Springs. 

Foundation  Advocate:  Bernard  W.  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

COUNCIL  ON  GOVERNMENTAL  RELATIONS:  Robert  G. 
Bosworth,  Denver,  Chairman,  1964;  Frank  E.  Stander,  Pueblo, 
Vice  Chairman,  1965;  Robert  E.  McCurdy,  Denver,  1964;  James 
M.  Perkins,  Denver,  1964;  Ward  B.  Studt,  Grand  Junction, 
1964;  Jack  I.  Paap,  Colorado  Springs,  1965;  Roger  G.  Hewlett, 
Golden,  1965;  Phillip  D.  Weaver,  Greeley,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
EMERGENCY  MEDICAL  SERVICE  COMMITTEE:  James  M. 
Perkins,  Denver,  Chairman;  Robert  Collier,  Wheat  Ridge,  Vice 
Chairman;  Cyrus  W.  Partington,  Colorado  Springs;  LeGrand 
Byington,  Robert  M.  duRoy,  Joseph  L.  Kovarik  and  V.  E. 
Wohlauer,  all  of  Denver. 

LEGISLATIVE  COMMITTEE:  Robert  E.  McCurdy,  Denver, 
Chairman;  McKinnie  L.  Phelps,  Denver,  Vice  Chairman;  Harry 
C.  Bryan,  Colorado  Springs;  Samuel  H.  Haigler,  Denver;  John 

B.  Farley,  Pueblo;  others  to  be  appointed. 

MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Denver, 
Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  Sadler,  Fort 
Collins. 

WORKMEN’S  COMPENSATION  AFFAIRS  COMMITTEE: 
Robert  F.  Bell,  Denver,  Chairman;  Harry  R.  Boyd,  Elmer 
M.  Franz,  F.  A.  Garcia  and  Raymond  W.  Hammer,  all  of 
Denver. 

COUNCIL  ON  MEDICAL  SERVICE:  Matthew  L.  Gibson, 
Aurora,  Chairman,  1964;  Kenneth  I.  Macinnes,  Colorado 
Springs,  Vice  Chairman,  1965;  John  H,  Amesse,  Denver,  1964; 
Horace  E.  Campbell,  Denver,  1964;  Leo  J.  Nolan,  Lakewood, 
1964;  Walter  E.  Vest,  Denver,  1965;  Arthur  R.  Olsen,  Fort 
Morgan,  1965;  Robert  Viehe,  Glenwood  Springs,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
AGING  COMMITTEE:  Walter  E.  Vest,  Denver,  Chairman;  Jack 
L.  Baughman,  William  E.  Hay,  Robert  H.  Hughes,  all  of 
Denver;  Robert  D.  Schilling,  Pueblo. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  Thomas  J.  Hurley  and  E.  H.  Vincent,  both 
of  Colorado  Springs;  Charles  D.  Bloomquist,  Denver;  Edward 
E.  Tennant,  Sterling. 


REPRESENTATIVES  TO  THE  BLUE  CROSS  BOARD:  Samuel 
P.  Newman,  Denver:  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  Leo  J.  Flax,  Denver, 
Chairman,  1965;  William  B.  Condon,  Denver,  Vice  Chairman, 
1965;  Robert  B.  Bradshaw,  Alamosa,  1964;  Raymond  C.  Beethe, 
Burlington,  1964;  Kon  Wyatt,  Jr.,  Canon  City,  1964;  Lewis  C. 
Benesh,  Denver,  1964;  F.  A.  Garcia,  Denver,  1964;  Isadore 
Gersh,  Denver,  1964;  Homer  McClintock,  Denver,  1964;  Leroy 
Sides,  Denver,  1964;  Karl  F.  Sunderland,  Denver,  1964;  William 
Wilson,  Denver,  1964;  Leo  W.  Lloyd,  Durango,  1964;  William 
R.  Sisson,  La  Junta,  1964;  John  M.  Kehoe,  Leadville,  1964; 
Byron  Yost,  Longmont,  1964;  George  G.  Balderston,  Montrose, 
1964;  Robert  W.  Ludwick,  Sterling,  1964;  James  Price,  Brush, 
1965;  L.  L.  Hick,  Delta,  1965;  Richard  Herrmann,  Denver,  1965; 
Ivan  E.  Hix,  Jr.,  Denver,  1965;  Herbert  B.  Kennison,  Jr., 
Denver,  1965;  John  McAfee,  Denver,  1965;  H.  U.  Waggener, 
Denver,  1965;  Gatewood  C.  Milligan,  Englewood,  1965;  Harlan 
E.  McClure,  Lamar,  1965;  Wesley  Van  Camp,  Pueblo,  1965; 
Leo  J.  Leonard!,  Salida,  1965;  Lee  Beuchat,  Trinidad,  1965; 
William  A.  Merritt,  Walsenburg,  1965;  William  M.  Martin, 
Aurora,  1966;  Richard  E.  Carlton,  Colorado  Springs,  1966; 
Walter  E.  Herold,  Colorado  Springs,  1966  (John  V.  Ambler, 
Denver,  alternate  for  Dr.  Herold):  Clifford  E.  Parmley,  Cortez, 
1966;  D.  Eugene  Cowan,  Denver,  1966;  Theodore  K.  Gleichman, 
Denver,  1966;  John  L.  Lightburn,  Denver,  1966;  Lex  L.  Penix, 
Denver,  1966;  Lloyd  V.  Shields,  Denver,  1966;  David  J. 
Stephenson,  Denver,  1966;  David  E.  Bates,  Eaton,  1966;  N.  Paul 
Anderson,  Fort  Collins,  1966;  Harlan  B.  Huskey,  Fruita,  1966; 
Edward  E.  Mueller,  Glenwood  Springs,  1966;  John  H.  Dahl, 
Lakewood,  1966;  Robert  D.  Pierce,  Pueblo,  1966;  Vernon  H. 
Price,  Steamboat  Springs,  1966. 

COUNCIL  ON  PROFESSIONAL  RELATIONS:  Carl  W.  Swartz. 
Pueblo,  Chairman,  1964;  William  A.  Liggett,  Denver,  Vice 
Chairman,  1965;  Claude  D.  Bonham,  Denver,  1964;  George  R. 
Buck,  Denver,  1964;  Clare  C.  Wiley,  Longmont,  1964;  Littleton 
J.  Bunch,  Alamosa,  1965;  Robert  B.  Richards,  Fort  Morgan, 
1965;  W.  Kemp  Absher,  Pueblo,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
REPRESENTATIVES  TO  THE  ADULT  EDUCATION  COUN- 
CIL: Lawrence  Brown,  Denver;  Kenneth  C.  Sawyer,  Jr., 
Denver. 

ADVISORY  TO  THE  AUXILIARY:  Bradford  Murphey,  Denver, 
Chairman;  V.  V.  Anderson,  Del  Norte;  J.  Alan  Shand,  La 
Junta. 

ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  C.  William  Vickers,  Colorado  Springs, 
Chairman;  Fordyce  G.  McCabe,  Boulder;  Gerald  H.  Smith, 
Colorado  Springs;  Robert  Redwine,  Pueblo. 

CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver:  Vernon  L.  Bolton,  Colorado  Springs;  Samuel  B. 
Childs,  Denver;  Clyde  E.  Stanfield,  Denver;  Mr.  Donald  Derry, 
Denver. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1965;  Eugene  C.  Penn,  Aurora,  1964;  Thomas  J. 
Kennedy,  Denver,  1964;  Wilbur  Manly,  Denver,  1964;  Elmer 
M.  Franz,  Denver,  1965;  James  Hutchison,  Denver,  1965. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  H.  Calvin  Fisher,  Denver,  1964;  Robert  F.  Dillon,  Colo- 
rado Springs,  1965. 

INSURANCE  COMMITTEE:  Frank  Gorishek,  Denver,  Chair- 
man; William  S.  Curtis,  Boulder;  L.  L.  Hick,  Delta;  George 
R.  Buck,  Denver;  Paul  Stidham,  Grand  Junction. 

COUNCIL  ON  PUBLIC  HEALTH:  Jack  D.  Bartholomew, 
Boulder,  Chairman,  1964;  Leland  M.  Corliss,  Denver,  Vice 
Chairman,  1964;  Lewis  Benesh,  Denver,  1964;  James  A. 
Stapleton,  Denver,  1964;  Kenneth  E.  Gloss,  Colorado  Springs, 
1965;  L.  L.  Hick,  Delta,  1965;  Roger  S.  Mitchell,  Denver,  1965; 
John  C.  Straub,  Limon,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
ADDICTIONS  COMMITTEE:  Edward  J.  Delehanty,  Denver, 
Chairman;  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock,  Colorado  Springs;  Ernest  G.  Ceriani,  Kremmllng;  J.  L. 
Rosenbloom,  Pueblo. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  COMMITTEE: 

Ward  L.  Chadwick,  Denver,  Chairman;  Charles  E.  Pennington, 
Colorado  Springs;  Leland  M.  Corliss,  Denver;  Ruth  Gouge, 
Englewood;  Alan  D.  Pierson,  Leadville. 

INDUSTRIAL  HEALTH  AND  REHABILITATION  COMMIT- 
TEE: James  A.  Stapleton,  Denver,  Chairman;  Milton  L. 
Wiggins,  Colorado  Springs;  Irving  Ohr,  Denver;  Charley  J. 
Smyth,  Denver;  Victor  A.  Crumbaker,  Grand  Junction. 
INFECTIOUS  DISEASES  COMMITTEE:  Joseph  B.  McCloskey, 
Denver,  Chairman;  Henry  B.  Strenge,  Boulder;  Maurice  E. 
Snyder,  Colorado  Springs;  Ward  L.  Chadwick,  Denver;  C. 
Henry  Kempe,  Denver;  James  A.  Philpott,  Jr.,  Denver;  Ham 
Jackson,  Fort  Morgan. 

MATERNAL  AND  CHILD  HEALTH  COMMITTEE:  Walter  J. 
Grund,  Littleton,  Chairman;  John  A.  Lichty,  Denver;  George 
W.  Horst,  Glenwood  Springs:  Marcia  Curry,  Littleton;  Dcmald 
W.  Schiff,  Littleton. 
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MENTAL  HEALTH  COMMITTEE:  Edward  G.  Billings,  Denver, 
Chairman:  E.  James  Brady,  Colorado  Springs;  Richard  L. 
Conde,  Colorado  Springs;  V.  V.  Anderson,  Del  Norte;  Edward 
J.  Delehanty,  Denver;  Alan  M.  Kraft,  Fort  Logan. 
PULMONARY  DISEASE  COMMITTEE:  Roger  S.  Mitchell, 
Denver,  Chairman;  Lorence  T.  Kircher,  Colorado  Springs: 
Edward  Donovan,  Denver;  Leroy  Elrick,  Denver;  John  Zarit, 
Denver. 

RURAL  HEALTH  COMMITTEE:  Monroe  R.  Tyler  and  V.  E. 
Wohlauer  of  Denver,  Co-Chairmen;  Henry  P.  Thode,  Jr., 
Fort  Collins;  Richard  B.  Saunders,  Grand  Junction;  Mason  M. 
Light,  Gunnison;  Doris  Benes,  Haxtun;  Ernest  G.  Ceriani, 
Kremmling;  Elmer  L.  Morgan,  Rocky  Ford;  Vernon  Price, 
Steamboat  Springs. 

WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  L.  Joseph  Butterfield,  Denver,  Chairman;  David 
B.  Roos,  Aurora;  Howard  A.  Bronson,  Stuart  G.  Dunlop,  Ph.D., 
Herbert  Rothenberg,  James  A.  Stapleton,  Giles  Toll,  all  of 
Denver;  Birger  E.  Peterson,  Longmont. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Myron  C.  Waddell, 
Denver,  Chairman,  1965;  Albert  Kukral,  Denver,  Vice  Chair- 
man, 1964;  Gilbert  Balkin,  Denver,  1964;  George  Horner, 
Denver,  1964;  Robert  N.  Humphrey,  Fort  Collins,  1964;  John 
E.  McWilliams,  Colorado  Springs,  1965;  Joseph  S.  Pollard, 
Colorado  Sprmgs,  1965;  Marvin  Johnson,  Denver,  1965. 

COMMITTEES  OF  THE  COUNCIL— 

AMA-ERF  COMMITTEE:  Samuel  H.  Brown,  Colorado  Springs, 
Chairman;  Frank  McGlone,  Kenneth  C.  Sawyer,  Jr.,  Thad  P. 
Sears,  all  of  Denver;  Patrick  W.  Luter,  Durango. 

CANCER  COMMITTEE;  N.  Paul  Isbell,  Denver,  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog,  R.  Neil  Chisholm,  B.  T. 
Daniels,  Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines, 
Alexis  E.  Lubchenco,  R.  G.  Mitcheltree,  Kenneth  C.  Sawyer, 
all  of  Denver;  Lanning  E.  Likes,  Lamar. 

MEDICAL  EDUCATION  AND  HOSPITALS:  Myron  C.  Waddell, 
Denver,  Chairman;  L.  E.  Maurer,  Boulder;  William  M.  Covode, 
Robert  Hawley,  Joseph  H.  Holmes,  Freeman  Longwell,  all  of 
Denver:  James  D.  Hites,  Dolores. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Victor  A.  Crumbaker, 
Grand  Junction,  1964;  Frank  Gorishek,  Denver,  1965;  Kenneth 
A.  Platt,  Westminster,  1966;  Eugene  B.  Ley,  Pueblo,  1968. 
PROGRAM  COMMITTEE,  1964  MIDWINTER  CLINICAL  SES- 
SION: Albert  J.  Kukral,  Denver,  Chairman;  others  to  be 
appointed. 


PROGRAM  COMMITTEE,  1964  ANNUAL  SESSION:  Joseph  S. 
Pollard,  Colorado  Springs,  Chairman;  others  to  be  appointed. 

BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Vernon  L.  Bolton,  Colorado 
Springs,  Chairman;  Samuel  B.  Childs,  Denver:  Harold  D. 
Palmer,  Denver;  Howard  T.  Robertson,  Denver;  J.  Robert 
Spencer,  Denver. 

FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Vernon  L.  Bolton,  Colorado  Springs;  William  A.  Day,  Colorado 
Springs:  Samuel  B.  Childs,  Denver. 

BUILDING  MANAGEMENT  COMMITTEE:  J.  Robert  Spencer, 
Denver,  Chairman;  Harold  D.  Palmer,  Denver;  Howard  T. 
Robertson,  Denver. 

COCHEMS  TRUST  FUND:  Vernon  L.  Bolton,  Colorado  Springs; 
Samuel  B.  ChOds,  Denver;  Heman  R.  Bull,  Grand  Junction. 
ORIENTATION  COURSE  COMMITTEE:  Gill  Brehm,  Sterling, 
Chairman:  William  Y.  Takahashi,  Boulder;  Paul  K.  Hamilton, 
Denver;  Carl  H.  McLauthlin,  Denver;  Horace  E.  Thompson, 
Denver;  George  S.  Tyner,  Denver. 

PUBLIC  RELATIONS  COMMITTEE:  Clyde  E.  Stanfield,  Den- 
ver, Chairman;  Marcus  B.  Bond,  Denver;  John  S.  Bouslog, 
Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal;  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver  Office  Telephone  399-1222. 

Montana  Medical  Association 
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President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls 


PICKER  X-RAY,  ROCKY 

MOUNTAIN,  INC 

4925  EAST  38TH  AVE.— TEL.  388-5731 

—DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  MEIrose  5-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  HUnter  5-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

3013  Carolina  N.E.,  255-1288 

Nuclear  Instrumentation 

THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 


OCA  CUSHMAN  wing  newly  opened 
with  improved  facilities  to 
serve  your  patients 


Providing  medicinal  and  surgical  aid 
to  sick  and  crippled  children  of 
the  Rocky  Mountain  Region 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


64 


Rocky  Mountain  Medical  Journal 


Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 

Nevada  State  Medical  Association 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  323-6788. 

New  Mexico  Medical  Society 
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Board  of  Trustees 

President:  C.  Pardue  Bunch,  Artesia. 

President-Elect:  Omar  Legant,  Albuquerque. 

Vice  President:  Robert  P.  Beaudette,  Raton. 
Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  R.  C.  Derbyshire,  Santa  Fe. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Earl  L.  Malone,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 


Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  Scott  M.  Budge,  Chairman,  Logan; 
John  F.  Waldo,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake 
City;  Vincent  L.  Rees,  Salt  Lake  City;  Mr.  Harold  Bowman, 
Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
St.,  Salt  Lake  City;  Tel.  EL  5-7477. 

Wyoming  State  Medical  Society 
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President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Seientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Roeky  Mountain  Medical  Journal:  Arthur  R. 
Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 

Executive  Secretary:  Arthur  R.  Abbey,  P.O.  Box  2266,  Chey- 
enne; Tel.  632-5525. 


YOUR  HOME  . . . YOUR  CAR  . . . YOUR  PERSONAL  BELONGINGS. 

W/iy  not  insure  the  thing 
that  makes  all  these  possible? 

Insure  YOUR  INCOME  to  the  Fullest 

WHY  TAKE  A CHANCE?  MAKE  SURE  YOU'LL  HAVE  A SUBSTITUTE  INCOME 
TO  CARRY  YOU  THROUGH  PERIODS  OF  SICKNESS  OR  INJURY. 

ENROLL  TODAY  IN  YOUR  COLORADO  MEDICAL  SOCIETY 
DISABILITY  INSURANCE  PROGRAM 


Clip  and  Mail  Today!  | 

Mutual 

OF  OMAHA^^P® 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  — OMAHA,  NEBRASKA 

THE  GREATEST  NAME 
IN  HEALTH  INSURANCE 


VINCENT  ANDERSON 
208  Railway  Exchange  Bldg. 

IZl’h  and  Champa  Sts. 

Denver  2,  Colo.  Association  Group  Dept. 

I AM  INTERESTED  IN  LEARNING  MORE  ABOUT  THE 
DISABILITY  INSURANCE  PROGRAM  OF  COLORADO 
MEDICAL  SOCIETY. 

NAME - 

STREET 

CITY ZONE 

STATE 
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WANT  ADS 


WANTED:  Internist  to  replace  only  such  specialist  in 
university  town  of  18,000,  Wyoming.  Long  estab- 
lished six-man  medical  group.  Reply  to  Box  8-5-TF, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-5-TF 


?2.000  GROSS  INCOME  MONTHLY — Unusual  oppor- 
tunity for  general  practitioner  in  well-established 
Denver  location  with  great  potential  for  industrial 
medicine.  Present  physician  changing  location  to  limit 
practice.  Completely  equipped  offices  with  x-ray  and 
laboratory  facilities  available  for  rent  with  remaining 
general  practitioner  sharing  all  personnel  and  mainte- 
nance expense.  Will  offer  most  attractive  rental  terms 
on  percentage  basis  of  gross  practice.  Large  part  of 
already  established  practice  will  be  referred  to  the 
new  physician.  Call  or  write  to  3405  Downing  St., 
Denver  80205.  623-6171.  9-4-TF 


YOUNG  INTERNIST  wanted  to  join  Southwest  Denver 
Medical  Group,  established  in  this  location  for  8 
years.  Must  be  board  eligible.  Contact:  Harold  L. 
Kayser,  M.D.,  1930  South  Federal  Blvd.,  Denver  19, 
Colorado.  Telephone:  934-5591.  9-1-5 


Oculist  Prescription 

Guild  Dispensing 

Service  Exclusively 

Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 

3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 

1801  High  Street,  FL.  5 

-1815 

2465  South  Downing,  SP 

7-2424 

DENVER,  COLORADO 

r 1140  Spruce  Street 

> Boulder,  Colorado 

diowdij^ 

Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark  A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


OFFICES  FOR  RENT — Two  medical  suites  available 
in  established  medical  building  in  southwest  Denver. 
Air  conditioned,  laboratory,  3 examining  rooms,  pri- 
vate office,  large  waiting  room,  and  X-ray  room.  All 
utilities  furnished,  ample  parking.  For  information, 
write  to  2210  So.  Federal  Blvd.,  or  call  935-4689. 

10-4-TF 


OFFICE  SUITE  AVAILABLE  in  established  medical 
building  in  Centennial  Acres  area  (Littleton-Engle- 
wood).  3 examination  rooms.  X-ray,  lab,  private  of- 
fice, large  waiting  room,  ample  parking,  air-condi- 
tioned, background  music,  all  utilities  and  janitorial 
services  provided.  For  further  information,  write  to 
5025  So.  Federal  Blvd.,  or  call  935-4689.  10-5-TF 


PHYSICIAN’S  SUITE— ALBANY,  OREGON.  Ideally 
located  in  this  attractive  and  prosperous  city.  This 
suite  is  available  in  an  established  5-unit  Medical- 
Dental  Building.  Partial  expense  sharing  a possibil- 
ity, if  desired.  Contact:  W.  C.  Roley,  M.D.,  2680 
Greenway  Drive,  N.E.,  Salem,  Oregon.  11-6-3 


ANESTHESIOLOGY — Applications  invited  for  resi- 
dencies in  an  active  and  approved  program  of 
anesthesiology.  Openings  January  and  July  1964. 
Department  of  6 full-time  anesthesiologists.  Eligibil- 
ity for  Illinois  licensure  required.  Beginning  stipend 
$500  monthly.  Contact  Dr.  Wm.  A.  DeWitt,  Department 
of  Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois. 

11-7-3 


NEEDED — Internist,  GP,  Oph,  Peds,  eastern  Montana 
prosperous  ranching,  farming,  oil  producing  city 
9,000,  trade  area  25,000.  New  modern  air  conditioned 
clinic  with  offices  available.  Fully  equipped  hospital 
same  block.  Income  limited  only  by  desire  to  work. 
Glendive  Medical  Center.  Inc.,  Glendive,  Montana. 

1-1-3 


CHIEF,  MEDICAL  SERVICE,  preferably  Board  eli- 
gible, immediate  opening.  Salary  $15,000  per  annum. 
Completely  furnished  house  and  utilities,  value  up  to 
$150.00  per  month.  Included.  Generous  fringe  benefits, 
retirement.  Social  Security,  11  paid  holidays  and  15 
working  days  vacation  annually,  paid  sick  leave. 
Eligibility  California  licensure  required.  Contact: 
Medical  Director,  Tulare -Kings  Counties  Hospital, 
Springville,  California.  1-2-2 


ORTHOPEDIC  SURGEON,  American  Board  certified  or 
eligible,  to  share  service  between  large  State  Hos- 
pital and  Tulare-Kings  Counties  Hospital  with  218 
beds,  including  approved  rehabilitation  center.  Hos- 
pitals separated  by  15  miles  of  excellent  highway. 
Housing  available  in  nearby  Porterville.  California 
license  or  eligibility  required.  Salary  $20,000  per 
annum.  Limited  private  practice  may  be  considered. 
Apply:  Medical  Director,  Tulare-Kings  Counties  Hos- 
pital, Springville,  California.  1-3-2 


RADIOLOGIST  MACR,  NARS,  ARRS.  at  the  present 
in  a busy  solo  practice  interested  in  recreational 
activities,  desires  a part  time  hospital  or  office  ar- 
rangement in  Colorado  or  New  Mexico.  Reply  to  Box 
1-4-1,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  1-4-1 
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The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
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Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


Also : ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  1/gr.  Va  —No.  2/gr.  No.  3/gr.  1 —No.  4 

’Warning— may  be  habit  forming 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


New 


( 


SAUNDIKS  BOOKS 


and 

Editions 


New!  The  1964  CURRENT  THERAPY  VOLUME 


This  just-revised  annual  volume  gives  you  today  s most 
successful  treatments  for  nearly  400  common  diseases 
and  disorders — from  abscess  to  zoster,  from  the  common 
cold  to  alcoholism.  Over  300  eminent  contributors  to 
1964  Current  Therapy  have  sifted  hundreds  of  new 
treatments  and  drugs — discarded  the  outmoded,  re- 
tained those  still  most  effective,  and  added  the  new 
and  more  successful.  These  concise  but  thorough  de- 
scriptions of  treatment  methods  bristle  with  practical 
facts  and  brisk  instructions.  Exact  dosages  are  given 
and  prescriptions  written  out  where  necessary.  This 
year’s  volume  contains  237  articles  in  which  some  sig- 
nificant changes  have  been  made  in  the  treatment 


method.  Here  are  but  a few:  Newer  knowledge  and 
Therapy  of  Chorea — Use  of  Flagyl  in  Therapy  of  Tricho- 
moniasis— Management  of  Transfusion  Reactions  and 
Shock — The  New  Vaccine  for  Prevention  of  Measles — 
Treatment  of  Episodic  Cerebral  Circulatory  Syndrome — 
Streptokinase  and  Fibrinolysin  in  Treatment  of  Stroke — 
Newer  Agents  in  Therapy  of  Bacterial  Pneumonia  — 
Effective  Measures  in  Managing  Hemochromatosis  and 
Hemosiderosis — Improvements  in  Cardiac  Pacemaker — 
Newer  Treatment  of  Salmonella  Infections — Therapy  of 
Neurogenic  Raynaud^ s Syndrome. 

An  Annual  Volume.  Edited  by  Howard  F.  Conn,  M.D.,  with  contri- 
butions from  320  Leading  Authorities.  About  815  pages,  8'  x lOVi^ 
$13.00.  Just  Ready! 


Nev^!  Reuter's  ATLAS  OF 

Here  is  a beautifully  illustrated  and  effective  new  guide 
to  the  urologic  uses  of  the  endoscope.  A highly  informa- 
tive introductory  section  discusses  modern  instruments, 
recent  developments  in  endophotography,  and  other 
technical  advances.  Dr.  Reuter  covers  the  technique  of 
cystoscopy  and  techniques  of  transurethral  diagnosis 
and  surgery.  He  illuminates  the  details  of  transurethral 
prostatic  resection.  Precise  instructions  are  included  for 
handling  the  resectoscope,  and  such  useful  procedures 
as  electrocoagulation  with  the  button  electrode  are 
described.  The  second  half  of  the  book  is  devoted  to  a 
diagnostic  atlas  of  magnificent  endoscopic  views,  most 
reproduced  in  full  color,  and  accompanied  by  a brief 


UROLOGIC  ENDOSCOPY 

legend  giving  the  history  and  symptoms  of  the  patient 
and  the  techniques  of  examination  (angle  of  vision, 
peculiarities  of  lens  and  irrigation,  degree  of  bladder 
distention).  Here  are  but  a few  of  the  many  conditions 
and  anatomical  views  that  are  pictured:  Subacute  follic- 
ular cystitis — Many  varieties  of  bladder  stones — Dome 
of  atonic  bladder — Stricture  of  the  bladder  neck — Sarcoma 
of  the  bladder — Erupting  prostatic  abscess — Many  views 
showing  results  of  transurethral  prostatectomy — adenoma 
of  the  prostate. 

By  H.  J.  Reuter,  M.D.,  Private  Urologic  Hospital,  Stuttgart, 
Germany.  Translated  by  Hubert  G.  W.  Frohmuller,  M.D.,  Fellow 
in  Urology  of  the  Mayo  Clinic,  Rochester,  Minnesota.  114  pages, 
65^"  X 9V2"-,  with  178  figures,  105  in  color.  About  $15.00. 

New — Just  Ready! 


New  (2nd)  Edition!  Bockus'  GASTROENTEROLOGY 


Volume  I published  January,  1963  (Esophagus  and 
Stomach).  Volume  II  Just  Ready  (Intestines, 
Colon  and  Peritoneum).  Volume  III  Ready  Sep- 
tember, 1964  (Liver,  Biliary  Passages,  Gall  Bladder, 
Pancreas).  This  is  the  New  ( Second)  Edition  of  a monu- 
mental work  on  all  known  primary  and  secondary  dis- 
orders of  the  digestive  tract  and  its  appendages.  Each 
disorder  is  discussed  in  a logical  pattern:  causative 
factors,  clincial  features,  diagnostic  aids,  differential 
diagnosis  and  therapy.  Illustrations  are  used  lavishly. 
Many  are  in  vivid  color.  Included  in  the  two  volumes 
now  completed  you’ll  find  new  chapters  on:  Oral  Mani- 
festations of  Internal  Disease;  Tests  Employed  in  the 
Study  of  Esophageal  Function;  Protein -Losing  Gastro- 
enter apathies;  The  Acute  Abdomen;  Peritoneoscopy; 


Lymphangiography;  etc.  You’ll  find  a new  section  of 
endoscopic  views  of  the  esophagus  and  stomach  in 
magnificent  color.  This  revision  incorporates  all  the 
advances  made  in  the  fields  of  cytology,  radiology  and 
biochemistry  as  they  relate  to  gastroenterology.  Newer 
and  more  effective  methods  of  therapy  are  evident 
throughout. 

By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medicine, 
University  of  Pennsylvania  Graduate  School  of  Medicine.  With  con- 
tributions from  31  former  and  present  associates  at  the  University  of 
Pennsylvania  Medical  Schools.  Three  volumes,  totalling  about  3000 
pages,  7"  X 10",  with  about  600  illustrations,  many  in  color.  Volume  I, 
Esophagus  and  Stomach,  958  pages,  298  illustrations.  $25.00.  Published 
January,  1963.  Volume  II,  The  Small  Intestine,  Absorption  and 
Nutrition,  The  Colon,  Peritoneum,  Mesentary  and  Omentum,  Gastroin- 
testinal Parasites,  about  1280  pages,  with  about  200  illustrations- 
About  $28.00.  Just  Ready.  Volume  III,  Liver,  Biliary  Tract  and 
Pancreas,  Secondary  Gastrointestinal  Disorders,  ready  September  1964. 

New  {Second)  Edition! 


W.B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa. 

Please  send  and  bill  me:  []]  Easy  Pay  Plan  ($5  per  month) 

n 1964  Current  Therapy  . . . $13.00  Q Reuter’s  Urologic  Endoscopy  . . . About  $15.00 
Bockus’  Gastroenterology  . . . Q Vol.  One  $25.00.  Q Vol.  Two  About  $28.00.  Q Vol.  Three 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’A'/o) 
and  children  (’AVo),  in  solutions  of  Vs,  ’A  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS  [g 

Stress  Formula  Vitamins  Lederle  ii,nii!!i,i!iB 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg 


Vitamin  Ba  (Riboflavin)  10  mg.  | 

Niacinamide  100  mg.  | 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  Bi 2 Crystalline  4 mcgm.  I 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule  ! j 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies.  Supplied  in  decorative  "re-  ' 
minder”  jars  of  30  and  100;  bottles  of  500.  I 


I LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


When  your  patient  says: 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

H Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsit'e  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 

Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  Z,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628.  1936;  5.  Ras- 
mussen, K.  B.;  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
dost,  F.;  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
lost,  F.  and  Jochum.  K.;  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  8B 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE _____ 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


/or  February,  1964 
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ARTHRALGEN  helps 


ARTHRALGEN® 

Each  tablet  contains’. 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) '25  mg. 


Arthraigen,  a better-tole rated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthraigen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthraigen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide. 250  m 

Acetaminophen. 250  m' 

Ascorbic  acid  (Vitamin  C) ...  25  m 

Prednisone ............................  1 m 


The  basic  Arthraigen  formulation  plus  predn  i 
sone  is  indicated  for  patients  who  require  steroid 
Prednisone  has  three  advantages  over  cortison 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack 
sodium  retention,  (2)  absence  of  increased  pota 
slum  excretion,  and  (3)  the  unlikelihood  of  steroi 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthraigen  and  Arthralgen-PR  are  indicated  I 
the  management  of  rheumatoid  arthritis,  acu  I 


rthritic  joints  from 


;y  arthritis,  rheumatoid  spondylitis,  osteoar- 
is,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
be  used  for  analgesia  in  colds,  flu,  and 
DUS  myalgias. 

iAGE:  One  or  two  tablets  four  times  a day. 
ir  remission  of  symptoms,  dosage  should  be 
jced  to  the  minimum  maintenance  level. 

E EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
I may  rarely  occur.  Symptomsof  hypercorticoid- 
dictate  reduction  of  dosage  of  Arthralgen-PR. 

■CAUTION:  Reduction  in  dosage  of  Arthral- 
-PR  given  overa  long  period  should  be  gradual, 
er  abrupt. 

MTRAINDICATIONS:  Hypersensitivity  to  any 
redient. 

with  any  drug  containing  prednisone,  Arthral- 
i-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

Dilatation  of  the  intestine  may  result  from  in- 
fluences outside  of  and  even  remote  from  the  in- 
testine itself  (Ross  Golden). 

Clinical  data 

A 47-year-old  white  man  had  a partial  gastrec- 
tomy for  an  intractable  duodenal  ulcer.  The 
efferent  loop  remained  closed  after  the  operation 


Fig.  1. 
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as  was  evidenced  by  vomiting  and  persistent 
nausea.  Re-exploration  of  the  patient  resulted  in 
opening  the  edematous  loop  and  an  additional 
anastomosis  was  performed.  The  suspicion  of  hy- 
poproteinemia  producing  edema  of  the  bowel  wall 
seemed  verified  by  the  discovery  of  a total  protein 
of  4.6  mg.  per  100  ml.  with  an  albumin-globulin 
ratio  of  1.1.  Attention  to  the  patient’s  general  con- 
dition resulted  in  clinical  improvement  and  he  was 
discharged. 

About  one  year  later  he  returned  with  symp- 
toms of  partial  intestinal  obstruction.  Again  the 
x-ray  (Fig.  1)  showed  a dilated  efferent  loop  with 
a narrowed  zone  and  retention  of  barium  within 
this  segment  for  24  hours.  Again  he  was  treated 
with  plasma  proteins  and  blood  transfusions  and 
he  improved  considerably. 


The  improvement  lasted  for  two  weeks,  after 
which  recurrent  pain,  nausea  and  vomiting  necessi- 
tated an  exploratory  procedure,  and  an  adhesion 
was  released  at  the  narrowed  point  shown  in  Fig.  1. 

The  patient  has  been  fairly  well  since  then  except 
for  occasional  cramping. 

R 

Epicrisis 

Hypoproteinemia  is  a known  cause  of  wound 
dehiscence,  but  is  usually  not  thought  of  when 
ileus  develops  postoperatively.  It  has  been  well 
documented  by  Golden’  as  a cause  of  secondary 
paralytic  ileus,  though  not  of  a mechanical  ob- 
struction. Golden  also  reminds  us  that  with  the  ^ 

excessive  lise  of  saline  infusions,  edema  can  de- 
velop at  higher  levels  of  blood  protein  than  or- 
dinarily anticipated.  Chest  films  (to  check  for  pul- 
monary edema)  and  protein  studies  of  the  blood 
are  indicated  in  postoperative  ileus. 

REFERENCE 

■Golden,  R.,  Am.  J.  Roent.  and  Rad.  Ther.,  56:55,  1946.  I 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPR0SPAI\l-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


i Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
{I  has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
i may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

t Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained- release 
capsules.  Both  potencies  in  bottles  of  30. 


CMe.805 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


When  you 
prescribe  for 
nasal 

congestion... 


remember 
‘Empirin’ 
Compound 
to  relieve 
common  cold 
discomfort 


l*'‘EMPIRrN’* 
Compound 

$r.  SM/J  - ' *•• 

.i/i  ■ #• 

iM« ■■ 
&attcr«»<is  I « St  <««»»».  «*oi>  i»  ». 

w t hotta, »»  .of  6*01*  *«>» 

a«"(«  4 to  f*  ytort.  m otfott  How.  M 

.,  rwt/n  o«d  ^ 

uA^r 

nNj.rflcin©*  9«t  of  »•<»*■■ 

SUflftOUOHS  W£ltCOM€  4 CO. 

® iU.5>to}  Ufcft.,  Totfroiw*.  N.^ 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  1/gr.  Va-  —No.  2/gr.  Vi  —No.  3/gr.  1 —No.  4 
*Warning— may  be  habit  forming 
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CAMBRIDGE 


BAirtRy  OPfRATED  PODTADir  r|p/.Tn/* 

tUCTROCARDlOGRAPH 


CA— INSTRUMENT  COMPANY 

Crqyb»r  Building,  420  L - '•'^"•rAlyT^ 

* RIECTRocarpioGra”-^ 


The  ever-increasing  use  of  the  portable  electrocardiograph  has  logically  led  to 
a demand  for  an  instrument  that  can  be  used  anywhere,  anytime,  independent 
of  line  current.  The  newly  developed  “TRANS-SCRIBE”  requires  no  ground 
wire  and  is  not  affected  by  external  AC  interference  because  it  is  completely 
battery-operated.  It  is  designed  to  give  the  high  accuracy  and  dependable 
records  which  have  been  associated  with  Cambridge  electrocardiographs  for 
over  forty  years. 


Geo.  Berbert  & Sons,  Inc. 


1717  Logan  Street  DENVER,  COLORADO  80203 


Telephone  255-0408 


1903-1964  OUf'  61  it 


unmuef'. 


for  February,  1964 
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“Upon  arising,  nose  was  open”  . . or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Exterii:abs*— how  would  your  patients  describe  it?/ In 
Siiiusius,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane*^  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

• CLINICAL  REPO''  ON  iLb.  MEDICAL  DEPT.,  A. H.  ROBINS  CO.,  INC. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasa! 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  Ir  high  dos- 
ages, occasional  drowsi  less 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 

CSO-9193 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound 

carisoprodol  200  mg.,  acetoplienetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodoi  200  mg.,  acetoplienetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABORATORIES  J Cranbury,  N.J. 


Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yet  they  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 


AGE  OF 

SINGLE 

YOU  SAVE 

SINGLE 

YOU  SAVE 

INSURED 

(NEAREST 

PREMIUM 

$25,000 

WITH 

PREMIUM 

$100,000 

WITH 

BIRTHDAY) 

POLICY 

HBA 

POLICY 

HBA 

HBA 

35 

$10,171.25 

1 

$40,595.00 

1 

50 

$14,029.75 

$56,029.00 

Company  “N” 

35 

$14,763.50 

$4,592.25 

$59,054.00 

$18,459.00 

50 

$18,502.50 

$4,472.75 

$74,010.00 

$17,981.00 

Company  “M” 

35 

$14,198.59 

$4,027.25 

$56,794.00 

$16,199.00 

50 

$17,788.25 

$3,758.50 

$71,153.00 

$15,124.00 

Company  “NY" 

35 

$13,730.75 

$3,559.50 

$54,923.00 

$14,328.00 

50 

$17,466.75 

$3,437.00 

$69,867.00 

$13,838.00 

Comnanv  “P” 

35 

$13,507.00 

$3,335.75 

$54,028.00 

$13,433.00 

1 l^dl  ly  Imm 

SO 

$17,482.25 

$3,452.50 

$69,929.00 

$13,900.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of 'the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 


Yes,  Doctor,  there  IS  a difference  in  life  insurance. 
If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PEOPLE  EXPECT  MORE  FROM 


DENVER: 

2785  N.  Speer  Blvd.— 433-6376 

ALBUQUERQUE: 

301  Graceland  S.E.— 268-7988 

SALT  LAKE  CITY: 

455  East  Second  South — 328-8651 


AND  THEY  GET  IT.  TOO! 


HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee* and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  24f 

This  patient  was  a 24-year-old  para  VI,  gravida 
VII,  whose  past  obstetrical  history  had  been  nega- 
tive, all  six  children  being  full-term,  uncompli- 
cated gestations  and  deliveries.  She  was  first  seen 
on  Nov.  6,  complaining  of  amenorrhea  of  one 
month’s  duration.  A prostigmine  test  for  preg- 
nancy was  given  with  no  stimulation  of  menses. 
The  patient  was  not  seen  again  until  Jan.  3,  when 
she  came  in  complaining  of  mid-epigastric  pain 
with  tenderness.  Physical  findings  apparently  were 
negative,  and  the  patient  was  placed  on  anti- 
cholinergics and  sedation.  On  Jan.  5,  the  patient 
had  a severe  exacerbation  of  pain  in  the  abdomen, 
localizing  in  the  RLQ  and  right  costo-vertebral 
angle.  She  was  hospitalized  for  study  at  this  time. 
Examination  revealed  a slightly  enlarged  uterus 
with  marked  tenderness  throughout  the  pelvis  and 
marked  right  kidney  tenderness.  The  patient  was 
febrile  and  urinalysis  revealed  pyuria.  A diagnosis 
of  pyelitis  was  made  and  confirmed  by  a con- 
sultant, although  the  diagnosis  of  ectopic  preg- 
nancy was  also  entertained  at  this  time.  The  pa- 
tient responded  well  to  antibiotics  and  left  the 
hospital  on  Jan.  7,  relieved  of  her  symptoms.  She 
was  followed  at  home  and  in  the  office  and  ap- 
parently was  doing  well.  On  Jan.  23,  while  at- 
tending a basketball  game,  she  suddenly  collapsed. 
She  was  rushed  to  the  hospital,  which  was  some 
22  miles  distant  from  the  basketball  game,  in  shock 
and  was  pronounced  dead  on  arrival  at  the  hos- 
pital. Death  was  due  to  a ruptured  ectopic  preg- 
nancy, with  resultant  hemorrhage  and  shock. 

Comment 

The  committee  classified  this  as  a direct  ob- 
stetric death  and  further  classified  it  as  prevent- 
able. The  committee  felt  that  due  to  the  fact  that 
a diagnosis  of  ectopic  pregnancy  was  suspected  in 
this  case,  the  patient  should  have  had  closer  ob- 
servation and  should  have  been  advised  to  stay 
at  home  and  to  avoid  undue  activity.  Although  it 
is  not  uncommon  to  observe  patients  with  a sus- 
pected diagnosis  of  ectopic  pregnancy,  the  patient 
should  be  kept  under  close  supervision,  and  fully 
informed  as  to  the  possible  major  consequences  of 
the  suspected  condition.  Activity  should  be  re- 
stricted and  the  patient  should  be  instructed  to 
remain  within  reach  of  medical  care  at  all  times. 


Case  25f 

This  patient  was  a 31-year-old,  para  VI,  gravida 
VII,  who  was  pronounced  dead  on  arrival  at  the 
hospital.  Nothing  was  known  of  her  past  history 
or  her  previous  pregnancies  and  deliveries.  The 
patient  was  apparently  pregnant  under  20  weeks 
of  gestation.  The  fetus  measured  8 cms.  from 
crown  to  rump. 

On  the  morning  of  Sept.  22,  the  patient  visited 
the  office  of  a criminal  abortionist,  who  introduced 
a foreign  substance  into  the  uterus  consisting  of 
a paste  which  was  inserted  into  the  uterus  with  a 
long,  rigid  cannula  attached  to  an  ointment-type 
of  tube.  The  ointment  contained  ichthammol,  ben- 
zocaine,  iodine,  wax  and  fatty  substance.  Follow- 
ing the  insertion  of  the  paste  into  the  uterus,  the 
patient  returned  to  her  home  some  40  miles  distant, 
and  shortly  thereafter  developed  extreme  respira- 
tory difficulty  and  was  brought  to  the  E.R.  of  the 
hospital.  She  was  found  dead  on  arrival. 

There  was  no  autopsy.  The  diagnosis  on  the 
basis  of  gross  findings  was  pulmonary  artery  em- 
bolism, due  to  foreign  material  introduced  into 
the  pregnant  uterus. 

Comment 

The  committee  classified  this  as  a direct  ob- 
stetric death,  obviously  preventable.  The  use  of 
abortifacient  paste  by  criminal  abortionists  is  not 
uncommon,  and  results  in  a relatively  high  mor- 
tality rate  from  pulmonary  embolism.  It  is  not 
known  why  an  autopsy  was  not  performed  in  this 
case  since  it  was  obviously  a coroner’s  case. 


tPrevious  cases  reported  in  May,  September,  November,  1960; 
May,  November,  1961;  June,  December,  1962;  February,  April, 
May,  July,  August  and  September  1963. 

The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Ben  C.  Williams,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  John  Zelenik, 
Leo  J.  Nolan,  L.  W.  Roessing,  Gerard  W.  del  Junco,  E.  N. 
Akers,  Claude  D.  Bonham,  Maxwell  A.  Abelman,  all  of 
Denver:  Harold  L.  Dyer,  Colorado  Springs;  James  W. 
McBurney,  Pueblo;  Sidney  Anderson,  Alamosa;  Ronald  E. 
Harrington,  Boulder;  Richard  R.  Hansen,  Ft.  Collins;  Bruce 
M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft.  Morgan;  Doulgas 
O.  Kern,  Greeley;  Sam  E.  Callaway,  Durango:  James  D. 
Hites,  Dolores:  Walter  Grund,  Littleton. 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


/i 


a 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of 


There’s  nothing 
like  a vacation’" 
for  relaxing  stress-induced 
smooth  muscle  spasm 


Side  Effects:  No  serious  toxic  reactions  are  to  be  expected. 
Dryness  of  the  mouth,  blurred  vision,  difficult  urination,  and  flush- 
ing and  dryness  of  the  s'kin  may  occur  with  excessive  and  pro- 
longed dosage.  Precautions:  Use  with  care  in  incipient  glaucoma 
or  urinary  bladder  neck  obstruction.  Contraindicated  in  acute 
glaucoma,  advanced  hepatic  or  renat  disease,  or  idiosyncrasy  to 
any  component. 


In  each  Tablet,  Capsule  In  each  Prescribed  by 

or  5 cc.  Elixir  Extentab  more  physicians 

0.1037  mg hyoscyamine  sulfate  . 0.3111  mg.  than  any  other 

0.0194  mg atropine  sulfate 0.0582  mg.  gntispasmodic 

0.0065  mg hyoscine  hydrobromide  0.0195  mg.  nwe^r 

16.2  mg.  (34  gr.)  phenobarbital (%  gr.)  48.6  mg.  , ® 

(Warning:  May  be  habit  forming)  uiniuii  uuses. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

'This  one  at  Big  Basin,  California 


Am-: 


am  is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


pTOVOCattVC  paifly  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 


TCSldual  paiTlj  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


S6V6TC  paitly  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

CfyiOtlOTially  U^^vavatcd  paiTly  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 


In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAL 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAL-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin 400  mg.  Phenacetin  {IVz  gr.)....97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (1*A  gr.) 81  mg.  Phenobarbital  (Vs  gr.)....8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 

- a two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
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THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POLISH. 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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-Alssassination  of  the  President,  adjourn- 
ment of  Congress,  and  holiday  lackadaisical- 
ness diverted  the  spotlight  from  great  na- 
tional and  international  issues.  However, 
return  to  normal  status  quo  brings  with  it 
a survey  of  events  and  ac- 
tions pending  and  proposed. 
Among  them,  what  about 
the  Administration’s  medi- 
cal care  program? 

Sessions  upon  medical  care  for  the  aged 
began  in  November  but  were  postponed  until 
January  after  the  assassination.  Loyal  to  his 
predecessor.  President  Johnson  proposed  “ef- 
fective action”  and  will  probably  pursue 
Kennedy’s  program  as  an  issue  of  top  priority 
during  1964.  We  have  noted  that  six  Repub- 
lican senators  propose  legislation  to  provide 
health  care  for  the  aged  through  both  Social 
Security  and  general  Government  funds.  It 
would  combine  private  and  public  health 
benefits,  said  to  be  based  upon  earlier  recom- 
mendations by  the  National  Committee  on 
Health  Care.  Apparently  hospital,  nursing, 
and  home  care  would  be  provided  for  citizens 
65  and  over  through  Social  Security  or  from 
general  funds  for  those  not  thus  covered. 
Health  insurance  companies  would  enter  the 
picture  by  offering  low-cost  non-profit  insur- 
ance. Just  how  this  would  be  integrated  with 
the  government’s  plan — and  whether  it  would 
supplement  or  replace  it — is  not  clear  at  this 
writing.  There  would  obviously  be  difficul- 
ties with  anti-trust  laws. 

Since  the  Kennedy  Administration’s  plan 
would  have  ignored  private  health  insurance 
projects  and  would  not  provide  coverage  for 
the  aged  not  covered  by  Social  Security,  the 
new  proposed  legislation  appears  to  be  a com- 
promise— if  the  Kerr-Mills  plan  fails  to  catch 


Status  of 
Medicare 
Legislation 


on  as  a democratic  and  comparatively  eco- 
nominal  project  among  those  states  which 
are  not  yet  taking  advantage  of  it.  Deference 
to  the  late  President  and  political  expediency 
will  bear  weight  for  a long  time.  However, 
modification  of  the  King-Anderson  plan,  in- 
clusion of  aged  people  not  on  Social  Security, 
and  wider  distribution  of  financial  responsi- 
bility will  attract  support  previously  negative 
or  undecided.  New  modified  proposed  legisla- 
tion adds  to  our  hope  that  the  Social  Security 
oriented  plans  will  fail  and  the  notorious 
“entering  wedge”  of  the  welfare  state  will  not 
survive,  as  such,  in  America! 


B, 


u 

^LUE  Shield  holds  in  the  palm  of  its  hand 
the  survival  of  professional  freedom  in  this 
country.”  So  declared  Dr.  Norman  A.  Welch 
in  a recent  address,  and  there  are  few 
thoughtful  students  of  the  medico-economic 
scene  who  would  dis- 
agree with  him.  Dr. 
Welch  is  a former  Chair- 
man of  the  Board  of  the 
National  Association  of 
Blue  Shield  Plans  and  now  is  Speaker  of  the 
American  Medical  Association  House  of  Dele- 
gates.* 


In  the  Palm 
Of  Your  Hand 


If  the  survival  of  professional  freedom  de- 
pends on  Blue  Shield,  it  is  equally  true  that 
the  survival  of  Blue  Shield  depends  on  the 
medical  profession  — on  our  willingness  to 
face  the  facts  of  life  and  to  support  realistic 
solutions  for  the  problems  we  confront. 

A good  Blue  Shield  program — one  that  our 


*On  June  20,  1963,  Dr.  Welch  was  elected  President-elect  of 
the  American  Medical  Association  at  the  Association’s  Annual 
Meeting  in  Atlantic  City. 
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patients  will  not  only  accept  but  defend — 
provides  for  lower  and  middle  income  fami- 
lies an  assurance  of  fully  prepaid  service 
benefits  for  a broad  spectrum  of  professional 
services.  Mere  cash  indemnity  benefits — un- 
related to  the  fair  value  of  needed  profes- 
sional services — are  not  enough.  If  medicine 
had  not  embraced  the  principle  of  depend- 
able service  benefits  in  most  Blue  Shield  pro- 
grams, the  voluntary  medical  prepayment 
program  would  have  died  aborning,  and  we 
would  be  operating  under  a state-dominated 
plan  of  medical  care  today. 

But  not  all  Blue  Shield  programs  are  good 
programs.  And  where  Blue  Shield  is  less  than 
the  best,  we  physicians  are  denied  the  oppor- 
tunity of  making  our  optimum  contribution 
to  the  survival  of  professional  freedom. 

Fortunately  for  us — and  the  American 
people — Blue  Shield  is  on  the  march. — South 
Dakota  Journal  of  Medicine  and  Pharmacy. 


W.  „ a .edica.  spea.e.  .e- 

mark  that  in  his  opinion  the  optimum  capac- 
ity for  a general  hospital  is  about  500  beds. 
He  did  not  offer  the  details  of  the  analysis 
which  led  him  to  this  conclusion.  His  remarks 

provoked  some  re- 

How  Large  Should  ™ 

. and  brought  us  to  a 

A Hospital  Be.  dissenting  opinion. 

It  may  be  worth 
while  for  members  of  our  profession  to  pon- 
der this  problem  because  thinking  about  it 
could  tend  to  clarify  hospital  organization, 
administration,  and  clinical  performance. 

The  question  of  hospital  size  settles  itself 
more  or  less  automatically  in  smaller  com- 
munities but,  given  a larger  city,  should  2,000 
beds  be  provided  as  two  institutions,  four, 
or  perhaps  eight?  Apart  from  the  considera- 
tion of  geographic  convenience,  which  is 
worthy  of  some  respect,  our  personal  prefer- 
ence is  for  the  smallest  institution  which  can 
offer  first-rate  facilities  and  a properly  diver- 
sified, highly  qualified  staff. 

A good  general  hospital  must  obviously 
be  large  enough  to  justify  a thoroughly  mod- 
ern surgical  suite,  a first-rate  pathology  de- 


partment with  adequate  blood-bank,  as  well 
as  an  up-to-date  center  for  radiologic  diag- 
nosis and  therapy.  Our  own  opinion  is  that 
200  to  300  beds  can  justify  and  support  top- 
flight equipment  and  personnel  for  these  de- 
partmental activities. 

Excellent  medical  service  differs  enor- 
mously in  its  production  problems  from  those 
of  a factory  designed  to  spew  out  huge  quan- 
tities of  electric  light  bulbs  or  bags  of  sugar. 
Evaluation  of  symptoms  and  clinical  findings, 
as  influenced  by  the  infinite  variety  of  human 
inheritance  and  personality,  calls  for  a sub- 
tlety of  insight  and  a diversity  of  resource 
which  thrive  best  where  staff  members  know 
each  other  intimately  and  have  frequent  in- 
formal contact.  Regarding  management,  the 
difficulty  in  a huge  institution  is  apparent 
from  the  fact  that  there  are  big  general  hos- 
pitals where  a staff  member  can  walk  the 
wards  and  corridors  for  weeks  without  meet- 
ing the  administrator.  In  such  circumstances, 
inefficiency  and  minor  derelictions  go  uncor- 
rected. They  multiply  like  weeds  in  an  un- 
tended garden  because  of  the  remoteness  and 
detachment  of  those  who  must  be  sought  out 
for  remedial  action. 

The  defects  which  make  it  easy  for  bigness 
to  detract  from  quality  of  performance  can 
probably  be  counteracted  by  the  expedient 
of  dividing  the  huge  hospital  into  semi-inde- 
pendent units,  preferably  in  separate  build- 
ings. Well  adapted  to  this  segregation  are 
obstetrics-gynecology,  pediatrics,  and  psychi- 
atry. Such  hospital  units  might  find  it  feasible 
to  acquire  the  desired  qualities  of  cohesive- 
ness and  manageability  while  partaking  of 
any  economies  that  hugeness  may  permit. 

Personally,  however,  we  cling  to  the  be- 
lief that  the  ideal  hospital  is  a complete, 
diversified  plant  with  200  to  300  beds,  ade- 
quately equipped  and  staffed  to  study  and 
treat  the  gamut  of  human  ailments.  As  a 
community  grows,  we  believe  an  increasing 
number  of  such  institutions,  strategically 
scattered,  will  be  more  likely  to  provide  ideal 
medical,  surgical,  and  obstetric  service  than 
can  be  offered  by  sprawling  institutional 
monsters  with  a thousand  beds  or  more. 

R.  P.  Middleton,  M.D. 

(Editor  for  Utah,  R.M.M.J.) 
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Menstrual  aberrations  and 
their  relation  to  cancer* 

James  C.  Doyle,  M.D.,  Beverly  Hills,  California 


There  is  definite  urgency  to 
mpon  the  public  that  excessh 
Wbmdmg  needs  investigation 

The  American  Cancer  Society  and  other 
groups  are  making  the  public  increasingly 
aware  that  unexplained  bleeding  is  a sign  of 
possible  cancer  and  must  be  investigated. 
Nevertheless,  for  women  over  40,  there  is  an 
all  too  obvious  explanation  for  abnormal 
vaginal  bleeding.  Both  those  who  are  aware 
of  the  danger  of  cancer  and  those  who  are 
less  alert  tend  to  look  on  any  change  in  the 
bleeding  pattern  as  a normal  symptom  of  the 
menopause.  At  the  market,  at  a club  meeting, 
or  talking  over  the  backyard  fence,  women 
reassure  one  another  with,  “Pay  no  attention 
— it’s  to  be  expected  at  your  time  of  life,”  or 
“You’re  just  going  through  the  menopause.” 
And  many  will  say  with  great  authority,  “My 
mother  (or  grandmother)  did  the  same.” 

There  is  urgent  need,  therefore,  to  en- 
lighten women  in  general  as  to  the  normal 
as  well  as  the  abnormal  aspects  of  vaginal 
bleeding.  Because  of  the  especially  high  fre- 
quency of  cancer  in  women  who  bleed  after 
the  menopause,  it  is  absolutely  necessary  that 
such  symptoms  be  surgically , evaluated  — 
through  curettage  and/or  cervical  biopsy. 

In  creating  an  informed  awareness  with- 
out causing  undue  alarm,  perhaps  the  first 
step  is  to  establish  some  definitions,  bearing 
in  mind  that  a definition  is  a border,  a limit 

•Presented  at  the  Seventeenth  Annual  Rocky  Mountain  Cancer 
Conference,  Denver,  July  12  and  13,  1963.  The  author  is  Presi- 
dent-elect, California  Medical  Association,  and  formerly  As- 
sistant Clinical  Professor  of  Gynecology,  U.S.C.  Medical 
School.  He  is  Attending  Gynecologist  at  St.  John’s  Hospital 
and  Santa  Monica  Hospital,  Santa  Monica,  and  St.  Joseph 
Hospital,  Burbank. 


within  which  is  reasonable  security,  but  be- 
yond which  investigation  and  action  are  re- 
quired. To  this  end,  the  present  study  has 
attempted  to  correlate  histories  of  abnormal 
menstrual  patterns  with  the  frequency  of 
lesions  pathologically  diagnosed  in  the  same 
patients. 

The  term  vaginal  bleeding  without  classi- 
fication as  to  amount,  duration  or  periodicity 
is  valueless,  and  a record  which  does  not 
show  such  data  is  incomplete.  Normal  men- 
struation is  considered  by  some  to  include 
anovulatory,  that  is,  incomplete  periods  of 
bleeding,  but  most  regard  the  normal  cycle 
as  bleeding  from  secretory  endometrium  for 
three  to  seven  days  and  at  intervals  of  ap- 
proximately 28  days.  Fluhmann’^  reported 
that  most  patients  he  studied  had  cycles 
ranging  from  18  to  42  days.  Although  the 
duration  of  flow  varies  greatly  among  wom- 
en, it  is  generally  constant  in  each  case;  thus 
any  change  in  duration  may  signify  a patho- 
logic condition.  Menorrhagia  or  hypermenor- 
rhea  refers  to  increase  in  amount  or  duration 
of  menstrual  flow,  whereas  metrorrhagia  des- 
ignates vaginal  bleeding  at  a time  other  than 
the  regular  period,  in  any  amount  from  stain- 
ing to  frank  bleeding.  Not  uncommon  is 
meno-metrorrhagia  in  which  excessive  or 
prolonged  menstrual  periods  alternate  with 
spotting  or  actual  bleeding  at  other  times. 
The  term  irregular  menses  should  be  applied 
only  to  cyclic  bleeding  with  irregular  inter- 
vals and  not  irregularities  in  the  duration  or 
amount  of  flow.^ 

The  case  material  here  analyzed  is  part  of 
a collection  of  over  7,000  consecutive  hyster- 
ectomies performed  in  41  California  hospitals 
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in  1948.  From  the  records  of  the  last  12  hos- 
pitals to  submit  data,  1,002  cases  were  select- 
ed in  which  the  patients  were  over  40  years 
old  and  had  menstrual  aberrations.  This  se- 
lected (100  per  cent)  group  are  compared 
with  3,961  cases  of  patients  with  the  same  age 
distribution,  only  74  per  cent  of  whom  had 
abnormal  menstruation.  Statistics  on  the 
comparative  (74  per  cent)  group  were  ob- 
tained from  a previous  study  of  some  6,200 
cases  in  the  35  private  hospitals  that  cooper- 
ated in  the  survey. 

Among  the  women  in  their  forties,  several 
significant  lesions  were  more  frequent  in  the 
selected,  100  per  cent  group  than  in  the  com- 
parative group  whose  incidence  of  menstrual 
abnormalities  was,  at  this  age,  77  per  cent. 
The  frequency  of  fundal  polyp,  for  example, 
was  greater  by  more  than  half — 16  per  cent 
against  10.  More  to  our  concern,  malignant 
lesions  of  the  fundus  occurred  in  1 per  cent 
of  the  selected  group  against  0.7  in  the  com- 
parative, and  cancer  of  the  cervix  in  1.7  per 
cent  against  1.2 — increases  it  is  worth  re- 
peating, associated  in  these  younger  women 
with  an  increase  of  less  than  a third  in  the 
frequency  of  menstrual  abnormalities. 

Among  women  over  50,  the  contrast  is 
more  striking.  Chart  1 shows  the  relative 
frequency  of  each  lesion  in  the  three  groups. 
The  first  column  concerns  the  comparative 
group,  of  whom,  at  this  age,  63  per  cent  had 
recorded  menstrual  abnormalities  before  hys- 
terectomy. The  second  column  concerns  a 
smaller  sample,  all  of  whom  had  menstrual 
abnormalities.  The  third  column  shows  inci- 
dence in  women  of  all  ages  with  postmeno- 
pausal bleeding.  In  the  selected  (100  per 
cent)  group,  malignant  lesions  of  the  uterine 
fundus  were  found  in  20.2  per  cent,  against 
12  per  cent  in  the  comparative  group.  In  those 
with  postmenopausal  bleeding  this  frequency 
was  over  30  per  cent,  and  in  women  in  their 
sixties  it  was  close  to  39  per  cent.  Malignant 
lesions  of  the  cervix,  too,  were  more  frequent 
in  the  100  per  cent  group — 3.9  per  cent  against 
2.8 — and  still  more  frequent— -5.7  per  cent — 
in  those  with  postmenopausal  bleeding.  It 
must  be  remembered  that  these  data  are 
drawn  from  a series  of  hysterectomies,  and 
therefore  reflect  only  a part  of  the  picture. 


Since  cervical  cancer  is  more  often  treated 
with  radiation,  the  true  frequency  of  this 
condition  in  all  comparable  groups  would  be 
greater  than  here  indicated. 


CHART  1 


Relative  frequency  of  lesions  in  menstrual 
aberration  ( over  age  50 ) and  in  post- 
menopausal bleeding  (all  ages) 


The  frequency  of  certain  lesions,  among 
the  thousand  women  with  menstrual  aberra- 
tions, suggests  clinical  considerations  that 
bear  on  the  frequency  of  cancer  and  the 
opportunities  for  detecting  it. 

Cervical  and  fundal  polyps 

Upon  physical  examination  for  postcoital 
or  postmenopausal  bleeding,  the  finding  of 
cervical  polyp  is  reassuring  to  both  physician 
and  patient.  In  only  four  of  26  cases  was 
cervical  polyp  the  only  lesion.  Such  a polyp 
may  be  incidental  to  a fundal  or  cervical 
cancer,  or  to  a submucous  fibroid.  The  fre- 
quency of  cervical  polyps  is  greater  than  this 
hysterectomy  study  indicates,  since  removal 
is  usually  an  office  procedure.  For  example, 
fundal  polyps  outnumbered  cervical  polyps 
six  to  one,  whereas  Newgard  and  Morton,®  in 
a more  general  series,  observed  an  opposite 
ratio,  cervical  polyps  outnumbering  endo- 
metrial polyps  by  nearly  three  to  one. 
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Fundal  polyps  in  this  study  occurred  most 
often  in  patients  in  their  sixties.  Malignant 
change  occurred  only  once,  in  line  with  the 
admittedly  low  malignant  potential  of  this 
lesion.  Diagnosis,  as  a rule,  followed  curet- 
tage, sponge  forceps  exploration  of  cavity, 
and/or  hysterosalpingography.  Here,  too,  co- 
existence with  other  lesions  is  the  rule  rather 
than  the  exception. 

Malignant  fundal  lesions 

The  statistical  significance  of  menstrual 
variations  after  age  40,  and  of  postmenopausal 
bleeding,  has  already  been  discussed.  The 
following  case  history  illustrates  several  per- 
tinent points. 

CASE  REPORT 

A 68-year-old  mother  of  four  was  hospitalized 
for  uterine  prolapse,  cystocele,  rectocele  and  re- 
laxation of  the  urethral  sphincter.  Symptoms  noted 
were  weight  and  bearing  down  in  vagina,  mass 
protruding  from  vagina,  difficulty  in  defecation, 
urinary  frequency  and  loss  of  control.  Overlooked 
was  the  complaint  of  brownish  vaginal  discharge 
of  several  months’  duration.  (Menstruation  had 
ceased  20  years  previously.)  A vaginal  hysterec- 
tomy, anterior-posterior  colporrhaphy  and  Kelly 
stitch  were  done,  but  the  uterus  was  not  studied 
by  curettage  or  other  means.  The  pathologist  found 
adenocarcinoma  grade  1 (Duke’s)  in  one  horn  of 
the  uterus. 

Five  and  one-half  years  later  the  patient  was 
readmitted  to  the  hospital  with  a large  necrotic 
mass  in  the  left  ovary,  12  centimeters  in  diameter. 
Both  ovaries  were  removed  and  the  lesion  was 
found  to  be  metastatic  uterine  adenocarcinoma. 

Recapitulating  the  omissions  in  this  case, 
the  complaint  of  vaginal  bleeding  was  disre- 
garded; curettage  was  not  done,  nor  was  the 
uterus  opened  after  removal,  and  on  the  diag- 
nosis of  cancer  the  ovaries  were  not  removed. 

Fibroid  tumors 

Fibroid  tumors  were  found  in  about  two- 
thirds  of  the  selected  patients,  and  in  two- 
thirds  of  these  cases  other  lesions  were  also 
present.  The  finding  of  fibroid  does  not  nec- 
essarily account  for  bleeding;  a submucous 
myoma  may  be  accepted  as  the  cause  when 
it  is  found,  but  if  the  fibroid  is  subserous 
or  intramural,  the  bleeding  is  more  likely  to 
be  due  to  other  lesions.  Obviously,  many 
patients  with  fibroids  are  unaware  of  their 
existence,  and  in  the  absence  of  symptoms 
or  excessive  growth,  fibroids  smaller  than 


a three-month  pregnancy  may  be  safely  ob- 
served. Presenting  symptoms  of  fibroid 
usually  are  bleeding  or  pressure  on  surround- 
ing viscera.  Pain  is  less  frequent  and  is  due 
to  extrusion  of  a submucous  fibroid  into  the 
cervix,  to  torsion  of  a pedicle,  or  perhaps  to 
degeneration  or  to  concomitant  adenomyosis 
which  in  this  study  occurred  in  133  cases; 
endometriosis  coexisted  in  25. 

The  bleeding,  if  present,  is  usually  menor- 
rhagic  and  may  be  excessive  and  exsanguin- 
ating. If  it  is  continuous,  one  would  expect 
to  find  perhaps  submucous  fibroid  with 
surface  ulceration,  perhaps  endometrial  hy- 
perplasia, polyp,  or  even  sarcomatous  degen- 
eration of  a fibroid,  though  this  is  rare. 
Coexistent  endometrial  cancer  must  not  be 
overlooked,  and  complications  of  pregnancy, 
although  infrequent,  must  be  considered  in 
women  in  their  forties. 

The  fear  of  many  women  that  fibroids 
may  become  malignant  is  not  substantiated 
in  this  study;  there  were  only  two  sarcoma- 
tous degenerations  in  654  fibroids.  In  a pre- 
vious survey  of  3,435  cases  with  fibroids  in 
35  hospitals,  malignant  degeneration  occurred 
in  13 — less  than  four  in  1,000.  Nevertheless, 
the  coexistence  of  fibroids  with  adenocar- 
cinoma of  the  fundus  should  not  be  over- 
looked; this  occurred  in  nine  of  the  654  pa- 
tients, mostly  in  their  sixties.  Seven  fibroids 
underwent  nonmalignant  degeneration. 

The  practical  conclusion  of  these  findings 
is  that  the  decision  for  treatment  of  fibroids 
should  be  made  on  the  basis  of  the  fibroids 
themselves,  and  on  the  patient’s  condition, 
rather  than  from  fear  of  cancer.  If  reproduc- 
tive function  is  to  be  conserved  and  the  fi- 
broids are  not  unduly  troublesome,  myomec- 
tomy may  be  advisable.  The  patient  can  be 
conscientiously  assured  that  this  conserva- 
tive approach  is  safe, 

Adenomyosis 

In  this  study  adenomyosis  was  the  second 
most  frequent  finding,  occurring  in  188  of 
the  thousand-odd  cases.  Three  out  of  four  of 
the  patients  also  had  fibroids.  The  differ- 
entiation between  adenomyosis  and  fibroids 
is  difficult  to  make  except  through  patho- 
logic study,  but  preliminary  curettage  is 
desirable  if  there  is  menstrual  abnormality. 
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Endometrial  hyperplasia 

The  findings  on  endometrial  hyperplasia 
emphasize  an  important  consideration  in  edu- 
cating the  public  to  an  awareness  of  men- 
strual aberrations  as  a symptom  of  cancer. 
Endometrial  hyperplasia  occurred  in  73  pa- 
tients. Perhaps  more  significant,  it  was  the 
only  diagnosis  in  26.  Curettage  in  these  cases 
might  have  ruled  out  the  necessity  for  hys- 
terectomy. Without  treatment,  though,  these 
patients  might  have  gone  for  years  with 
persistent,  irregular  or  excessive  vaginal 
bleeding,  contributing  to  the  popular  notion 
that  such  symptoms  can  be  disregarded  or 
must  be  accepted  as  the  common  lot  of  wom- 
anhood. 

Ovarian  conditions 

Bleeding  is  not  often  the  manifestation 
of  an  ovarian  lesion;  but  when  it  is,  an  ade- 
quate investigation  may  lead  to  a promising 
result,  as  in  the  following  case. 

CASE  2 

A 46-year-old  gravida  III,  para  II  had  pain  in 
the  right  lower  quadrant  of  six  months’  duration. 
Menses  had  been  regular,  28  to  30  days  apart,  of 
10  days’  duration;  the  amount  and  duration  of 
flow  had  increased  in  the  past  six  months.  The 
patient  had  had  no  physical  examination  in  the 
past  three  years. 

In  the  right  adnexal  area  was  a mobile,  rather 
firm  mass  about  10  centimeters  in  diameter.  The 
uterus  was  moderately  enlarged  and  irregular  in 
outline.  The  left  adnexal  area  seemed  clear.  After 
hysterectomy  and  bilateral  salpingo-ovariectomy, 
the  principal  finding  was  papillary  cystadenocar- 
cinoma  of  the  right  ovary,  with  no  surface  metas- 
tases;  left  ovary  normal.  Although  the  prognosis 
in  ovarian  cancer  is  always  guarded,  there  has 
been  no  evidence  of  recurrence  in  14  years. 

Unfortunately,  most  ovarian  lesions  are 
silent.  Symptoms  are  more  often  due  to  se- 
quelae such  as  torsion,  incarceration,  or  ad- 
hesions. Rupture  may  lead  to  bleeding  or 
pain  from  irritation  and  extension  of  the 
neoplasm.  Perhaps  because  the  ovary  is  sub- 
ject to  more  variation,  both  physiologic  and 
pathologic,  than  any  other  organ,  benign  le- 
sions are  not  infrequently  mistaken  for 
malignant  and  vice  versa;  the  gross  appear- 
ance may  mislead  the  pathologist  also.  Large 
numbers  of  ovaries  with  physiologic  varia- 
tions are  still  being  removed.^  Only  rarely, 


though,  can  menstrual  variations  be  attrib- 
uted to  ovarian  influence,  and  the  case  re- 
ported is  no  exception. 

Should  normal  ovaries  be  removed  at  hys- 
terectomy as  a prophylaxis  against  cancer? 
Representative  of  a current  view  is  the  opin- 
ion of  two  leading  Boston  gynecologists®  who 
recently  stated  that  they  were  doing  bilateral 
ovariectomy  routinely,  incidentally  to  pelvic 
surgery,  in  all  patients  in  the  late  thirties 
and  beyond.  Speert®  agrees  with  this  practice 
in  women  over  40;  Novak  % in  women  over 
45;  Morton®,  in  women  over  50. 

Overlooked  until  recently  was  the  con- 
tinuing value  of  ovarian  hormone  in  prevent- 
ing atherosclerosis — today  a major  health 
hazard  in  our  older  population.  By  contrast, 
the  danger  of  ovarian  cancer  following  hys- 
terectomy is  slight  at  worst.  In  30  years  of 
practice,  I have  seen  only  one  ovarian  cancer 
develop  after  hysterectomy.  Setting  an  arbi- 
trary age  for  ovariectomy  is  not  desirable, 
but  if  a line  had  to  be  drawn  I would  avoid 
the  prophylactic  procedure  in  patients  under 
age  50. 

Twelve  years  ago,  I summed  up  the  need 
and  urgency  of  cancer  detection  in  a state- 
ment that  is  equally  pertinent  today.  For 
that  reason  I beg  no  indulgence  in  repeating 
it:  “There  are  few  instances  in  which  haste 
is  actually  essential.  One  should  check  and 
recheck  the  diagnosis  at  intervals,  even  by 
examination  with  the  patient  under  anes- 
thesia, before  deciding  that  surgical  inter- 
vention is  warranted.” 

The  women  of  America  seek  reassurance 
primarily  in  regard  to  cancer,  real  or  imag- 
inary. The  light  of  public  opinion  shines 
brightly  today  on  the  achievements  of  medi- 
cal science.  There  is  particular  interest  in 
gynecologic  operations,  brought  about  by 
the  educational  programs  of  medical  societies 
and  other  organizations,  by  articles  in  the 
press  and  in  women’s  periodicals,  and  by 
radio  and  television  programs.  Our  patients’ 
faith  and  trust  will  be  justified  so  long  as 
we  are  professionally  and  intellectually  hon- 
est with  them  and  ourselves.  It  is  but  a dec- 
ade ago  that  patients  visited  the  physician 
only  as  a last  resort,  and  frequently  in  the 
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terminal  stages  of  disease.  Today  more  and 
more  patients  seek  examination  periodically. 
The  periodic  examination  is  futile  unless  in- 
cipient conditions  are  detected  early  and  the 
proper  therapy  is  recommended  promptly 
when  a correct  diagnosis  has  been  made. 
The  responsibility  to  their  patients  in  this 
regard  is  exceedingly  great  for  both  the  gen- 
eral practitioner  and  the  general  surgeon, 
who  are  consulted  earlier  and  oftener  than 
the  specialist.  • 
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The  Denver  medical  library* 

Past,  present  and  future 

Thad  P.  Sears,  M.D.,  Denver 


Perhaps  it  is  not  generally  known  that 
library  service  is  available  from  the  Denver 
Medical  Library  to  members  of  our  sister 
state  societies  in  this  area.  Here  is  a 
splendid  history  of  the  institution,  which 
physicians  of  our  area  are  fortunate  to 
have.  We  hope  they  will  patronize  it  when 
package  service  is  needed.  Those  who  have 
not  seen  the  Library  and  home  of  the 
Denver  Medical  Society  should  pay  it  a 
visit. 

The  Library  of  the  Denver  Medical  Society 
had  its  origins  in  the  Colorado  Medical  Li- 
brary Association,  an  organization  incorpo- 
rated in  June,  1893.  The  small  number  of 
bound  volumes  and  medical  journals  then 
possessed  by  the  Association  were  assigned 
to  the  care  of  the  newly  formed  Denver  Acad- 
emy of  Medicine  which,  in  November  1909, 
merged  with  the  already  existent  Denver 
County  Medical  Society.  Meantime,  the  Colo- 
rado State  Medical  Society  had  also  estab- 
lished a library  and  placed  it  within  and 
under  the  supervision  of  the  Denver  Medical 

‘Presented  at  the  Colorado  Medical  Society  1963-1964  Planning 
Session,  October  13,  1963,  Denver  Medical  Library.  1601  E. 
19th  Ave.  Dr.  Sears  is  Chairman,  Library  Committee. 


Library.  To  this  was  added,  in  1914,  the  li- 
brary of  the  Denver  Dental  Society  and  later 
the  library  of  the  Colorado  Veterinary  Medi- 
cal Association.  The  conjoined  Denver  Medi- 
cal Society  Library  therefore  represents  all 
of  these  several  groups  and  now  contributes 
library  services  to  all  of  them. 

The  Colorado  Medical  Society  allocates 
$1,800  annually  to  support  of  the  Denver 
Medical  Library.  In  return,  the  Library  pro- 
vides the  same  library  services  to  members 
of  the  State  Society  as  are  provided  to  mem- 
bers of  the  Denver  Medical  Society.  This  in- 
cludes loan  of  books  and  the  preparation  of 
bibliographies  and  references,  all  of  which 
are  mailed  to  members  within  a few  hours 
after  an  application  is  received. 

The  Denver  Medical  Library  now  houses 
50,000  bound  volumes.  It  subscribes  to  600 
medical  magazines.  The  collection  includes 
the  historically  important  Evans  Library  of 
rare  medical  books  valued  at  $150,000.  It 
possesses  a group  of  exceptionally  fine  por- 
traits in  oil  and  a growing  museum  of  old 
instruments  and  the  paraphernalia  of  medi- 
cine. 

The  shelving  is  well  arranged,  the  reading 
room  is  unusually  adequate  and  the  library 
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staff  is  headed  by  a professional  medical  li- 
brarian who  possesses  a masterate  in  library 
science.  In  short,  the  Denver  Medical  Library 
should  be  accepted,  appreciated  and  utilized 
by  physicians  of  Colorado  as  representing 
one  of  the  finest  of  its  kind  in  America,  which 
in  fact  it  is.  What  are  the  problems  that  now 
confront  the  Denver  Medical  Library  and 
by  what  means  do  we  propose  to  solve  them? 

The  most  significant  single  problem  of 
the  Denver  Medical  Library  is  identical  with 
the  problem  faced  by  every  medical  library 
in  America.  Every  medical  library  has  tran- 
sient and  relatively  minor  problems  of  man- 
agement, creation  and  enforcement  of  rules, 
classification  and  indexing  of  publications 
and  storage  and  clearing  of  stacks.  These 
problems  are  routine  and  amenable  to  co- 
operative efforts  of  a well  trained  librarian 
working  with  an  active  and  dedicated  library 
committee.  The  threatening  problem  of  the 
Denver  Medical  Library  and  of  every  medical 
library  today  is  that  its  directors  and  those 
who  give  it  financial  support  may  fail  to 
grasp  the  full  significance  of  developments 
in  medical  science  that  may  properly  be  de- 
scribed as  explosive.  A presently  well  con- 
ducted library,  fully  equipped  and  apparently 
healthy,  can,  under  the  impact  of  present  day 
American  research,  quickly  become  antedat- 
ed and  unproductive.  And  this  can  occur  in- 
sidiously and  unappreciated  unless  the  situa- 
tion is  closely  watched  by  an  alert  and 
knowledgeable  library  staff  backed  by  a fully 
informed  society  membership  that  intends  to 
meet  this  challenge  both  intellectually  and 
financially. 

It  is  easy  to  fall  behind  in  a medical 
environment  that  has  been  invaded  by  math- 
ematics, physics,  nuclear  energy,  intricate 
instrumentation,  and  an  accuracy  of  calibra- 
tions never  before  seen  in  medicine.  The 
profession  will  not  discard  its  wisdom  of  the 
ages  but  it  will  add  to  this  the  gigantic  and 
difficult  advances  of  present  day  medical 
science.  Library  staffs  and  consultant  mem- 
bers of  the  library  committee  must  therefore 
seek  monographs  and  magazine  publications 
with  great  care,  paying  less  attention  to  gen- 
eralized texts  and  preparing  references  and 
bibliographies  with  close  attention  to  these 


developments.  The  supporting  medical  soci- 
ety memberships  must  accept  this  situation 
as  it  is  and  provide  such  financial  aid  as  is 
properly  needed  to  keep  the  library  abreast 
of  the  times. 

This,  I submit,  is  the  major  library  prob- 
lem of  the  moment.  Its  future  can  be  easily 
summarized  in  three  terms — understanding, 
alertness  and  financial  support.  If  these  three 
approaches  are  applied,  the  problem  will  be 
solved.  Secondarily,  for  the  Denver  Medical 
Library,  a plan  for  future  projects  presents 
no  objectives  that  should  be  too  difficult  of 
attainment.  The  ease  with  which  they  can 
be  listed  should  not  detract  from  their  im- 
portance: 

1.  More  help  is  needed  in  the  employed 
library  staff  to  meet  the  rapidly  increasing 
demands  of  membership.  This  need  will  be 
proposed  to  the  Society. 

2.  The  basement  stacks  are  so  filled  with 
antedated  books,  duplicates  and  unclassified 
material  that  the  condition  can  properly  be 
described  as  chaotic.  These  publications  need 
inventory,  classification,  salvage  or  discard, 
to  the  end  that  shelf  space  and  utility  can  be 
restored.  This  can  be  accomplished  only  with 
added  help. 

3.  A careful  inventory  and  classification 
of  the  Evans  collection  should  be  carried  out. 
This  item  will  require  accurate  and  long  con- 
tinued hard  work. 

4.  A cooperative  study  between  the  Den- 
ver Medical  Library  and  the  private  hospital 
libraries  of  the  state  should  be  initiated.  This 
study  would  be  directed  against  the  present 
duplication  of  effort  and  expenditures. 

5.  Efforts  should  be  made  to  improve  na- 
tional interchanges  with  the  Denver  Medical 
Library. 

6.  Historical  items  and  gifts  to  the  Library 
should  be  listed  and  organized. 

7.  The  creation  of  a special  conference 
room  for  interns  and  residents  is  being  con- 
sidered. 

8.  A doctors’  hobby  section  would  increase 
interest  in  the  Library. 

9.  Plans  are  being  formulated  for  the  Li- 
brary part  of  a proposed  ten-year  Denver 
Medical  Society  celebration  to  be  staged  in 
October,  1964.  This  is  to  commemorate  ten 
years  of  occupancy  of  our  present  building. 
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10.  Discussions  of  the  problems  of  long- 
term financing  are  urgently  needed. 

11.  Lastly,  it  is  of  great  importance  that 
we  elaborate  measures  to  stimulate  greater 
interest  in  and  more  usage  of  the  Library. 
These  measures  will  take  the  form  of  a li- 
brary handbook,  more  numerous  published 
abstracts,  listings  and  discussions  of  new  lit- 
erature. We  should  vigorously  indoctrinate 


new  members  in  what  the  Library  offers. 
County  Society  officers  could  give  much 
stimulus  to  these  plans  by  giving  greater 
attention  to  the  needs  of  the  Library  and  its 
usefulness  to  the  physicians  of  Colorado. 

A library  reflects  the  scientific  aspirations 
and  proficiency  of  the  membership.  We 
should  build  with  pride  and  determination 
for  our  future.  • 


Nephroblastoma  in  the  adult* 

Case  report 

William  D.  Hill,  M.D.,  Denver 


Malignant  renal  tumors  account  for  about 
2 per  cent  of  all  adult  cancers.  Of  these,  ade- 
nocarcinomas account  for  75  to  80  per  cent 
of  the  tumors  and  carcinoma  of  the  renal 
pelvis  7 to  10  per  cent.  The  remainder  of 
primary  kidney  cancers  are  composed  of 
Wilms’  tumor  (nephroblastoma,  embryoma, 
adenomyosarcoma,  etc.)  and  rare  differenti- 
ated sarcomas,  i.e.,  fibrosarcoma,  liposarcoma, 
and  leiomyosarcoma.  Wilms’  tumor,  the  renal 
neoplasm  occurring  most  commonly  in  chil- 
dren, is  rare  in  adults,  and  to  1960  only  about 
106  cases  in  adults  have  been  reported  in 
the  literature.  Age  incidence  of  this  tumor 
in  adults  ranges  from  16  to  80  years  with 
the  peak  incidence  from  50  to  60  years. 

Wilms’  tumor  usually  presents  as  a large, 
bulky,  grey-white,  semi-firm  mass  occurring 
in  any  portion  of  the  renal  parenchyma  and 
enclosed  by  a tough  fibrous  capsule.  Where 
there  is  rapid  tumor  growth  the  capsule  may 
be  incomplete.  The  neoplasm  compresses  and 
distorts  adjacent  renal  tissue,  and  areas  of 
hemorrhage  and  necrosis  may  occur  within 
the  tumor.  There  is  eventual  rupture  of  the 
capsule  and  subsequent  spread  to  the  renal 
parenchyma  with  possible  invasion  of  the 
renal  pelvis  or  renal  vein.  When  the  tumor 

•From  the  Department  of  Pathology,  St.  Joseph’s  Hospital, 
Denver.  A list  of  12  references  has  been  deleted  because  of 
space  limitations.  They  will  appear  on  the  author  reprints. 
tTaylor,  R.  A.  R.:  Wilm’s  Tumor,  Brit.  J.  Surg.,  37,  1949-’50. 


spreads  to  the  peri-renal  tissues,  adherence 
to  the  posterior  abdominal  wall,  diaphragm, 
and  adjacent  organs  may  occur.  Metastases 
are  primarily  blood-borne  occurring  general- 
ly after  the  tumor  has  attained  considerable 
size.  The  common  sites  of  metastases  are  the 
lungs  (44  per  cent),  the  liver  (20  per  cent), 
and  bones  (8  per  cent).  Spread  occurs  to 
regional  lymph  nodes  in  8 per  cent  of  cases. 
Metastases  have  also  been  found  in  the  bone 
marrow,  brain,  urinary  bladder,  adrenal 
glands,  subcutaneous  tissue,  pleura,  heart, 
skeletal  muscle,  and  thyroid  gland. 

Histology  of  the  tumor  is  characterized 
by  a diverse  pattern  with  smooth  or  striated 
muscle,  cartilage,  bone,  spindle  cells,  and 
epithelial  cells  arranged  in  rosettes  or  tube- 
like structures  supported  by  a loose,  fine  con- 
nective tissue  stroma.  Glomerular-like  struc- 
tures may  also  be  found.  The  epithelial  com- 
ponent or  the  mesenchymal  tissue  may  tend 
to  be  dominant  in  the  primary  and  secondary 
lesions.  The  metastatic  lesions  may  contain 
both  tissue  types. 

The  natural  course  of  the  disease  and  the 
structure  of  the  tumor  are  similar  in  adults 
and  children.  The  mechanism  that  causes  the 
tumor  to  become  manifest  during  adult  life 
rather  than  during  childhood  is  obscure. 
Genesis  of  the  tumor  is  unknown.  The  most 
prominent  theories  as  listed  by  Taylort  are 
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that  “it  originates;  1.  As  an  embryonic  cellu- 
lar rest.  2.  As  a teratomatous  development 
of  one  or  more  germ  layers.  3.  In  the  region 
of  the  metanephros  proper.  4.  As  a perverted 
growth  of  the  mesenchyme.”  Because  of  the 
rarity  of  nephroblastomas  in  adults,  diagnosis 
is  usually  made  after  nephrectomy. 

The  value  of  cytologic  examination  of  the 
urinary  sediment  as  an  adjunct  to  clinical 
findings  and  radiologic  examination  in  the 
diagnosis  of  nephroblastoma,  as  in  any  renal 
parenchymal  tumor,  is  limited.  Results  of 
several  studies  show  a high  incidence  of  false 
negative  and  false  positive  reports  with  cyto- 
logic examination  of  urinary  sediment  for 
renal  parenchymal  tumors.  In  McDonald’s 
series,  84  urinary  sediments  were  examined 
from  patients  suspected  of  having  renal  neo- 
plasms, 19  of  which  were  called  positive  for 
malignant  cells,  but  six  of  these  were  falsely 
positive.  False  negative  results  were  also 
high.  Hazard,  et  al.,  using  wet  film  prep- 
arations, in  examination  of  ureteral  speci- 
mens from  43  patients,  found  five  positive, 
four  doubtfuls,  and  two  negative  reports  from 
11  of  these  who  had  renal  carcinoma,  and 
two  false  positive  reports  were  obtained  in 
the  32  individuals  who  were  free  of  renal 
tumor.  Harrison  reported  80  per  cent  cyto- 
logic correlation  in  15  patients  with  kidney 
tumors,  with  20  per  cent  false  negative  and 
2.8  per  cent  false  positive  reports.  Foot  re- 
ported a series  of  543  cases  in  which  of  60 
patients  found  to  have  renal  parenchymal 
malignancies,  66.7  per  cent  of  the  sediments 
were  negative  for  malignant  cells,  25  per  cent 
were  suspicious  of  malignancy,  and  8.3  per 
cent  were  positive.  Of  the  483  other  patients 
with  benign  renal  lesions,  1 per  cent  were 
reported  as  showing  malignant  cells  and  6.5 
per  cent  were  suspicious.  Naib  reported  13 
urinary  sediments  positive  for  malignant 
cells,  one  sediment  showing  cells  suggestive 
of  malignancy,  and  two  negative  reports  in 
16  cases  of  surgically  proved  transitional  cell 
carcinomas  of  the  renal  pelvis.  A case  of 
Wilms’  tumor  involving  the  renal  pelvis  was 
missed. 

Several  factors  account  for  high  percent- 
age of  false  positive  and  false  negative  re- 
ports in  cytology  of  the  urinary  tract. 
Changes  of  structure  of  exfoliated  normal 


cells  occur  rapidly  in  urine  and  these  altered 
cells  may  be  mistaken  for  malignant  cells. 
Irritation  or  inflammation  may  cause  modi- 
fications of  structure  resembling  malignancy 
in  transitional  epithelial  cells.  The  observer 
may  not  be  familiar  with  the  spectrum  of 
normal  and  abnormal  histologic  limits.  False 
negative  reports  are  due  to  lack  of  malignant 
cells  in  the  urinary  sediment;  the  tumor  must 
extend  into  the  renal  pelvis  before  malignant 
cells  will  be  present  in  the  urine.  Foot  postu- 
lates that  the  tumor  surface  may  also  be 
periodically  covered  by  a connective  tissue 
barrier  after  invasion  into  the  renal  pelvis 
and  no  cells  may  be  sloughed  until  defects 
occur  in  this  structure.  Since  invasion  of  the 
renal  pelvis  generally  occurs  late  in  most 
parenchymal  tumors,  cytology  is  usually  of 
little  use  in  early  diagnosis  of  these  neo- 
plasms. Malignant  cells  may  be  missed  when 
in  low  concentration  in  the  sample,  and  Foot 
suggests  that  ureteral  urine  specimens  from 
the  involved  side  may  produce  a more  satis- 
factory concentration  of  cells. 

Following  is  the  case  of  an  elderly  adult 
female  with  a Wilms’  tumor,  which  presented 
in  a peculiar  manner,  and  in  which  malig- 
nant cells  were  found  in  cytologic  examina- 
tion of  a urine  specimen. 

CASE  REPORT 

A 7 7 -year-old  white  female  had  a one  year 
history  of  recurrent  right  flank  and  right  upper 
quadrant  dull,  aching  pain.  Two  months  prior  to 
her  admission  to  the  hospital  she  had  an  episode 
of  massive,  painless  hematuria  unassociated  with 
fever.  She  was  conscious  of  a “lump”  in  the  right 
flank;  however,  no  mass  was  palpable.  Intravenous 
pyelograms  on  May  22,  1961,  showed  a grossly 
enlarged  right  renal  pelvis  with  slight  calcifica- 
tion, and  tentative  diagnosis  of  large  non-opaque 
right  renal  pelvic  calculus  was  made.  Retrograde 
pyelograms  on  June  2 were  reported  as  showing 
“apparent  confirmation  of  a huge,  non-opaque 
renal  calculus  in  the  right  renal  pelvis”  (Fig.  1). 
On  June  20  at  cystoscopy  the  bladder  was  found 
normal.  The  right  ureter  was  catheterized  and  a 
normal  drip  of  glossly  clear  urine  was  obtained. 
Cytologic  examination  of  the  sediment  from  this 
urine  showed  bizarre  cells  with  enlarged,  hyper- 
chromatic  nuclei  which  were  interpreted  as  “sus- 
picious” and  thought  by  the  examiner  to  be  malig- 
nant cells  (Fig.  2).  Repeat  right  retrograde  pyelo- 
grams showed  findings  similar  to  those  of  the 
previous  examination.  Surgery  was  advised  but 
refused. 
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Fig.  1.  Photograph  of  the  retrograde  pyelogram 
showing  the  filling  defect  in  the  right  renal  pelvis. 


Fig.  2.  Bizarre  cells  which  had  been  sloughed  from 
the  tumor  and  which  were  present  in  the  urinary 
sediment.  The  nuclei  are  irregular  and  hyper- 
chromatic. 

On  June  25  she  had  a severe  episode  of  renal 
colic  accompanied  by  gross  hematuria  and  she 
entered  the  hospital.  On  admission  pulse  was  76 
and  regular,  blood  pressure  was  170/100,  and  tem- 
perature was  98.6°  F.  Lungs  and  heart  were  with- 
in normal  limits.  No  masses  were  palpable  in  the 
abdomen  and  liver  and  spleen  were  not  enlarged. 
Tenderness  to  palpation  and  percussion  was  elicit- 
ed in  the  right  flank.  Extremities  were  normal. 


Admission  urinalysis  showed  alkaline  reac- 
tions, specific  gravity  of  1.008,  2 plus  albumin, 
10  to  15  white  blood  cells  and  large  numbers  of 
red  blood  cells  per  high  power  field.  Blood  count 
revealed  12.3  grams  hemoglobin,  36  volumes  per 
cent  hematocrit,  and  essentially  normal  white 
count.  Blood  urea  nitrogen  was  9 mgm.  per  cent. 

The  right  kidney  was  explored  through  a right 
lumbar  incision  on  June  27.  The  pelvis  was  dilated 
by  a soft  tumor  which  was  not  attached  to  the 
pelvis  but  extended  into  the  pelvis  from  a renal 
papilla  of  the  middle  calyx.  Frozen  section  of  the 
mass  was  reported  as  “possible  sarcoma  of  the 
kidney.”  A right  nephrectomy  was  done.  Post- 
operative course  was  satisfactory  and  she  was  dis- 
charged on  June  7,  1961.  She  received  a post- 
operative course  of  deep  x-ray  therapy.  Recent 
examination,  a year  and  a half  postoperative, 
failed  to  reveal  any  evidence  of  metastases  or 
recurrence. 

Pathologic  examination  showed  a kidney  of 
normal  shape  which  weighed  140  grams.  Capsule 
stripped  easily  to  reveal  a smooth  pink  paren- 
chymal surface.  Cut  surfaces  showed  a sharp  line 
of  demarcation  between  the  cortex  and  medulla 
which  were  of  normal  thickness.  A 2 x 1 cm.  por- 
tion of  a papilla  of  the  middle  calyx  was  soft  and 
dark  red.  The  pelvis  showed  the  biopsy  defect  and 
a soft,  grey-yellow  mottled  tumor  mass  which 
measured  5 x 3.5  x 3.5  cm.  and  exhibited  soft, 
slightly  bulging  black  and  yellow  mottled  cut 
surfaces.  Renal  vein  was  free  of  tumor. 

Histologic  examination  of  the  tumor  exhibited 
sheets  of  short,  slender  spindle  cells  with  oblong 
finely  stippled  nuclei.  The  tissue  was  marked  by 
groups  of  epithelial  cells  with  round  or  slightly 
oval,  hyperchromatic  nuclei  showing  five  to  six 
mitoses  per  high  power  field.  Some  of  these  mitotic 
figures  were  bizarre.  Arrangements  of  these  cells 
was  generally  haphazard;  however,  in  areas, 
rosettes  and  tube-like  structures  were  formed  (Fig. 
3).  Scattered  throughout  the  tumor  were  small 
bundles  of  immature  smooth  muscle  fibers  and 
islands  of  cartilage  (Fig.  4).  Large  necrotic  areas 
occurred  throughout  the  mass  and  the  renal  papilla 
of  the  middle  calyx.  No  vascular  invasion  was  seen. 


Fig.  3.  Tubular-like  structures  found  in  other  por- 
tions of  the  tumor. 
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Fig.  4.  High  power  photomicrograph  showing  one 
of  several  nests  of  embryonic  cartilage  present 
throughout  the  neoplasm. 


Discussion 

The  unusual  presentation  of  the  neoplasm 
with  the  bulk  of  the  tumor  protruding  into 
the  renal  pelvis  made  an  exact  radiologic  di- 
agnosis extremely  difficult.  Because  of  the 
contours  and  position  of  the  lesion,  the  radi- 
ologist’s opinion  was  a large  non-opaque  cal- 
culus although  possibility  of  papillary  car- 
cinoma of  the  renal  pelvis  was  entertained. 
Clinical  picture  with  hematuria  and  renal 
pain  would  substantiate  either  lesion  al- 
though a large  pelvic  calculus  without  ob- 
struction and  pyuria  would  be  unusual.  His- 
tory of  episodes  of  renal  colic  is  lacking  but 


does  not  rule  out  calculus.  A third  diagnostic 
possibility  was  that  the  mass  might  have 
been  a pelvic  blood  clot. 

In  the  presence  of  a renal  pelvic  mass, 
Papanicolaou  smears  of  urinary  sediment 
from  the  involved  kidney  may  aid  in  estab- 
lishing the  diagnosis.  In  this  case,  malignant 
cells  were  exfoliated  from  the  bulk  of  the 
tumor  and  were  found  in  the  urinary  sedi- 
ment. These  cells,  although  showing  the  pres- 
ence of  a malignant  tumor,  were  not  indica- 
tive of  the  type  of  malignancy,  and  in  view 
of  the  patient’s  age  the  most  likely  possibili- 
ties were  a renal  cell  carcinoma  with  exten- 
sion into  the  renal  pelvis  or  a transitional 
cell  carcinoma  of  the  renal  pelvis.  As  is  the 
case  in  nearly  all  Wilms’  tumors  in  adults, 
the  proper  diagnosis  was  not  made  until 
nephrectomy. 

Summary 

A case  of  nephroblastoma  in  a 77-year-old 
female  has  been  presented  in  which  the  tu- 
mor was  visualized  as  a renal  pelvic  mass  by 
x-ray  and  cytologic  examination  of  the  uri- 
nary sediment  from  the  involved  kidney  was 
positive  for  malignant  cells.  • 

•The  author  is  indebted  to  Dr.  G.  R.  Wright,  Longmont,  Colo- 
rado, for  permission  to  present  the  clinical  material,  to 
Dr.  H.  J.  McGee,  Jr.,  Department  of  Pathology,  Lutheran 
Hospital,  Wheat  Ridge,  Colorado,  for  photomicrographs  and 
advice,  and  to  Dr.  Henry  Toll  for  the  urinal  Pap  smears. 


Tardy  ulnar  palsy* 

V.  G.  Humpherys,  M.D.,  and  A.  L.  Karavitis,  M.D.,  Salt  Lake  City 


Tardy  ulnar  palsy  is  a relatively  common 
progressive  dysfunction  of  the  ulnar  nerve 
due  to  fibrous  tissue  compression  and  fre- 
quently secondary  to  injuries  of  the  elbow 
received  in  childhood.  Onset  of  the  condition 
may  be  from  a few  months  to  many  years 
following  the  injury,  but  the  interval  is  most 
commonly  twenty  to  thirty  years.  Develop- 
ment of  the  syndrome  is  usually  over  one  to 
two  years. 

•From  the  Department  of  Neurological  Surgery,  Holy  Cross 
Hospital.  Dr.  Humphreys  is  Resident  and  Dr.  Karavitis  is  a 
member  of  the  Attending  Staff. 


Complaints  are  those  of  paresthesias  of 
the  small  finger  and  lateral  aspect  of  ring 
finger,  weakness  of  hand,  pain  over  ulnar 
nerve  at  the  elbow,  and  anesthesia  of  the 
small  and  ring  finger. 

Physical  examination  reveals  weakness 
and  atrophy  of  musculature  of  the  hand  in- 
nervated by  the  ulnar  nerve.  Anesthesia, 
either  subjective  or  objective,  is  noted  in 
ulnar  distribution  (Fig.  1).  Limitation  of 
motion  at  the  elbow,  diffuse  enlargement  and 
tenderness  of  ulnar  nerve  at  the  elbow  and. 
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less  commonly,  fibrillation  of  the  ulnar  mus- 
culature may  be  present.  Bony  changes  at  the 
elbow  by  x-ray  are  helpful  in  making  diag- 
nosis, although  not  always  present.  Physical 
examination  is  facilitated  by  the  following 
four  simple  tests  for  normal  ulnar  function: 

1.  Flexion  of  proximal  joints,  while  ex- 
tending distal  joints  (Fig.  2A). 

2.  Ability  to  pinch  firmly  and  make  a 
good  zero  with  the  arch  of  the  thumb  and 
forefinger  (Fig.  2B). 

3.  Scrape  extended  thumb  across  fingers 
and  palm  (Fig.  2C) . 

4.  Spreading  fingers  (Fig.  2D) . 

Etiologic  factors  of  this  conditon  are  old 
fractures  of  elbow  region  (most  commonly 
in  childhood),  arthritis  of  elbow,  occupa- 
tional trauma,  and  in  some  cases  no  specific 
etiology  can  be  determined.  Pathology  is  a 
recurring  cycle  of  edema  and  fibrous  tissue 
compression  of  the  ulnar  nerve  which  results 
from  chronic  stretching  of  the  nerve  with 
flexion  of  forearm  secondary  to  obliteration 
of  the  ulnar  groove  by  valgus  deformity  of 
elbow  which  may  frequently  occur  in  frac- 
tures of  the  medial  condyle. 

SENSORY 


OF 

HAND 
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HAND 


Fig.  1.  Ulnar  distribution  of  anesthesia. 


Differential  diagnosis  is  usually  not  diffi- 
cult, although  tumors  of  ulnar  nerve  or  ad- 
jacent structures,  cervical  discs,  old  cervical 


FUNCTION 


Fig.  2.  Classic  tests  of  ulnar  nerve  function. 

spine  injuries,  cervical  ribs,  aneurysms  of 
the  brachial  artery  and  certain  of  central 
nervous  sytem  degenerative  syndromes  (sy- 
ringomyelia) can  mimic  the  above  syndrome. 

Treatment  consists  of  ulnar  nerve  trans- 
plant with  neurolysis.  The  ulnar  nerve  is 
transplanted  anterior  to  the  medial  condyle 
of  humerus,  usually  burying  it  in  a muscle 
bed  made  in  the  flexor  muscle  group  of  fore- 
arm. Results  of  this  are  satisfactory  in  most 
cases  although  many  will  have  residual  symp- 
toms. It  is  preferable  to  undertake  surgical 
management  prior  to  onset  of  severe  anes- 
thesia, muscle  weakness,  and  atrophy  in  order 
to  minimize  residual  symptoms.  • 
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Name. 


Address. 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 


Each  tablet  contains: 

Codeine  Phosphate*  15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride. ....  15  mg. 

Phenacetin 150  mg. 

spif  in .... . 200  img. 

Caffeine. 30  mg. 

‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 
Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  ohlorcy- 
clizine  has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeitie  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

S'fiyRROUOia  WELLCOME  & GO  (U.S.A.)  INC. 

Tuckahoe,  N,  Y, 


Definitive  operation  for 
pilonidal  abscess 

Robert  W.  Hansen,  M.D.,  Missoula,  Montana 


Definitive  operation  for  patient  who 
presents  acute  abscess.  This  paper 
details  a treatment  of  pilonidal  disease 
wherein  the  step  of  office  incision  and 
drainage  of  an  abscess  is  intentionally 
omitted. 

The  usual  presenting  complaint  of  pilonidal 
(sacrococcygeal)  disease  is  acute  abscess.  I 
shall  describe  a one-stage  operative  treatment 
of  pilonidal  abscess,  in  which  the  wound  is 
opened  as  for  a marsupialization  and  then 
treated  by  excision  of  evident  diseased  tissue 
including  a narrow  strip  of  midline  sinus 
bearing  skin.  The  method  is  associated  with 
minimum  pain,  promises  low  recurrence  rate, 
has  uniform  sequence,  necessitates  lost  time 
from  work  of  less  than  one  week,  and  re- 
quires five  to  eight  weeks  for  complete  heal- 
ing. 

Open  surgery  for  pilonidal  disease  is  ad- 
vocated by  others.  Rogers  in  1935  described 
ambulatory  open  treatment  using  cautery 
under  local  anesthesia  with  no  recurrence, 
with  average  healing  time  of  2.7  months  and 
average  work  loss  of  one  week.  Breidenbach 
in  1935  presented  132  persons  treated  by  ex- 
cision and  packing  with  94  per  cent  cures 
in  32  patients  followed,  and  healing  required 
six  weeks  to  three  months.  Dunphy  in  1942 
recommended  incision  and  drainage  for  acute 
abscess  but  reported  23  cases  treated  with 
open  excision  with  4.3  per  cent  recurrence. 
MacFee  in  1942  reviewed  36  open  pack  cases, 
in  which  hospital  days  averaged  25,  healing 
time  averaged  118  days,  and  16.7  per  cent 
recurred.  Kooistra  reported  24  cases  treated 
by  excision  and  packing  with  average  healing 
time  of  90  days  after  leaving  the  hospital. 

F.  J.  Burns,  1946,  reported  25  acutely  in- 
flamed pilonidal  sinuses  treated  by  primary 


excision  with  three  recurrences,  and  he  con- 
cludes that  this  is  an  effective  operation. 
Palumbo  in  1951  reported  three  cases  treated 
by  definitive  excision  at  the  acute  inflam- 
matory stage  with  cures  in  all.  Murray,  1958, 
recommended  incision  and  drainage  of  ab- 
scesses, but  described  a later  stage  excision 
and  open  wound  and  recommended  a narrow 
elliptical  incision  with  V lateral  cuts  for 
lateral  tracts.  Tissue  was  excised  down  to  the 
presacral  fascia,  and  healing  time  in  open 
cases  was  eight  to  ten  weeks.  In  1960,  Ewing 
described  open  and  closed  methods.  His  tech- 
nic includes  immediate  incision  and  drainage 
of  infected  cases  and  definitive  open  opera- 
tion employing  a vertical  midline  incision 
and  lateral  incisions  for  extensions.  Swinton, 
1962,  described  a closed  procedure.  In  review- 
ing excisions  without  closure  he  noted  that 
half  complained  of  pain  and  soreness  on  long 
sitting.  Twelve  block  excisions  healed  with- 
out recurrence.  Fourteen  cases  were  treated 
by  incision,  drainage,  and  currettment  with 
delayed  healing  a frequent  occurrence. 

Preoperative  care 

Preparation  for  operation  begins  with  first 
office  visit  of  a patient  with  a pilonidal  ab- 
scess. He  is  admitted  to  the  hospital  that  day. 
Admission  orders  include  medication  for  pain 
(codeine),  an  antibiotic  (tetracycline),  and 
continuous  warm  moist  dressings.  Operation 
is  scheduled  for  the  following  day. 

With  warm  dressings  the  patient  is  usual- 
ly comfortable  without  need  for  drugs  for 
pain.  Antibiotic  blood  level  is  desired  pre- 
operatively  because  the  procedure  will  vio- 
late an  abscess  wall.  The  warm  dressings 
favor  a localizing  process  which  is  usually 
already  several  days  old  (Table  1)  and  often 
already  draining. 
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TABLE  1 

Results  open  excision  pilonidal  abscess 


Case 

1 

2 

3 

4 

5 

6 

Period  to  full  healing — days  

52 

57 

32 

62 

52 

58 

Duration  follow  up  (months)  

43 

33 

33 

29 

16 

7 

Recurrent  abscess,  cyst,  or  sinus 

None 

None 

None 

None 

None 

None 

Scar  subject  to  repeated  excoriation... 

Scar  bridge  (due  to  opposing  lateral 

. Early  P.O. 
only 

Yes 

No 

No 

No 

No 

incisions)  

No 

Yes 

No 

No 

No 

No 

Scar  tender  

No 

Yes 

*Yes 

No 

N© 

No 

‘Case  3 evaluated  result  as  excellent.  We  may  minimize  the  degree  of  tenderness. 


Operative  care 

Anesthesia  is  general  or  spinal.  The  pa- 
tient is  placed  prone  with  body  flexed  at  the 
waist.  Skin  shaving  is  done  after  anesthesia 
and  is  confined  to  the  operative  area.  But- 
tocks are  strapped  apart  with  adhesive  tape 
over  tincture  of  benzoin,  and  skin  is  prepared 
with  gentle  phisohex  wash  or  aqueous  anti- 
septic solution. 

Although  the  abscess  usually  presents  to 
one  side  of  the  midline,  a vertical  midline 
incision  is  made.  If  a midline  sinus  is  present 
one  introduces  a grooved  director  and  cuts 
over  it.  This  incision  when  completed  extends 
the  length  of  the  underlying  diseased  tissue. 
Wound  culture  is  obtained,  and  debris  is 
wiped  away.  Using  a probe  or  grooved  di- 
rector side  channels  are  identified,  and  those 
of  appreciable  length  are  opened  over  their 
lateral  extent  by  skin  incisions  at  right  angles 
to  the  vertical  cut.  Lateral  cuts  to  right  and 
left  should  not  be  made  at  the  same  level 
from  the  vertical  incision  because  a trans- 
verse scar  bridge  will  develop  in  the  healed 
wound. 

In  some  instances  fibrous  or  granuloma- 
tous tissue  directs  the  operator  to  lateral 
extensions  that  do  not  admit  a probe.  This 
circumstance  is  especially  true  in  previously 
operated  cases,  and  single  hair  may  center 
such  a tract.  Sac  lining  in  acute  inflammation 
is  edematous  and  friable,  and  while  this 
makes  marsupialization  type  suture  difficult, 
the  tissue  is  sufficiently  distinct  to  guide 
excision  of  disease  process. 

Now  a 2.0  to  3.0  mm.  edge  of  skin  is  cut 
away  along  the  extent  of  the  midline  wound 
on  both  sides  with  scissors  or  knife.  This  skin 
includes  any  midline  sinuses  and  dimples. 


The  diseased  tissue  is  now  excised.  The  sac 
or  fibrous  lining  tissue  is  picked  up  with 
thumb  forceps  and  cut  free  with  scissors.  It 
is  not  difficult  to  identify  uninvolved  fatty 
tissue  to  each  side.  Lateral  fibrous  extensions 
are  to  be  distinguished  from  normal  fascial 
slips  which  pass  vertically  from  skin  to  deep 
fascia  and  which  are  not  excised.  The  deep 
lining  of  the  disease  process  lies  over  the 
presacral  fascia  in  the  vertical  midline,  and 
an  area  of  presacral  fascia  is  cleared  in  ex- 
cising the  involved  tissue  in  the  depth  of  the 
wound.  Electro-coagulation  is  used  for  hemo- 
statis.  Furacin  or  vaseline  gauze  is  layered 
into  the  wound  opening,  and  dry  gauze  se- 
cured with  tape  covers  this. 

Postoperative  care 

The  patient  is  ambulatory  as  soon  as  he 
has  recovered  from  anesthesia.  Demerol  is 
ordered  for  pain  for  48  hours  and  then  codeine 
orally  is  sufficient.  Antibiotic  is  resumed  post 
nausea  and  is  continued  a few  days.  Mineral 
oil  is  prescribed.  Patient  is  discharged  from 
the  hospital  after  one  or  two  days. 

Dressing  is  removed  on  the  fourth  post- 
operative day.  Thereafter  the  patient  takes 
sitz  baths  in  plain  water  twice  daily.  Sanitary 
napkins  are  used  for  dressings,  attached  to 
a sanitary  belt  (short  strap  posteriorly).  The 
patient  is  seen  two  to  three  times  weekly  at 
first  and  then  weekly  until  healed.  Hydrogen 
peroxide  is  used  to  clean  the  wound.  Hair 
near  the  skin  edges  is  shaved.  Granulation 
and  wound  contraction,  slow  at  first,  become 
rapid  after  two  weeks.  Epithelialization  is 
apparent  after  three  weeks.  Scissor  debride- 
ment or  silver  nitrate  cautery  control  pro- 
truding granulations,  and  this  care  is  painless 
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Fig.  1.  Photo  at  operation  showing  thin  margin  of 
midline  skin  to  he  excised. 


Fig.  4.  Wound  at  P.O.D.  31. 


Fig.  2.  Excised  tissue  mass  and  wound  appearance 
at  end  of  operation. 


Fig.  5.  Wound  at  P.O.D.  38. 


Fig.  3.  Wound  at  P.O.D.  17. 


Fig.  6.  Wound  at  P.O.D.  45  (6V2  weeks) 
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if  one  does  not  apply  instruments  or  corrosive 
chemicals  to  skin  edges. 

After  three  weeks  some  patients  discon- 
tinue sanitary  napkins,  the  minimal  discharge 
at  this  stage  being  absorbed  by  undergar- 
ments. Sitz  baths  may  be  reduced  to  once 
daily.  The  inconvenience  of  an  open  wound 
to  the  patient  is  less  than  one  would  expect. 
The  patient  is  followed  until  epithelialization 
is  complete,  which  occurs  between  five  and 
eight  weeks.  New  epithelium  will  tear  apart 
with  stretch  similar  to  a fresh  skin  graft,  and 
the  patient  is  advised  to  avoid  stretch  for 
two  weeks  after  epithelial  coverage  is  com- 
plete. Mature  scars  (beyond  six  months)  are 
narrow,  soft,  thin,  and  often  not  readily  ap- 
parent. 

Discussion 

This  procedure  evolved  in  my  hands  by 
some  indirection.  In  attempting  marsupializa- 
tion of  a pilonidal  abscess  control  of  the 
acutely  inflamed  sac  lining  for  suture  was 
impractical  so  the  skin  was  sutured  to  the 
presacral  fascia.  When  sutures  were  removed 
during  dressings  immediate  relief  of  wound 
discomfort  occurred.  In  subsequent  cases  su- 
tures were  not  used.  Excision  of  central  sinus 
skin  has  been  recommended  by  others  and 
may  help  avoid  recurrence  by  eliminating 


sinus  tracts  which  are  known  to  have  hair 
follicles.  Resulting  scars  are  smooth,  thin, 
and  free  of  hair.  The  marsupialization  type 
of  exposure  of  the  disease  contributes  the  low 
recurrence  rate  and  also  enables  conservation 
of  uninvolved  fatty  tissue  so  that  buttocks 
padding  remains  to  avoid  late  discomfort  on 
sitting. 

Experience  in  six  cases  presented  here 
suggests  minimal  risk  related  to  cutting 
around  abscessed  tissue.  The  small  amount 
of  pain  of  the  patient  from  the  first  office 
visit  with  acute  abscess  until  final  healing  is 
impressive.  Patients  are  returned  to  normal 
activity  in  four  to  five  days. 

The  technic  has  also  been  applied  in 
chronic  disease  recurrent  after  previous 
definitive  operation  and  after  incision  and 
drainage.  No  secondary  procedure  has  been 
needed  in  any  of  these  cases.  It  is  applicable 
to  any  infected  case. 

Summary 

A one-stage  operation  is  described  for 
definitive  treatment  of  pilonidal  abscess.  It  is 
carried  out  by  a non-emergency  systematized 
routine,  with  minimal  pain,  with  short  hos- 
pitalization, and  with  brief  time  lost  from 
work.  Operations  have  been  uniformly  suc- 
cessful in  the  short  series  presented  here.  • 


Publication  Rules  and  Suggestions  to  Authors  appear  in  the  front  pages  of  the 
Rocky  Mountain  Medical  Directory.  They  will  guide  you  in  preparing  your  scientific 

articles  and  case  reports. 
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for  fast  and  hng- lasting 
cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hicodan® 

Hydrocodone  bitartrate  . . 5 mg.  1 

(WaroTfig!  MiSy  ba  haBit-forming}  / 6.5  mg. 
Homatropinemethyibromide  1.5  mg. ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg, 

Ammonium  chloride 60  mg. 

Sodium  citrate  ........  85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 


(methyiparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

inoicatioks:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 
associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 
ooSAGEs  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  Va  teaspoon- 


ful; 1 to  3 years,  10  drops-,  6 months  to  1 year, 
5 drops,-  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U,S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 
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Lederle  Symposium  Feb.  15,  1964 

The  Bernalillo  County  Medical  Association  and 
the  New  Mexico  Chapter  A.A.G.P.  are  sponsoring 
the  Lederle  Symposium  which  will  be  held  at  the 
Hilton  Hotel  in  Albuquerque  on  February  15,  1964. 

Topics  to  be  discussed  by  outstanding  guest 
speakers  include:  Wheezes,  Sneezes  and  Other 
Diseases;  The  Newer  Viruses;  Viral  Immunization 
Now  and  Then;  Antibiotics — Prophylactically  and 
Long  Term  Use;  Infection  and  the  Surgical  Patient, 
and  Infection  and  the  Gynecologic  Patient. 


Nevada  State  Medical  Association 
And  Reno  Surgical  Society 

The  Nevada  State  Medical  Association  will 
hold  its  Sixty-first  Annual  Meeting  in  conjunction 
with  the  Fourteenth  Annual  Conference  of  the 
Reno  Surgical  Society,  in  Reno,  Nevada  on  No- 
vember 4,  5,  6 and  7,  1964. 

For  further  information,  please  contact  Nelson 
B.  Neff,  Executive  Secretary,  Nevada  State  Medi- 
cal Association,  P.O.  Box  2790,  Reno,  Nevada. 


Scripps  Clinic  and  Research  Foundation 

A nine-month  tutorial  program  in  cardiology, 
September  15,  1964  to  June  15,  1965,  will  be  of- 
fered by  the  Institute  for  CardioPulmonary  Dis- 
eases, Scripps  Clinic  and  Research  Foundation, 
La  Jolla,  California.  This  will  be  an  intensive 
program  covering  the  field  of  cardiovascular  dis- 
eases and  is  especially  designed  for  the  physician 
in  private  practice  who  wants  a year  of  organized 
instruction  with  freedom  from  direct  patient  re- 
sponsibility. For  details,  write:  E.  Grey  Dimond, 
M.D.,  Institute  for  CardioPulmonary  Diseases, 
Scripps  Clinic  and  Research  Foundation,  La  Jolla. 
California. 


Ruidoso  Summer  Clinic 

The  1964  Ruidoso  Summer  Clinic,  sponsored  by 
the  New  Mexico  Chapter  of  the  American  Acad- 
emy of  General  Practice,  will  be  held  in  Ruidoso, 
N.  M.,  July  20-23,  1964. 

Child  Psychiatry — University  of  Utah 
College  of  Medicine 

April  23-25,  1964 

A three-day  workshop  concerned  with  the 
practical  evaluation  of  emotional  and  physical 
problems  of  children  will  be  conducted  by  the 
Division  of  Child  Psychiatry.  Leading  authorities 
in  pediatrics  and  child  psychiatry  will  assist  in 
this  program. 


Mr.  Ernest  G.  Stock 

General  Manager 

extends  a warm  welcome  to  members 
of  the  medical  profession 
and  their  associates.  Mr.  Steck 
hopes  they  will  make  use  of  the  hotel’s 
unequalled  facilities  for  meetings 
and  conferences,  as  well  as  for 

entertaining  friends  and  family. 


1550  Court  Place 


Phone  AMherst  6-3911 
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29th  Midwinter 

Colorado  Medical  Society 


Clinical  Session 

March  3-6,  1964 


Denver  Hilton  Hotel  and  Children’s  Hospital 


Tuesday,  March  3 

10:00  a.m. — House  of  Delegates,  1st  Meeting  — 
Hilton  Hotel,  2-B 


of  the  House,  an  OPEN  MEETING:  members  of 
Society,  their  guests  and  the  Woman’s  Auxiliary 
are  urged  to  attend. 


7:00  p.m. — Stag  Smoker,  Hilton  Hotel  2-B,  Buffet  Thursday  March  5 
dinner  7:30-8:30  p.m.  Dinner  music  by  Raemax 

Combo;  8:30  p.m.  program  by  Pearle  Rae.  OPERATING  EMERGENGIES 


9:15  p.m. — Informal  entertainment  for  remainder 
of  evening;  free  beer  all  evening. 

Wednesday,  March  4 

MORNING— DRY  CLINICS 
CHILDREN’S  HOSPITAL 

Will  repeat  last  year’s  successful  dry  clinics 
at  Children’s;  sponsors  in  addition  to  Society  and 
Hospital  include  pediatric  organizations  and  Uni- 
versity of  Colorado.  Dr.  Joseph  P.  Stokes,  Jr., 
University  of  Pennsylvania,  will  cover  Hepatitis 
and  Gamma  Globulin  Disorders.  Dr.  William 
Dobbins  will  discuss  Endocrine  Disorders;  Dr. 
Merle  Carson  will  discuss  convulsions,  and  Dr. 
Charles  Hawes  will  discuss  heart  failure.  A ques- 
tion and  answer  period  will  follow  the  luncheon 
in  the  Hospital  Dining  Room. 

PANEL  DISCUSSION  ON 
INDUSTRIAL  MEDICINE 

A panel  discussion  co-sponsored  by  Academy 
of  Industrial  Medicine  and  Society,  covering  Doc- 
tor-Insurance Company  Relationships  in  Compen- 
sation Cases.  Mr.  R.  E.  Moss,  Industrial  Commission 
of  Colorado,  Mr.  Charles  McGrath  of  State  Com- 
pensation Insurance  Fund,  Mr.  Donald  Steffes  of 
Hartford  Insurance  Group  and  Mr.  C.  S.  Wells  of 
Liberty  Mutual  Insurance  Co.  will  participate. 

AFTERNOON— REV.  DR.  PAUL  McCLEAVE, 
A.M.A.,  FEATURED  SPEAKER  at  the  2nd  meeting 

SOME  OF  OUR  G1 


Chest  Injuries  Treated  by  Hyper- ventilation 
will  be  covered  by  Dr.  Ernst  Morch;  Pancreatitis 
will  be  Dr.  Frederick  W.  Preston’s  topic.  Both  are 
from  Chicago.  They  will  participate  with  Drs. 
Solomon  Papper  and  Louis  Lopez  in  the  Panel 
discussion  Evaluation  of  Patient  for  Surgery  and 
Operating  Emergencies.  A question  and  answer 
period  will  be  held  during  the  Round  Table 
Luncheon. 

DR.  EDWARD  ANNIS,  AMA  PRESIDENT, 
will  be  the  featured  banquet  speaker  at  the  Cherry 
Hills  Country  Club. 

Friday,  March  6 

PANEL  ON  EMPHYSEMA 

Mechanisms  of  Airway  Obstruction  in  Re- 
versible and  Irreversible  Lung  Disease  will  be  the 
subject  discussed  by  Dr.  Solbert  Permutt,  Johns 
Hopkins;  Dr.  Solomon  Papper,  New  Mexico  Uni- 
versity, will  discuss  The  Treatment  of  Chronic 
Renal  Disease.  Participants  in  a Panel  on  Emphy- 
sema will  include  the  above  two  doctors  and  Drs. 
Roger  Mitchell  and  William  Rainer. 


The  Clinical  Session  will  adjourn  at  noon,  to 
be  immediately  followed  by  a luncheon  sponsored 
by  COMPAC.  All  physicians  are  invited  to  attend. 

FEE — $10.00  for  all  Medical  Doctors  except  out- 
of-state  guest  speakers,  interns  and  postgraduate 
residents  properly  accredited  by  hospital  superin- 
tendents. 

;t  participants 


Frederick  W.  Preston,  M.D. 
Chicago 


Solbert  Permutt,  M.D. 
Johns  Hopkins 


Solomon  Papper,  M.D. 
New  Mexico 


Joseph  P.  Stokes,  Jr.,  M.D. 
University  of  Pennsylvania 


WATCH  FOR  THE  OFFICIAL  PROGRAM  FOR  DETAILS  ON  THE  29TH  MIDWINTER  CLINICAL 

SESSION 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency. . .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  @ 

DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Local  physicians  honored  by 
Internal  Medicine  Organization 

Nine  Colorado  physicians  have  been  honored 
by  the  American  College  of  Physicians — an  inter- 
national organization  representing  12,300  special- 
ists in  internal  medicine  and  related  fields. 

Dr.  Wesley  W.  Spink,  Minneapolis,  Minn.,  Presi- 
dent of  the  internists’  group,  said  the  following 
physicians  from  the  state  were  among  those  desig- 
nated as  Fellows  and  Associates  of  the  American 
College  of  Physicians: 

Elected  as  Fellows  were:  Drs.  Ross  B.  Cone, 
Joseph  C.  Tyor,  and  Hyman  S.  Zuckerman,  all  of 
Denver. 

Selected  as  Associates  were:  Drs.  Robert  G. 
Chapman,  Thomas  H.  Mahony,  Jr.,  James  G.  Moore, 
and  Irwin  E.  Vinnik,  all  of  Denver;  Dr.  Joseph  A. 
Intile,  Jr.,  of  Fort  Carson,  and  Dr.  Alan  I.  Bortz,  of 
Littleton. 

Dr.  Spink,  who  is  Professor  of  Medicine  at 
the  University  of  Minnesota,  pointed  out  that  Asso- 
ciate and  Fellowship  honors  are  bestowed  only 
on  physicians  who  have  satisfactorily  completed 
postgraduate  education  requirements  and  demon- 
strated a proficiency  in  their  special  field  of  medi- 
cine. 


Colorado  Medical  Society  loses 
President  of  many  years  ago 

Harry  Austin  Smith,  M.D.,  who  served  as  Presi- 
dent of  the  Colorado  Medical  Society  in  1921-22, 
died  December  15,  1963,  at  Whittier,  California. 

Dr.  Smith  was  born  in  1872  in  Kentucky  and 
graduated  from  Louisville  Medi- 
cal College  in  1906.  He  was  li- 
censed to  practice  in  Colorado  in 
1908  and  conducted  an  EENT 
practice  in  Denver  and  Delta, 
Colorado,  until  1932.  He  then 
moved  to  Whittier,  California, 
where  he  limited  his  practice  to 
ophthalmology  until  his  retirement  in  1952. 

Harry  Austin  Smith  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  American  Society  of  Ophthal- 
mology and  Otolaryngology,  and  the  American 
College  of  Surgeons.  For  the  past  15  years  Dr. 
Smith  has  been  one  of  the  five  honorary  members 
of  the  Colorado  Medical  Society.  His  wife  preced- 
ed him  in  death  by  many  years. 


50-year  physician  dies 

Clough  Turrill  Burnett  was  born  in  La  Peer, 
Michigan,  in  1883.  His  initial  training  was  in  the 
local  schools  and  the  Michigan  State  College  of 
Agriculture.  He  received  his  M.D.  degree  from  the 
School  of  Medicine  of  the  University  of  Michigan 
in  1908.  He  remained  at  Ann  Arbor  for  the  next 
two  years  as  an  assistant  to  Dr.  George  Dock  in 
the  department  of  bacteriology.  This  was  followed 
by  postgraduate  study  in  Boston,  with  Dr.  Paul 
Dudley  White. 

Early  in  the  century.  Dr.  Burnett  moved  to 
Boulder,  Colorado,  where  he  established  a private 
practice  and  served  as  Professor  of  Bacteriology 
at  the  School  of  Medicine  of  the  University  of 
Colorado. 

During  World  War  I,  Dr.  Burnett  served  in 
France  with  the  staff  of  the  Rockefeller  Founda- 
tion Anti-Tuberculosis  Commission.  The  disrupted 
conditions  in  France  during  and  just  after  the 
war  led  to  an  increase  in  tuberculosis  of  such 
magnitude  as  to  be  a nationally  critical  problem. 
The  Rockefeller  Commission  rendered  great  serv- 
ice to  France  in  this  situation. 

After  World  War  I,  Dr.  Burnett  entered  practice 
in  Denver.  In  1925,  as  Professor  of  Cardiology,  he 
established  the  Department  of  Cardiology  at  the 
Colorado  General  Hospital.  He  continued  at  the 
school  until  1943.  He  was  a member  of  the  Colo- 
rado Medical  Society  for  fifty  years. 

Dr.  Burnett  is  survived  by  two  daughters,  a 
son  and  eight  grandchildren. 


Larimer  County  doctor  dies 

Frank  A.  Betts,  M.D.,  was  born  at  Winnebago, 
Minnesota,  July  10,  1893.  He  graduated  from 
Hamline  University  in  St.  Paul  and  from  the 
Kansas  City  University  Medical  School. 

Dr.  Betts  practiced  in  Wellington,  Colorado, 
from  1921  to  1932  and  then  in  Fort  Collins,  Colo- 
rado, until  his  death  December  7,  1963,  due  to 
ruptured  peptic  ulcer  and  myocardial  insufficiency. 

He  was  a member  of  the  First  Methodist 
Church,  the  Masonic  Lodge,  the  Rocky  Mountain 
Scottish  Rite  Masonic  Ass’n,  El  Jebel  Shrine 
Temple,  the  Larimer  County  Shrine  Club  and  the 
Elks  Club.  He  was  a 32nd  Degree  Mason. 

He  was  a member  of  the  Larimer  County  Med- 
ical Society,  the  Colorado  Medical  Society  and  the 
American  Medical  Association. 

He  is  survived  by  his  widow,  a son  and  two 
grandsons. 
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Nevada  installs  Dr.  William  A.  O’Brien,  III 

William  A.  O’Brien,  III,  M.D.,  Reno  anesthesi- 
ologist, was  installed  as  President  of  the  Nevada 
State  Medical  Association  at  the  close  of  its  annual 
meeting  at  the  Dunes  Hotel  in  Las  Vegas  on 
November  2,  1963. 

Dr.  O’Brien  is  a native  of 
Leaksville,  North  Carolina, 
where  he  was  born  Septem- 
ber 16,  1918.  He  attended 
college  at  Wake  Forest  Col- 
lege, Wake  Forest,  North 
Carolina,  receiving  his  B.S. 
degree  in  1939,  and  Temple 
University  Medical  School, 
Philadelphia,  Pennsylvania, 
receiving  his  M.D.  degree  in 
1942.  After  a year’s  intern- 
ship and  a six  months  surgical  residency  at  North 
Carolina  Baptist  Hospital,  Dr.  O’Brien  entered  the 
Army  as  a First  Lieutenant  and  attained  the  rank 
of  Captain  before  his  discharge  in  1946,  serving 
in  the  China-Burma-India  theater  of  operations. 

Following  military  service,  Dr.  O’Brien  held 
a residency  in  Los  Angeles  County  Hospital  in 
anesthesiology  until  October,  1947,  following  which 
he  entered  the  private  practice  of  anesthesiology 
in  Reno. 

Dr.  O’Brien  has  served  on  many  committees 
of  both  the  Washoe  County  Medical  Society  and 
the  Nevada  State  Medical  Association  and  has 
held  elective  offices  in  both  organizations.  He  is 
immediate  past  President  of  the  Washoe  County 
Medical  Society,  and  served  as  Secretary-Treasurer 
of  the  Nevada  State  Medical  Association  for  12 
years.  He  served  two  terms  as  Chief  of  Staff  of 
Washoe  Medical  Center  and  was  head  of  the 
Nevada  State  Polio  Planning  Commission  for  three 
years,  receiving  the  distinguished  service  award 
from  the  National  Foundation  for  Infantile  Paraly- 
sis. Dr.  O’Brien  was  chairman  of  the  state-wide 
“K.O.  Polio”  mass  immunization  program  in  1962 
and  1963,  Nevada  being  the  first  state  to  complete 
such  a program.  He  is  a member  of  the  Washoe 
County  School  Board. 

At  present.  Dr.  O’Brien  is  President  of  the 
Nevada  State  Society  of  Anesthesiologists,  which 
he  was  instrumental  in  founding;  he  is  a member 
of  Gamma  Sigma  Epsilon,  national  honorary  chem- 
ical fraternity;  Phi  Chi,  medical  fraternity;  and 
in  addition  to  membership  in  the  American  Med- 
ical Association  and  state  and  county  medical 
societies,  he  is  a member  of  the  International  An- 
esthesia Research  Society,  American  Society  of 
Anesthesiologists,  and  American  Academy  of  An- 
esthesia. In  1953  Dr.  O’Brien  was  honored  by  the 


Reno  Junior  Chamber  of  Commerce  with  their 
“Man  of  the  Year”  award  for  distinguished  service. 
He  is  a thirty-second  degree  Mason,  and  in  1959 
was  awarded  the  Mason’s  rank  and  decoration  of 
Knight  Commander  of  the  Court  of  Honor. 

Publications  include  “The  Anesthesiologist,  the 
Poliomyelitis  Team,  and  the  Respirator,”  in  the 
Journal  of  the  AMA  on  September  4,  1954,  and 
Chapter  15  of  “The  Diagnosis  and  Treatment  of  the 
Acute  Phase  of  Poliomyelitis  and  Its  Complica- 
tions,” edited  by  Albert  G.  Bower,  M.D.,  and  pub- 
lished by  Williams  & Wilkins,  1954. 

Dr.  and  Mrs.  O’Brien  have  five  children,  three 
boys  and  two  girls,  ranging  in  age  from  ten  years 
to  one  year.  When  their  crowded  schedule  permits, 
the  family  enjoys  such  hobbies  as  classic  car  col- 
lection and  restoration,  collecting  limited  and 
signed  first  editions  of  books,  model  railroading, 
boating,  and  water  skiing. 


CHARLES  C.  HYDE,  M.D. 

Charles  C.  Hyde,  M.D.,  59,  died  in  an  Elko, 
Nevada,  hospital  November  22,  1963,  following  a 
siege  of  pneumonia. 

Dr.  Hyde  was  born  August  7,  1904,  in  Downey, 
Idaho.  He  attended  schools  in  Idaho  and  graduated 
from  a two-year  premedical  course  from  the  Uni- 
versity of  Idaho  in  1939.  He  received  his  medical 
degree  from  the  University  of  Colorado  in  1941. 

Dr.  Hyde  was  on  the  staff  of  the  Dr.  Paul 
Richard  Clinic  in  Bingham  Canyon,  Utah.  He  was 
a member  and  Past  President  of  the  Battle  Moun- 
tain Lions  Club,  a member  of  the  Church  of  Jesus 
Christ  of  the  Latter-day  Saints,  and  a Lander 
County  Health  Officer. 

Survivors  include  his  wife,  Alice,  and  one  son, 
Allen,  of  Battle  Mountain. 


HUGH  T.  BRASELL,  M.D. 

Dr.  Hugh  T.  Brasell,  73,  a general  practitioner 
of  Portales,  New  Mexico,  passed  away  on  January 
3,  1964. 

Dr.  Brasell  was  born  in  1890  and  graduated 
from  the  Memphis  Medical  College  in  1913.  He 
obtained  his  license  to  practice  medicine  in  New 
Mexico  in  1917  and  was  at  one  time  the  team 
physician  for  the  Eastern  New  Mexico  University. 
Dr.  Brasell  served  as  Secretary-Treasurer  of  the 
Curry-Roosevelt  County  Medical  Society  in  1950 
and  1951  and  was  the  President  of  this  county 
medical  society  in  1955-56. 

At  the  time  of  his  death.  Dr.  Brasell  was  a 
member  of  the  Curry-Roosevelt  County  Medical 
Society,  the  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 
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Tmstees  named  for 
Utah  Medical  Foundation 

At  a meeting  held  in  mid-December,  the  of- 
ficers and  trustees  for  the  new  Utah  Medical 
Foundation  were  named.  President  of  the  founda- 
tion is  Dr.  John  F.  Waldo,  Salt  Lake  City,  President 
of  the  USMA  during  the  KO  Polio  Campaign. 
Harold  Bowman,  Executive  Secretary  of  the 
USMA,  will  serve  as  Secretary  of  the  foundation. 
Other  trustees  include:  Dr.  Scott  M.  Budge,  Logan, 
President  of  USMA;  Dr.  Ralph  E.  Jorgenson,  Provo, 
past  President  of  USMA;  Dr.  George  M.  Fister, 
Ogden,  past  President  of  AMA;  Dr.  Alan  P. 
Macfarlane,  Salt  Lake  City,  chairman  of  the  KO 
Polio  campaign;  George  L.  Denton,  vice  president. 
First  Security  Bank  of  Utah;  Anton  F.  Peterson, 
general  manager.  Newspaper  Agency  Corporation; 
and  Peter  W.  Billings,  attorney.  Salt  Lake  City. 

The  foundation  was  formed  to  administer  for 
philanthropic  purposes  the  proceeds  from  the  KO 
Polio  campaign  from  which  a profit  of  over 
$236,000  was  realized.  The  fund  has  already  grown 
to  $239,597.53. 

The  officers  and  trustees  will  serve  without 
pay  and  have  announced  that  only  interest  on 
invested  funds  will  be  used  for  grants.  The  founda- 
tion was  set  up  as  a non-profit  corporation  and 
in  such  a way  that  additional  contributions  may 
be  accepted  in  the  future. 

Definite  policies  were  established  at  the  Janu- 
ary meeting. 


U.S.M.A.  Briefs 

Dr.  Sherman  S.  Coleman,  Chairman  of  the 
Committee  on  Athletic  Injuries  for  the  Utah  State 
Medical  Association,  and  Dr.  Reed  S.  Clegg,  Uni- 
versity of  Utah  team  physician,  lectured  on  bone 
injuries  at  a clinical  meeting  of  the  American 
Medical  Association  at  Portland  recently. 

Dr.  Coleman  talked  on  fractures  of  the  foot 
and  ankle  in  sports,  especially  the  problem  of 
major  injuries  to  the  ligaments  and  bones.  Dr. 
Clegg  lectured  on  bony  deposits  in  muscles  that 
are  caused  by  sports  injuries. 

Dr.  Coleman  also  recently  spoke  to  the  coaches 
of  Utah  at  the  Utah  Education  Association  confer- 
ence. 

*  *  * + * 

Dr.  Frank  H.  Tyler,  professor  of  medicine  at 
the  University  of  Utah  College  of  Medicine,  has 
been  appointed  to  the  National  Advisory  Arthritis 
and  Metabolic  Diseases  Council. 

Dr.  Tyler  will  be  called  upon  to  advise  and 
make  recommendations  to  the  surgeon  general  of 


the  Public  Health  Service  and  the  Director  of  the 
National  Institute  of  Arthritis  and  Metabolic  Dis- 
orders on  the  extramural  activities  of  the  National 
Institute  of  Health,  main  research  center  of  the 
Public  Health  Service. 

Dr.  Tyler  has  been  at  the  University  of  Utah 
since  1947.  He  has  done  extensive  research  in  the 
fields  of  metabolic  diseases,  the  metabolism  of 
steroids,  hereditary  disorders  and  neuromuscular 
disease. 


RANSON  BRIGHT  BAKER,  M.D. 

Dr.  R.  B.  Baker  of  Rawlins,  Wyoming,  died  at 
home  on  November  19,  1963.  Dr.  Baker  was  born 
August  1,  1905,  in  Kenosha,  Wisconsin,  and  gradu- 
ated from  the  University  of  Illinois  School  of 
Medicine  in  1931.  Following  a stint  of  practice  in 
Illinois,  he  moved  west  in  1936  and  worked  in 
a construction  camp  near  Seminole,  Wyoming,  and 
later  in  McFadden,  Wyoming.  Dr.  Baker  moved 
to  Rawlins  in  1942  and  practiced  there  to  the  date 
of  his  death. 

Dr.  Baker  is  survived  by  his  wife,  a son  and 
daughter-in-law,  Mr.  and  Mrs.  Ranson  E.  Baker 
of  Rawlins.  This  last  year  Dr.  Baker  completed  20 
years  of  medical  service  as  a physician  to  the 
Union  Pacific  Railroad  and  the  Sinclair  Refinery. 

PHILIP  R.  TEAL,  M.D. 

Dr.  P.  R.  Teal  was  born  November  28,  1906,  in 
Omaha,  Nebraska.  He  was  a graduate  of  the  Uni- 
versity of  Nebraska  School  of  Medicine  in  1942. 
Following  Air  Force  duty,  he  moved  to  Cheyenne, 
Wyoming,  where  he  practiced  orthopedics  from 
1946  to  1953.  He  served  in  a similar  capacity  at 
the  Fargo,  North  Dakota,  Veterans  Hospital  from 
1953  to  1955  and  then  moved  to  Wheatland,  Wy- 
oming, where  he  practiced  until  the  time  of  his 
death  on  October  12,  1963. 

Dr.  Teal  is  survived  by  his  wife,  Eleanor,  a son, 
PhiUp,  Jr.,  and  a daughter,  Phyllis.  In  addition. 
Dr.  Teal  is  survived  by  his  father.  Dr.  Fred  F.  Teal, 
a brother.  Dr.  Fritz  F.  Teal,  both  of  Lincoln, 
Nebraska,  and  also  a sister,  Mrs.  D.  Ogden. 

W.  B.  SAUNDERS  COMPANY 

features  the  following  new  books  and  new  editions  in 
their  full  page  advertisement  appearing  elsewhere 
in  this  issue: 

• 1964  CURRENT  THERAPY  VOLUME  — New! — Today's  best 

treatments — ranging  from  up-dated  information  on  general 
immunization  to  newer  agents  in  Rx  of  meningitis. 

• BOCKUS  — GASTROENTEROLOGY  — New  (2nd)  Edition!— An 

eminent  3-volume  work.  Covers  all  known  primary  and 
secondary  disorders  of  the  digestive  tract  and  its  ap- 
pendages. 

• REUTER — ATLAS  OF  UROLOGIC  ENDOSCOPY— New! — Explains 

in  word  and  picture  precisely  how  to  use  the  endoscope. 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.'^’®’®-^'^  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Sommary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-jec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centr^ly  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134:256,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension.  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.:  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55 : 184,  Feb.  1962.  5.  Corcoran,  A.  C.,  and  Loyke,  H.  F. : Mebutamate 
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Why 

C A P L A(mebutamate) 

is  indicated. 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side 
With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.'  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 
avoided.^’®’^'^’'®*'^’'®'^® 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  i5/;1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Cljnical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  97:53,  Jan.  1963.  7.  DuChez,  J.  W:  Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15, 1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent.  North  Carolina  M.  J.  2i:349,  Aug.  1962.  12.  Hobbs, 
L.  E : Mebutamate,  a new  approach  to  the  treatment  of  hypertension.  Circulation  (Pt.  II).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice. 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension.  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  P. : Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy.  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W. : Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antih>^ertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5:1335,  July  1961. 
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who  were  the 
‘untreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.^ 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-infiammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids;^ it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention ; 2.  s.  7-10  ^nd  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ablylow.-’'*'®’®’^®  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self -limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids. 
Paper  presented  at  Annual  Convention,  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L.:  Clinical 
Use  of  Dexamethasone.  JAMA  17^:306  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  17i:SZ5 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  H:Zn  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  1:216  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer,  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer.  H.  G.,  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  236'.720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.':  HI.  Use  and  Abuse  of  Corticosteroid 
Therapy— The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  6:997  (June)  1959. 
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he’ll  like  the  way 
it  tastes 

^■By  liquefying  secretions  in  the 
respiratory  tree,  Cheracol  makes  it  easier 
for  the  patient  to  cough  ~ in  accord 
with  the  physiologic  defense  mechanism. 


AMA  Clinical  Meeting 
actions  at  Portland 

The  17th  Clinical  Meeting  of  American  Medical 
Association  was  held  in  Portland,  Oregon,  Decem- 
ber 1-4,  1963. 

The  total  registration  for  the  meeting  was 
7,103,  including  3,144  physicians.  It  was  a delight- 
ful meeting,  held  in  a beautiful  city  with  the 
utmost  hospitality  being  extended  by  a courteous 
group  of  doctors  and  their  most  gracious  wives. 

The  special  meetings  before  the  main  program 
were  well  attended  and  outstanding.  The  College 
of  Chest  Physicians  held  a two-day  meeting  which 
many  of  our  Colorado  members  attended  and  par- 
ticipated in.  Also  of  great  interest  was  the  5th 
National  Conference  on  the  Medical  Aspects  of 
Sports,  sponsored  by  the  American  Medical  Asso- 
ciation and  held  in  the  Benson  Hotel  December  1, 
1963.  The  397  physicians,  athletic  directors,  coaches, 
and  trainers  who  attended  enjoyed  the  meeting 
There  were  some  really  outstanding  papers.  A 
great  deal  of  the  program  was  on  the  more  prac- 
tical aspects  of  athletic  injuries.  One  symposium, 
ankle  trauma,  moderated  by  Dr.  E.  G.  Chuinard 
of  Portland,  was  especially  well  attended  and 
presented  many  practical  aspects,  not  only  from  ; 
an  athletic  standpoint,  but  from  a standpoint  of 
ankle  injuries  in  everyday  life.  The  ankle  sprain, 
differential  diagnosis  of  ankle  injuries,  and  frac-  j 
tures  of  the  foot  and  ankle  in  sports  were  well  ' 
covered  by  outstanding  authorities.  j 

At  the  luncheon  meeting  there  were  highly  ! 
scientific  subjects  presented  by  Dr.  Stephen  Reid  t 
of  Evanston,  Illinois,  and  Kenneth  L.  Rose  of  ! 
Lincoln,  Nebraska.  This  consisted  of  “radio- 
telemetry  in  the  study  of  head  impact  in  football” 
and  a study  of  heart  function  in  athletes  by  tele- 
metered electrocardiography.  Following  this  the 
meeting  divided  up  into  selective  discussion  groups. 

One  panel  was  concerned  with  preparation  of  the 
athlete  for  competition.  Another  was  the  medical 
aspects  of  contact  sports,  and  the  third  was  applied 
anatomy  for  physicians  and  trainers. 

The  second  general  session  convened  in  the 
afternoon  after  the  panel  discussions.  One  of  the 
outstanding  presentations  was  the  technic  of 
field  examination  in  football,  by  Martin  E.  Blazina 
of  Los  Angeles.  Later  in  the  day  there  was  a 
demonstration  on  upper  extremity  taping.  The 
evening  session  concerned  itself  with  knee  in- 
juries. This  annual  conference  has  been  well  re- 
ceived and,  in  addition  to  its  practical  value  to 
doctors,  establishes  excellent  rapport  for  the  AMA 
with  groups  of  individuals  in  whom  we  are  deeply 
interested. 


A stimulating  program  was  put  on  by  the  6 th 
Annual  Medical  Services  Conference.  This  was 
held  in  the  ballroom  at  the  Portland  Hotel.  Among 
the  subjects  covered  were  “Growing  concept  of 
j long-term  patient  care,”  “The  community  concept 
^ of  patient  care,”  a symposium  on  direction  in  the 
I long-term  care.  Rehabilitation  in  long-term  care 
programs  was  excellently  covered  by  Dr.  Irvin 
E.  Hendryson  of  our  delegation.  The  afternoon 
fl  was  devoted  to  some  of  the  more  basic  aspects 
ji  of  chronic  medical  care,  namely  the  federal  dis- 
I ability  benefit  program,  the  AMA  liaison  with 
|j  disability  programs  and  the  disability  determina- 
f|  tion  process.  This  was  a very  instructive  meeting 
I and  was  well  attended  but  it  deserved  the  atten-* 
I tion  of  more  than  managed  to  get  to  the  meetings, 
j In  addition  to  these  special  events,  the  various 

I councils  of  the  AMA  met  to  prepare  their  business 
! for  presentation  to  the  House  of  Delegates.  The 
; Colorado  delegation  was  very  faithful.  We  had 
! several  business  meetings  in  the  headquarters  room 
j but  on  only  one  evening  did  we  invite  guests. 

The  actual  business  proceedings  were  some- 
what shorter  than  normal.  There  were  about  50 
supplementary  reports  and  31  resolutions  to  re- 
! ceive  consideration. 

The  first  meeting  of  the  House  of  Delegates 
opened  in  a very  happy  and  friendly  manner. 

’ Among  the  activities  of  the  day  was  the  awarding 

■ of  the  AMA  Layman’s  Citation  for  Distinguished 

■ Service  for  the  sixth  time,  and  actually  for  the 

f first  time  at  a Clinical  Meeting.  Mr.  M.  Lowell 

i Edwards  of  Santa  Ana,  California,  and  Brightwood, 

I Oregon,  received  the  award.  It  was  a stimulating 

I presentation.  Mr.  Edwards  is  a 65-year-old  retired 

1 engineer  who  could  have  very  easily  sat  on  his 

[ front  porch  in  retirement,  but  who  instead  had 

1 designed  and  built  artificial  heart  valves  now  in 

*■  use  in  more  than  2,600  persons  with  diseased 

. hearts. 

r The  President  of  the  Woman’s  Auxiliary  of 

I the  AMA  gave  a stimulating  and  heartening  speech. 

[ Both  of  the  student  AMA  delegates  were  intro- 
! duced  and  properly  received.  The  House  paid 
I tribute  to  Mr.  Thomas  A.  Hendricks,  one  of  the 
i outstanding  staff  members  and  extremely  dear 
friend  of  Colorado,  who  is  retiring  on  December 
31  from  20  years  in  the  AMA  service.  At  the  same 
time  Dr.  McKeown  received  contributions  to  the 
I American  Medical  Association  Education  and  Re- 
search Foundation.  Three  states  contributed  al- 
most $400,000  for  financial  aid  to  medical  schools. 
Merck,  Sharp  and  Dohme  Pharmaceutical  Com- 
j pany  made  its  third  $100,000  contribution  to  the 
j student  loan  fund  of  the  American  Medical  Asso- 
L elation  Research  Foundation. 

! The  entire  meeting  was  ably  conducted  by 

•'<  the  new  Speaker,  Dr.  Milford  Rouse  of  Dallas, 

■ Texas.  After  introducing  the  President-elect,  Dr. 

J Norman  Welch,  Dr.  Edward  Annis,  AMA  Presi- 
j dent,  reported  on  the  recent  House  Ways  and 
^ Means  Committee  hearings  on  the  King-Anderson 
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bill  and  told  the  House  that  the  combined  testi- 
mony of  the  American  Medical  Association,  state 
societies  and  our  allies  . . made  a far  greater 
impact  on  the  members  of  the  committee,  friend 
and  foe  alike,  than  at  any  other  time  in  the  his- 
tory of  this  long  and  bitter  conflict.”  Dr.  Annis 
also  reported  that  under  questioning  by  committee 
Chairman  Wilford  Mills,  actuaries  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  admitted 
that  the  program  of  tax-paid  hospitalization  and 
related  benefits  for  the  aged  proposed  in  the  King- 
Anderson  bill  would  require  a tax  rate  twice  as 
high  as  they  had  previously  claimed.  This,  in  Dr. 
Annis’  usual  manner,  was  an  extremely  stimulat- 
ing and  well  received  talk. 

The  House  approved  a Board  of  Trustees  pro- 
posal that  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  undertake  a “com- 
prehensive program  of  research  on  tobacco  and 
health.”  They  agreed  that  many  gaps  existed  in 
the  knowledge  about  the  relationship  between 
smoking  and  health,  and  the  House  declared  that 
this  study  should  be  devoted  “primarily  to  deter- 
mine which  significant  human  ailments  may  be 
caused  or  aggravated  by  smoking,  how  they  may 
be  caused,  the  particular  elements  in  smoke  that 
may  be  causal  or  aggravating  agents,  and  the 
methods  for  eliminating  such  agents.”  The  House 
agreed  that  the  project  should  be  financed  by  a 
substantial  contribution  from  the  American  Medi- 
cal Association,  and  that  contributions  should  be 
solicited  from  other  sources — from  industry,  foun- 
dations, voluntary  health  agencies,  and  physicians. 
It  was  emphasized  that  these  contributions  will  be 
accepted  only  if  given  without  restrictions.  This 
was  a timely  subject  and  it  is,  obviously,  a ques- 
tion upon  which  the  American  Medical  Association, 
as  a body,  must  take  some  definite  stand  in  the 
very  near  future. 

There  were  some  AMA  constitution  and  by- 
law changes: 

1.  The  annual  Clinical  “Sessions”  have  been  re- 
named the  annual  Clinical  “conventions.” 

2.  The  word  “constituent”  has  been  changed  to 
“state.” 

3.  The  two  types  of  membership  have  been  re- 
named “Active”  and  “Special.”  Active  members 
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are  both  regular  and  service  members.  Special 
members  are  associate,  affiliate  and  honorary 
members. 

4.  Affiliate  membership  will  be  available  to 
American  physicians  engaged  in  medical  mission- 
ary and  similar  educational  philanthropic  labors 
located  in  possessions  of  the  United  States. 

5.  A quorum  will  be  100  of  the  voting  members 
of  the  House  rather  than  75. 

6.  A method  has  been  established  to  replace  a 
general  officer  who  misses  six  consecutive  meet- 
ings of  the  Board  of  Trustees. 

7.  A method  has  been  established  for  the  suc- 
cessor to  the  President  to  assume  the  office  of 
President  if  the  President  dies,  resigns  or  is  re- 
moved from  office.  The  Board  of  Trustees  has  been 
given  express  authority  to  appoint  committees. 
The  House  retained  present  provisions  concerning 
voting  on  amendments  to  the  Constitution  but 
agreed  that  this  matter  might  be  considered  by 
the  Committee  to  Review  the  Organization  of  the 
AMA  House  of  Delegates. 

Colorado’s  resolution  to  seek  improvements  in 
the  format  of  the  American  Medical  Directory  to 
make  it  easier  to  use  was  unanimously  approved. 

Another  important  action  was  one  that  earnest- 
ly recommended  that  State  Medical  Societies  ex- 
plore the  advantages  of  implementing  Kerr-Mills 
programs  in  a manner  which  will  permit  the  care 
of  beneficiaries  under  voluntary  health  insurance 
programs. 

Of  great  interest  in  our  area,  with  so  many 
voluntary  health  agencies,  was  the  approval  of 
a report  by  the  Board  of  Trustees  on  the  profes- 
sional relationships  with  voluntary  health  agen- 
cies. The  House  declared  “that  the  AMA  maintain 
its  policy  of  neither  approving  nor  disapproving 
national  voluntary  health  agencies.”  It  also  agreed 
that  the  AMA,  through  its  Committee  on  Volun- 
tary Health  Agencies,  “maintain  its  position  of 
offering  guidance  on  medical  aspects  on  national 
voluntary  health  agency  programs.” 

The  House  approved  the  “Principles  for  Medical 
Guidance  to  National  Voluntary  Health  Agencies,” 
which  contain  a new  definition  of  a voluntary 
health  agency,  objectives  of  the  Committee  on 
Voluntary  Health  Agencies,  and  a list  of  suggested 
mutual  obligations  between  the  AMA  and  the 
national  voluntary  health  agencies.  The  House 
directed  attention  to  the  following  two  obligations: 

“There  should  be  a mutual  exchange  of  infor- 
mation and  opinion  enabling  the  medical  pro- 
fession and  the  agency  to  understand  each  other’s 
policy  and  practice. 

“A  national  voluntary  health  agency  should 
seek  the  advice  of  the  medical  profession  when 
embarking  on  a national  medical  program.” 

In  another  action,  the  House  also  agreed  with 
a recommendation  that  the  Committee  on  Volun- 
tary Health  Agencies  be  given  the  status  of  a 
council  in  the  AMA  structure.  This  was  all  very 
interesting  and  important  to  us  because,  with  the 

Continued  on  page  54 
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PRO-BANTHINE' 


BPA.O  or  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

IMany  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthTne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 
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myriad  voluntary  health  agencies,  the  public  does 
not  know  which  has  merit  or  serves  its  purpose 
to  the  best  advantage. 

These  recommendations  infer  that  any  pro- 
posed agency  would  be  much  better  supported  if 
it  had  the  blessing  of  its  local  medical  society.  I 
am  sure  that  we,  as  doctors,  are  not  entirely  cer- 
tain of  those  deserving  of  our  blessing  and  finan- 
cial support. 

The  House  adopted  a policy  statement  pointing 
out  that  in  recent  years  there  has  been  a dramatic 
growth  of  blood  banking  facilities  in  the  United 
States  and  declaring  that  “it  is  highly  essential 
that  the  organization  of  new  blood  banking  pro- 
grams and  the  modification  of  existing  ones  should 
have,  in  the  interest  of  the  public  health  and 
safety,  the  approval  of  the  county  or  district  medi- 
cal society  and,  therefore,  should  be  coordinated 
with  existing  approved  blood  banking  facilities. 
The  House  also  approved  a floor  amendment  stat- 
ing that  since  a blood  bank  can  well  be  considered 
a medical  facility,  the  top  authority  in  a blood 
bank  should  be  a physician. 

Among  interesting  “miscellaneous  actions”  of 
the  House  were  the  following: 

Changed  the  name  of  the  Council  on  Scientific 
Assembly  to  the  Council  on  Postgraduate  Pro- 
grams; 

Extended  AMA  Affiliate  Membership  to  scien- 
tists in  sciences  allied  to  medicine; 

Changed  the  name  of  the  Council  on  Medical 
Education  and  Hospitals  to  the  Council  on  Medical 
Education; 

Approved  an  amendment  to  the  Bylaws  which 
would  permit  the  opening  session  of  the  House 
of  Delegates  to  be  held  on  Sunday  afternoon  or 
evening; 

Expressed  gratification  that  the  work  of  the 
Committee  on  Medicine  and  Religion  has  received 
widespread  acceptance  and  support  from  state  and 
county  medical  societies,  religious  groups  and 
related  organizations; 

Received  a report  on  the  AMA  Members  Re- 
tirement Plan  and  urged  physicians  to  act  quickly 
if  they  are  to  exercise  their  rights  under  Public 
Law  87-792  during  1963; 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 


WEST  ALAMEDA 
MEDICAL  PLAZA 


NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 


6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 
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Asked  the  AMA  staff  to  study  the  feasibility  of 
opening  the  Clinical  Meeting  two  Sundays  prior 
to  Thanksgiving  Day; 

Approved  recommendations  for  criteria  on  med- 
ical examinations  for  driver  limitation  under  cer- 
tain specified  conditions; 

Suggested  that  an  appropriate  committee  of  the 
AMA  work  with  the  United  States  Public  Health 
Service  and  the  industry  in  providing  a type  of 
detergent  that  will  assure  safety  to  the  health  of 
the  public; 

Urged  that  the  term  “the  aging”  be  used  in- 
stead of  “the  aged”  in  all  statements  by  the  medi- 
cal profession  regarding  older  persons; 

Approved  the  “Guides  for  Medical  Society 
Committees  on  Aging”  and  recommended  their 
wide  distribution  and  use; 

Received  a progess  report  from  the  Commis- 
sion on  the  Cost  of  Medical  Care  which  will  pre- 
sent its  final  report  in  June,  1964; 

Agreed  that  the  Committee  on  Rehabilitation 
should  be  reconstituted  and  that  it  should  include 
participation  of  knowledgeable  representatives  of 
all  related  fields  of  the  practice  of  medicine. 

Resolved  that  the  AMA  attempt  to  have  re- 
moved from  the  Kefauver-Harris  Amendment 
those  provisions  which  authorize  the  U.  S.  Food 
and  Drug  Administration  to  determine  the  effec- 
tiveness of  drugs; 


Reaffirmed  the  Association’s  policy  of  opposing 
the  inclusion  of  self-employed  physicians  under 
Social  Security; 

Agreed  that  a short-form  medical  record  may 
be  used  in  cases  of  a minor  nature  and,  in  general, 
should  apply  to  hospital  stays  of  48  hours  or  less; 

Approved  a Board  of  Trustees  conclusion  that 
the  Honors  and  Scholarship  program,  originally 
proposed  in  1960,  not  be  implemented  in  the  light 
of  present  circumstances; 

Urged  all  AMA  members  to  continue  to  support 
the  Woman’s  Auxiliary  so  that  it  can  be  success- 
ful in  increasing  its  membership,  raising  more 
revenue  and  broadening  its  range  of  activities. 

KENNETH  C.  SAWYER,  M.D., 
for  the  Colorado  Delegation. 
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Frontiers  in  Brain  Research:  Edited  by  John  D.  French,  M.D. 
N.  Y.,  1962,  Columbia.  285  p.  Price:  $9.00. 

Fundamental  Techniques  ot  Plastic  Surgery:  By  Ian  A. 
McGregor.  2d  ed.  Balt.,  1962,  Williams  and  Wilkins.  286  p. 
Price:  $8.00. 

Fundamentals  of  Voluntary  Health  Care:  Edited  by  George  B. 
deHuszar.  Caldwell,  Idaho,  1962,  Caxton.  457  p.  Price:  $6.00. 
History  of  Tin  Cup,  Colorado:  By  Nolie  Mumey,  M.D.  Boulder, 
1963,  Johnson.  222  p.  Price:  $15.00. 

Innervation  of  Blood  Vessels:  By  Tatiana  Grigoreva.  N.  Y., 
1962,  Pergamon.  442  p.  Price:  $10.00. 

Interpretation  of  Tomograms  of  the  Head:  By  Marvin  L.  Daves, 

M. D.  Springfield,  1962,  Thomas.  248  p.  Price:  $17.50. 

The  Murderer  and  His  Victim:  By  John  M,  Macdonald,  M.D. 
Springfield,  1961,  Thomas.  420  p.  Price:  $10.50. 

Neural  Basis  of  Human  Behavior:  By  Harold  S.  Burr,  Ph.D. 
Springfield,  1960,  Thomas.  261  p.  Price:  $7.50. 

Neural  Physiopathology ; Some  Relationships  of  Normal  to 
Altered  Nervous  System  Activity:  Edited  by  Robert  G.  Grenell, 
Ph.D.  N.  Y.,  1962,  Harper.  397  p.  Price:  $10.00. 
Neurophysiology:  Edited  by  Theodore  C.  Ruch,  Ph.D.  Phila., 

1961,  Saunders.  521  p.  Price:  $10.00. 

Neurovascular  Compression  Syndromes  of  the  Shoulder  Girdle: 
By  Louis  M.  Rosati,  M.D.,  and  Jere  W.  Lord,  M.D.  N.  Y.,  1961, 
Grune.  168  p.  Price:  $7.25. 

Pathogenesis  and  Treatment  of  Cerebrovaseular  Disease;  Edited 
by  William  S.  Fields,  M.D.  Springfield,  1961,  Thomas.  562  p. 
Price:  $15.00. 

Primary  Tumors  of  the  Calvaria,  With  Special  Consideration 
of  the  Clinical  Problems:  By  Franklin  Jelsma,  M.D.  Spring- 
field.  1960,  Thomas.  116  p.  Price:  $7.00. 

Primer  of  Clinical  Measurement  of  Blood  Pressure:  By  George 
E.  Burch,  M.D.,  and  Nicholas  P.  DePasquale,  M.D.  St.  Louis, 

1962,  Mosby.  141  p.  Price:  $5.50. 

Psychosomatic  Medicine:  The  First  Hahnemann  Symposium: 
Edited  by  John  H.  Nodine,  M.D.,  and  John  H.  Moyer,  M.D. 
Phila.,  1962,  Lea.  1,002  p.  Price:  $16.50. 

Readings  in  Child  and  Adolescent  Psychology:  Edited  by 
Lester  D.  Crow,  Ph.D.,  and  Alice  Crow,  Ph.D.  N.  Y.,  1961, 
Longmans.  592  p.  Gift. 

Relief  of  Symptoms:  By  Walter  Modell,  M.D.  2d  ed.  St.  Louis, 

1961,  Mosby.  374  p.  Price:  $11.50. 

Science  of  Dreams:  By  Edwin  Diamond.  N.  Y.,  1962,  Doubleday. 
264  p.  Price:  $4.50. 

Somatic  Stability  in  the  Newly  Bsrii:  Ciba:  Edited  by  G.  E.  W. 
Wolstenholme  and  Maeve  O’Connor.  Boston,  1961,  Little.  393  p. 
Price:  $10.00. 

Structural  Aspects  of  Ageing:  Edited  by  Geoffrey  H.  Bourne. 

N.  Y.,  1961,  Hafner.  419  p.  Price:  $20.00. 

A Study  of  Psychophysical  Methods  for  Relief  of  Childbirth 
Pain:  By  Charles  L.  Buxton,  M.D.  Phila.,  1962,  Saunders.  116  p. 
Price:  $4.75. 

Surgical  Errors  and  Safeguards:  5th  ed.  By  Max  Thorek,  M.D. 
Phila.,  1980,  Lippirscott.  652  p.  Price:  $25.00. 

Synopsis  of  Roentgen  Signs:  By  Isadore  Meschan,  M.D.  Phila., 

1962,  Saunders.  436  p.  Price;  $11.00. 

Trauma  to  Nerves  in  Limbs;  By  James  E.  Bateman,  M.D. 
Phila.,  1962,  Saunders.  453  p.  Price:  $14.00. 

Treatment  of  Injuries  to  Athletes:  By  Don  H.  O’Donoghue, 
M.D.  Phila.,  1962,  Saunders.  649  p.  Price:  $18.50. 

You,  the  Medical  Witness:  By  Harold  A.  Liebenson.  Chicago, 
1961,  Year  Book.  219  p.  Price:  $6.00. 

An  Atlas  of  Positive  Contrast  Myelography:  By  James  Bull, 
M.D.,  and  Wylie  McKlssock,  O.B.E.,  M.S.  N.Y.,  Grune,  1962. 
Price:  $9.50. 

Basic  Problems  in  Neoplastic  Disease:  Edited  by  Alfred 
Gellhorn  and  Erich  Hirschberg.  N.Y.,  Columbia,  1962.  237  p. 
Price:  $8.00. 

Biological  Effects  of  Freezing  and  Supercooling:  By  Audrey 
U.  Smith,  D.Sc.  Baltimore,  Williams  and  Wilkins,  1961.  462  p. 
Price:  $11.00. 

Cardiopericardiomyopexy:  New  Surgical  Treatment  for  Heart 
Diseases;  By  Aaron  N.  Gorelik,  M.D.  N.Y.,  Myopexy  Associa- 
tion of  New  York,  1960.  176  p. 


Chemotherapy  of  Tuberculosis:  By  Willaim  P.  Russell,  M.D., 
and  Gardner  Middlebrook,  M.D.  Springfield,  Thomas,  1961. 
130  p.  Price:  $6.50. 

Clinical  Neurology:  Edited  by  Abe  B.  Baker,  M.D.,  and  others. 
N.Y.,  Hoeber,  1962.  4 vol.  $85.00. 

Curare  and  Curare-like  Agents:  CIBA:  Edited  by  A.  V.  S. 
DeReuck.  Boston,  Little,  1962.  103  p.  Price:  $2.95. 

Current  Diagnosis  and  Treatment:  By  Henry  Bralnerd,  M.D. 
Los  Altos,  Lange,  1963.  843  p.  Price:  $9.50. 

Current  Therapy:  Edited  by  Howard  F.  Conn,  M.D.  Phila., 
Saunders.  1963.  775  p.  Price:  $12.50. 

Dental  Jurisprudence;  By  Harvey  Sarner,  B.S.,  LL.B.  Phila., 
Saunders,  1963.  156  p.  Price:  $4.50. 

The  Dental  Student:  By  Douglas  M.  More,  Ph.D.  St.  Louis, 
American  College  of  Dentists,  1961.  93  p.  Gift. 

Diseases  of  Muscle;  a Study  in  Pathology:  By  Raymond  D. 
Adams,  M.D.,  D.  Denny-Brown,  M.D.,  and  Carl  M.  Pearson, 
M.D.  2d  ed.  N.Y.,  Hoeber,  1962.  735  p.  Price;  $22.00. 

Doctors,  Patients  and  Health  Insurance;  the  Orgamizatisn  and 
Financing  of  Medical  Care:  By  Herman  Miles  Somers  and 
Anne  R.  Somers.  Washington,  Brookings  Institute,  1961.  576  p. 
Price:  $1.95. 

Early  Detection  and  Diagnosis  ®£  Cancer;  By  Walter  E. 
O’Donnell,  M.D.,  Emerson  Day,  M.D.,  and  Louis  Vened,  M.D. 
St.  Louis,  Mosby,  1962.  286  p.  Price:  $12.00. 

Errant  Ways  of  Human  Society:  By  Julius  Bauer,  M.D.  N.Y., 
Vantage,  1861.  162  p.  Price:  $3.00. 

Genetics  for  the  Clinician:  By  C.  A.  Clarke.  M.D.  Springfield, 
Thomas,  1962.  294  p.  Price:  $9.50. 

A Guide  to  Human  Parasitology  for  Medical  Practitioners:  By 
D.  B.  Blaoklock;  revised  by  T.  H.  Davey.  7th  ed.  Baltimore, 
Williams  & Wilkins,  1961.  223  p.  Price:  $7.00. 

International  Symposium  on  Bronchitis:  The  Netherlands,  1960: 
Edited  by  N.  G.  M.  Orie,  M.D.,  and  H.  J.  Sluiter,  M.D.  Spring- 
field.  Thomas,  1961.  358  p.  Price:  $10.75. 

Intestinal  Absorption:  By  T.  Hastings  Wilson,  M.D.  Phila., 
Saunders,  1962.  263  p.  Price:  $11.00. 

Irritation  and  Coanterirritation,  a Hypothesis  About  the  Auto- 
amputative  Property  of  the  Nervous  System  . . By  Adolphe 
D.  Jonas,  M.D.  N.Y.,  Vantage,  1962.  368  p.  Price:  $7.50. 
Kernicterus  and  Its  Importanee  in  Cerebral  Palsy:  American 
Academy  for  Cerebral  Palsy.  Springfield,  Thomas,  1961.  306  p. 
Price;  $8.75. 

The  List  Method  of  Psychotherapy:  By  Elizabeth  Sher  and 
others.  N.Y.,  Philosophical  Library,  1960.  258  p.  Price:  $7.50. 
The  Long  Search  for  the  Truth  About  Cancer:  By  Mark 
Boesch.  N.Y.,  Putnam,  1960.  316  p.  Price;  $4.95. 

Lymphocytes  and  Mast  Cells:  By  Margaret  A.  Kelsall,  B.A., 
M.A.,  and  Edward  D.  Crabb,  B.A.,  M.A.  Baltimore,  Williams 
& V/ilkins,  1959.  399  p.  Price:  $8.00. 

Malpractice  Law  Dissected  for  Quick  Grasping:  By  Charles 

L.  Cusumano.  N.Y.,  Medicine-Law,  1962.  132  p.  Price:  $10.00. 
Medical  and  Legal  Evaluation  ®f  Disability  in  Personal  Injury 
Cases:  By  Leo  P.  Miller,  M.D.,  and  Harold  A.  Liebenson. 
Chicago,  YearBook,  1962.  281  p.  Price:  $8.00. 

Medical  Pharmacology;  Principles  and  Concepts:  By  Andres 
Goth,  M.D.  St.  Louis,  Mosby,  1961.  551  p.  Price:  $11.00. 

Natural  History  of  Infections  Disease:  By  Sir  MacFarlane 
Burnet,  O.M.,  M.D.,  F.R.S.  3d  ed.  Cambridge  University  Press, 

1962.  377  p.  Price;  $6.00. 

Passenger  Car  Design  and  Highway  Safety:  Proceedings  of  a 
Conference  on  Research.  N.Y.,  The  Association,  1962.  290  p. 
Price:  $2.75. 

Problems  of  the  Physiology  of  the  Processes  of  Fatigue  and 
Recovery:  The  Academy  of  Sciences,  U.S.S.R.  Kiev,  The 
Academy,  1958.  264  p.  Gift. 

The  Prospector  and  Other  Poems:  By  Nolie  Mumey,  M.A., 

M. D..  M.Sc.  (Med.),  F.A.C.S.,  F.I.C.S.  Denver,  Range,  1962. 
142  p. 

The  Psychiatric  Hospital  as  a Small  Society:  By  WOliam  R. 
Caudill.  Cambridge,  Harvard  Univ.  Press,  1958.  406  p.  Gift. 
Radiation  Therapy  in  the  Management  of  Cancers  of  the 
Oral  Cavity  and  Oropharynx:  By  Gilbert  H.  Fletcher,  M.D., 
and  William  S.  MacComb,  M.D.  Springfield,  Thomas,  1962. 
396  p.  Price:  $16.50. 

Alcohol  and  Road  Traffic:  Proceedings  of  the  3rd  International 
Conference  on  Alcohol  and  Road  Traffic.  London,  1963,  British 
Medical  Association.  362  p.  Price:  $10.40. 

An  Atlas  of  Congenital  Heart  Disease:  By  Frank  E.  Sherman, 
M.D.  Philadelphia,  1963,  Lea.  303  p.  Price:  $15.00. 

Broken  Long  Bone;  Its  Bionomics  and  Man;  By  Robert  T. 
McElvenny,  M.D.,  and  Ned  Murray  Grove,  M.D.  Springfield, 

1963,  Thomas.  292  p.  Price:  $11.50. 

The  Child  and  His  Symptoms,  A Psychosomatic  Approach: 
By  John  Apley,  M.D.,  and  Ronald  MacKeith,  M.D.  Philadel- 
phia, c 1963,  Davis.  262  p.  Price:  $5.00. 

Clinical  Uses  ®f  Adrenal  Steroids:  Edited  by  Josiah  Brown, 
M.D.,  and  Carl  M.  Pearson,  M.D.  New  York,  1982,  Blakiston. 
447  p.  Price:  $10.30. 
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Crash  Injuries:  The  Integrated  Medical  Aspects  of  Automobile 
Injuries  and  Deaths:  By  Jacob  Kulowski,  M.D.,  F.A.C.S., 
F.I.C.S.  Springfield,  111.,  1960,  Thomas.  1080  p.  Price:  $32.50. 
Diseases  of  the  Skin,  for  Practitioners  and  Students:  By  George 
C.  Andrews,  M.D.,  P.A.C.P.,  and  Anthony  N.  Domonkos,  M.D., 
F.A.C.P.  5th  ed.  Phila.,  1963,  Saunders.  749  p.  Price:  $14.85. 
Early  Cancer;  Prevention,  Detection,  Course,  Treatment:  By 
Leonard  B.  Goldman,  M.D.  New  York,  1963,  Grune.  324  p. 
Price:  $12.50. 

The  Electrocardiogram  and  Chest  X-Ray  in  Diseases  of  the 
Heart:  By  Arthur  M.  Master,  M.D.,  and  others.  Philadelphia, 
1963,  Lea.  565  p.  Price:  $21.00. 

Elementary  Medical  Statistics:  By  Donald  Mainland,  M.B., 
Ch.B.,  D.Sc.,  2nd  ed.  Philadelphia,  1963,  Saunders.  381  p. 
Price:  $8.00. 

An  Introduction  to  Physical  Methods  of  Treatment  in  Psyehi- 
atry:  By  William  Sargent,  M.A.,  M.B.,  F.R.C.P.,  and  Eliot 
Slater,  M.A.,  M.D.,  F.R.C.P.  4th  ed.  Baltimore,  1963,  W&W. 
346  p.  Price:  $7.00. 

Local  Reaction  of  Protoplasm  and  Gradual  Excitation:  By  D.  N. 
Nasonov..  Moscow,  1962,  The  Academy.  425  p.  Gift. 

A Manual  of  Diabetes  for  the  House  Officer:  By  William  T. 
Nunes,  Major,  M.C.  Springfield,  1963,  Thomas.  108  p.  Price: 
$5.00. 

Mechanisms  of  Demyelinatlon:  Edited  by  Augustus  S.  Rose, 
M.D.,  and  Carl  M.  Pearson.  M.D.  New  York,  1963,  Blakiston. 
253  p.  Price:  $12.63. 


Book  reviews 

Crash  Injuries:  The  Integrated  Medical  Aspects  of  Automobile 
Injuries  and  Deaths:  By  Jacob  Kulowski,  M.D.  Springfield, 
1960,  Thomas.  1080  p.  Price:  $32.50. 

Among  the  students  of  the  traffic  death  and 
injury  problem,  this  is  known  as  “The  Book.” 
Except  for  the  lack  of  an  index,  this  is  as  compre- 
hensive as  any  book  on  the  subject  could  be.  The 
bibliography  is  very  extensive,  and  reflects  the 
author’s  profound  scholarship. 

There  is  a chapter  on  the  relation  of  the  seated 
posture  and  vehicular  seating  to  the  types  of  in- 
jury; seating,  tie-down,  and  passenger  packaging; 
time,  motion  and  force  relations;  human  tolerances 
and  deceleration  forces;  the  autopsy;  and  chapters 
of  interest  to  specialists  in  every  field  of  injury, 
as  well  as  the  distilled  wisdom  of  an  orthopedist 
who  has  treated  an  army  of  injured  motorists. 

This  book  is  in  our  library  and  deserves  to  be- 
come dog-eared  by  extensive  use. 

Horace  E.  Campbell,  M.D. 

Broken  Long  Bone,  Its  Bionomics  and  Man:  By  Robert  T. 
McElvenny,  M.D.  Springfield,  111.,  1963,  Thomas.  292  p.  Price: 
$11.50. 

People  who  live  a vigorous  life,  and  are  alert 
to  the  interest  and  enjoyment  of  it,  often  feel  the 
desire  to  write  a book,  and  impart  to  others  the 
meaning  of  what  they  have  learned.  Some  occa- 
sionally do.  Dr.  McElvenny  is  one  of  these,  and 
after  being  trained  thoroughly  in  the  fundamentals 
of  his  craft,  and  later  coming  into  a full  under- 
standing of  them,  he  has  recorded  them  for  those 
in  the  training  stage  of  their  careers.  The  reader 
is  able  to  see,  by  illustration  and  reading  the  text, 
his  objectives  through  Dr.  McElvenny ’s  personal- 
ity. There  are  no  mistakes  and  no  misconceptions 
in  the  fundamentals  which  are  here  recorded. 

His  style  is  sometimes  a little  involved,  and 
passages  sometimes  must  be  read  slowly  and  care- 
fully to  comprehend  their  meaning.  Occasionally 
the  meaning  may  still  be  elusive.  One  paragraph, 
for  example,  reads:  “The  wound  trauma  elects  for 
us  offers  the  best  possibility  to  develop  the  field 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltrate 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 
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( 1.  PRACTICING 

If  You  Are  2.  under  age  69 

f 3.  A Member  of  the  COLORADO  MEDICAL  SOCIETY, 

you  can  protect  your  income  at 
extremely  low  cost  through  the  Society's 

DISABILITY  INCOME  PLAN 

HOUSI  CONFINEMENT  NEVER  REQUIRED 

RETURN  THE  COUPON  FOR  DETAILS 

VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  information  about  the  insurance  program 

endorsed  by  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

C I TY STATE 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 
which  also  underwrites 
The  NEW  MEXICO  PHYSICIANS'  SERVICE 


at  the  spot  where  the  skin  opening  has  been  pro- 
vided willy-nilly.  If  this  wound  is  small  and  poorly 
placed,  but  under  it  exists  a real  problem,  one 
must  choose  from  his  ability  and  from  his  depths, 
what  he  can  do  to  make  this  thing,  having  no 
choice,  a minor  chord,  and  where  the  major  chord 
will  be  struck.”  In  spite  of  this  occasional  cloudy 
rhetoric,  there  is  a certain  class  in  his  style  which 
makes  it  interesting,  and  places  it  in  a class  aside 
from  an  ordinary  textbook.  He  is  sometimes  subtle 
in  his  approach,  as,  for  example.  Chapter  7 on 
“Appliances,  Gadgets,  and  Tools”  which  consists  of 
a two-page  essay  on  the  difference  between  Form 
and  Style. 

For  interns,  residents,  and  younger  practitioners 
wishing  to  check  on  their  own  conceptions  and 
technics,  the  book  is  recommended.  It  is  not  a 
reference  book  to  consult  for  the  methods  of  treat- 
ing a certain  fracture,  but  is  a book  well  worth- 
while to  establish  the  fundamentals  for  treating 
any  fracture. 

Harry  C.  Hughes,  M.D. 


Alcohol  and  Road  Traffic:  Proceedings  of  the  Third  Inter- 
national Conference  on  Alcohol  and  Road  Traffic.  London, 
September  3-7,  1962.  British  Medical  Association,  Tavistock 
Square,  London  W.  C.  1,  1963.  Price:  $10.40. 

That  there  have  been  three  international  con- 
ferences on  Alcohol  and  Road  Traffic  (Stockholm 
1950,  Toronto  1953,  London  1962)  indicates  that  the 
drinking  driver  has  been  and  continues  to  be  an 
important  factor  in  our  traffic  death  and  injury 


problem.  As  a matter  of  fact,  in  the  United  States, 
at  least,  well  over  60  per  cent  of  fatally  injured 
drivers  have  been  drinking,  and  in  all  but  a minute 
fraction  of  these,  the  alcohol  was  the  responsible 
factor  in  the  tragedy. 

The  London  conference  enjoyed  the  highest 
sponsorship.  Prince  Philip,  Sir  Ian  Fraser,  the 
President  of  the  British  Medical  Association,  and 
The  Rt.  Hon.  Ernest  Marples,  the  Minister  of 
Transport,  whose  opening  address  was  of  con- 
siderable interest. 

There  are  some  seventy  listed  authors.  There 
are  five  sections:  Alcohol  and  Road  Accidents 
(largely  statistical  studies  from  around  the  world); 
The  Drinking  Driver  (on  the  personality  of  the 
drinking  driver;  on  the  no-nonsense  methods  used 
in  Czechoslovakia;  on  the  suicidal  alcoholic) ; Phar- 
macological, Physiological  and  Psychological  As- 
pects of  Alcoholic  Intoxication  (includes  a paper 
on  the  genetic  differences  in  the  effect  of  alcohol 
upon  the  behaviour  of  mice);  Chemical  Tests; 
Comparative  Aspects  (on  the  forensic  and  legis- 
lative aspects). 

This  and  the  two  preceding  volumes  contain 
all  there  is  to  know  about  the  subject.  All  that  is 
needed  now  is  a willingness  of  the  general  public 
to  solve  the  problem.  The  public  knows  what  to  do, 
but  does  not  want  to  do  it. 

Horace  E.  Campbell,  M.D.,  Chairman, 
Automotive  Safety  Committee, 
Colorado  Medical  Society. 
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The  discharged 
mental  patient . . . 
and  Thorazine^ 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KHne,  n.s.:  Postgrad.  Med.  27:620  (May)  iseo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 


Proposals  to  provide  limited  health  care  for 
the  aged  under  social  security  continue  to  be  the 
most  important  legislation  before  Congress  so 
far  as  the  medical  profession  is  concerned. 

In  his  State  of  the  Union  message  to  Congress, 
President  Johnson  labeled  it  “must”  legislation 
and  asked  for  Congressional  approval  before  the 
end  of  this  summer. 

The  House  Ways  and  Means  Committee  late  in 
January  wound  up  hearings  on  the  King-Anderson 
bill,  the  Administration’s  medicare  legislation. 

The  committee — with  a majority  of  its  mem- 
bers believed  to  still  be  opposed  to  such  legislation 
— did  not  indicate  immediately  when  it  would  act 
further  on  the  bill. 

In  commenting  on  the  State  of  the  Union  mes- 
sage, Dr.  Edward  R.  Annis,  President  of  the  Amer- 
ican Medical  Association,  said  that  President 
Johnson  apparently  had  been  grossly  misinformed 
by  his  advisers  on  the  legislation. 

“Medicare  would  not  be  an  insurance  program 


of  health  care  for  the  elderly,  and  workers  would 
not  contribute  to  a fund  for  their  old  age,”  Dr. 
Annis  said. 

“Medicare  would  be  strictly  a tax  program, 
forcing  wage  earners  to  pay  a substantial  increase 
in  their  payroll  taxes  to  finance  hospitalization 
for  everyone  over  65,  including  those  who  are 
wealthy  and  millions  of  others  who  already  are 
protected  with  hospital  insurance. 

“The  President  has  also  been  misinformed  on 
the  cost  of  such  a program.  Testimony  of  the 
Chief  Actuary  of  the  Social  Security  Administra- 
tion before  the  Ways  and  Means  Committee  in 
November  shows  that  every  worker  earning  $100 
or  more  a week  would  be  forced  to  pay  at  least 
23  per  cent  more  in  payroll  taxes  to  finance  this 
inequitable  program. 

“Medicare  is  unnecessary.  Private  health  insur- 
ance, now  protecting  more  than  10  million  elderly, 
is  available  to  those  who  can  pay  their  own  way, 
and  the  Kerr-Mills  Law,  already  enacted  in  more 
than  40  states,  can  help  those  who  need  help.” 

Other  legislative  proposals  of  interest  to  physi- 
cians include: 

An  amendment  to  the  Keogh  law  that  would 
remove  the  present  50  per  cent  limitation  on  the 
amount  of  income  tax  deduction  a self-employed 
person  can  claim  on  his  annual  retirement  savings. 
It  also  removes  the  $2,500  or  10  per  cent  of  income 
limitation  on  the  amount  of  retirement  savings  an 
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claudication 


every  block  seemed  a mile  long 


now. . .with 


arlidin 


the  blocks  seem  much  shorter. . . he  can  walk  many  more  of  them  in  comfort 


Arlidin  is  available  in  6 mg.  scored  tablets,  and  5 mg.  per  cc.  parenteral  solution.  See  PDR  for  packaging. 
Protected  by  U.S.  Patent  Numbers:  2,661,372  and  2,661,373. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.  Y. 


•i  individual  with  employees  could  use  for  tax  de- 
duction purposes. 

' The  Internal  Revenue  Service  recently  issued 

I a tentative  ruling  that  was  a setback  to  physicians 
and  other  professional  men  planning  to  band  to- 
gether into  corporations  for  tax  purposes.  A pro- 
posed regulation  stated  that  such  professional 
organizations  must  have  all  of  the  characteristics 

I of  a business  corporation  in  order  to  qualify  for 
corporation  tax  treatment,  which  would  be  virtu- 
ally impossible  for  a group  of  professional  men. 
The  IRS  proposal  is  not  final  and  will  be  the 
I subject  of  hearings  at  a later  date.  It  appears  cer- 

■ tain  to  be  the  subject  of  court  litigation,  if  made 

» final. 

— A civil  defense  bill  that  has  passed  the  House 
and  is  before  the  Senate.  It  would  provide  a $190 
million  program  of  grants  to  hospitals  and  other 
non-profit  institutions  for  building  fall-out  shel- 
ters. 

— An  Administration  proposal  to  require  clear- 
ance and  approval  of  new  medical  devices,  which 
means  anything  from  a new  type  of  forceps  to  the 
most  complicated  radiation  device.  FDA  would 
rule  on  the  efficacy  as  well  as  the  safety  of  such 
devices,  as  it  does  now  on  new  drugs. 

— An  amendment  to  the  medical  education  law 
that  would  forgive  part  of  the  repayment  of  federal 
loans  to  students  if  the  young  physician  settles  in 
a physician-shortage  area. 

— The  American  Medical  Profession  and  the 


U.  S.  Public  Health  Service  have  joined  forces  in 
opposing  a Senate-passed  bill  that  would  deprive 
PHS  of  its  authority  over  water  pollution  control 
activities.  The  bill,  now  before  the  House  Public 
Works  Committee,  would  set  up  a separate  or- 
ganization in  the  HEW  Department  to  handle  this 
function. 

— Appropriations  for  the  National  Institutes. 
Last  year  Congress  cut  the  NIH  budget  request  by 
$12  million  in  approving  $918  milhon  for  NIH. 
This  was  the  first  time  in  recent  years  Congress 
has  failed  to  substantially  increase  the  NIH  budget 
request  of  the  Administration.  It  indicated  that 
Congress  is  going  to  take  a closer  look  at  all  fed- 
eral research  projects,  which  total  some  $14  billion 
a year. 

The  AMA  has  pledged  its  aid  to  a Special  House 
Committee  investigating  the  federal  research  ef- 
fort. The  AMA  told  the  committee  that  medical 
research  spending  should  not  grow  to  the  point 
where  quality  is  overlooked  in  favor  of  quantity. 

“Research  is  an  investment  in  the  future,”  Dr. 
F.  J.  L.  Blasingame,  Executive  Vice  President  of 
AMA,  said  in  a letter  to  the  committee.  “Properly 
conducted  and  supported  by  prudent  expenditures, 
medical  research,  providing  for  his  physical  and 
social  well-being,  is  vital  to  the  total  health  se- 
curity of  man.  . . . 

“Certainly,  the  effort  of  your  committee  and 
the  review  being  conducted  should  prove  helpful 
to  the  nation.” 


iarlidin  (nylidrin  HCI) 


ji  increases  local  blood  supply  and  oxygen  where  needed  most ...  to  relieve  distressed  “walking” 
j muscles. . .for  sustained,  gratifying  relief  of  pain,  ache,  spasm,  intermittent  claudication. 

I Indicated  in: 

i arteriosclerosis  obliterans  • thromboangiitis  obliterans  • diabetic  atheromatosis  • 

; night  leg  cramps  • ischemic  ulcers  • Raynaud’s  syndrome  • thrombophlebitis  • 

; cold  feet,  legs  and  hands 

■I 

Use  with  caution  in  the  presence  of  a recent  myocardial  lesion,  severe  angina  pectoris 
and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 
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THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 

EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


SAN  Dll  A 


iiUM 


6903  Edith  Blvd.,  N.E. 


Albuquerque,  New  Mexico 


Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  < John  W.  Mteks,  m.d..  Medical  Director 

20  acres  landscaped  grounds  ; Alan  Jacobson,  m.d..  Psychiatrist 

Favorable  year-round  climate  ? Henry  T.  Penley,  m.d..  Psychiatrist 
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CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


or  obvi3te 
the  need  for 
i transfusions 
and  their 
> attendant 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


it's  practically 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE  - 7 DAYS  A WfEEK 


DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151  

1811  S.  State  St.  budget  terms 


HIRSCHFELD’S 

\l^C. 

Sp  eer  at  Acoma  • Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  our  representative  wiii  caii 
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MOKNUNGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  Medical  Director.  HENRY  COE,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


^ PERFECT! 


...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Colorado  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
j expire  at  the  Annual  Session  in  the  year  indicated.  V/here 
1 no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
1 Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 

I President:  Vernon  L.  Bolton,  Colorado  Springs. 

I President-elect:  Samuel  B.  Childs,  Denver. 

' Vice  President:  Heman  R.  Bull,  Grand  Junction. 

I Treasurer:  William  A.  Day,  Colorado  Springs,  1965 
1 Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 

Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John  C. 
1 Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver,  1965; 
J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

! Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 

Nevada  State  Medical  Association 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  323-6788. 

Standing  Committees 

ARRANGEMENTS  AND  PROGRAM:  Charles  D.  Banning, 
Chairman,  Reno;  John  W.  Brophy,  Reno;  Edwin  Cantlon, 
Reno;  Richard  D.  Grundy,  Carson  City;  Donald  F.  Guisto, 
Reno;  Gilbert  G.  Lenz,  Reno;  Harry  J.  McKinnon,  Las  Vegas; 
Adolf  Rosenauer,  Reno;  Silas  E.  Ross,  Jr.,  Reno;  Richard  C. 
Sheretz,  Reno;  Paul  J.  Kowallek,  Reno. 

CONSTITUTION  AND  BY-LAWS:  Wesley  W.  Hall,  Chairman, 
Reno;  Eugene  Bastien,  Elko;  John  W.  Denser,  Babbitt;  Joseph 
M.  George,  Jr.,  Las  Vegas;  John  M.  Moore,  Ely;  Lowell  J. 
Peterson,  Reno. 

MILITARY  AND  VETERANS  AFFAIRS:  Clinton  S.  Maupin, 
Chairman,  Mercury;  Alan  J.  Roche,  Co-chairman,  Sparks; 
WUliam  R.  Feltner,  Reno;  Everett  C.  Freer,  North  Las  Vegas; 
S.  N.  Landis,  Reno. 

INSURANCE  (NIC  AND  INDUSTRIAL  HEALTH):  Arthur  E. 
Scott,  Chairman,  Reno;  Joseph  M.  George.  Jr.,  Co-chairman, 
Las  Vegas;  John  W.  Callister,  Reno;  Charles  D.  Banning,  Reno; 
William  M.  Tappan,  Reno;  Richard  C.  Laub,  Las  Vegas; 
Richard  C.  Sheretz,  Reno;  Lome  M.  Phillips,  Henderson. 


LEGISLATIVE:  V.  A.  Salvadorini,  Chairman,  Reno;  Thomas 
S.  White,  Co-chairman,  Boulder  City;  Fred  M.  Anderson,  Reno; 
Richard  W.  Brown,  Reno;  Wesley  W.  Hall,  Reno;  Kenneth 
F.  Maclean,  Reno;  George  A.  Miners,  Henderson;  John  M. 
Read,  Elko;  Richard  A.  Petty,  Carson  City. 

MENTAL  HEALTH  COUNCIL:  V.  A.  Salvadorini,  Chairman, 
Reno,  1964;  Richard  W.  Brown,  Co-chairman,  Reno,  1966; 
Robert  E.  Bailey,  East  Ely,  1964;  Henry  H.  Luster,  Las  Vegas, 
1964;  William  D.  O’Gorman,  Las  Vegas,  1966;  Richard  A.  Petty, 
Carson  City,  1965;  John  M.  Read,  Elko,  1966;  Richard  C. 
Sheretz,  Reno,  1965;  Thomas  S.  White,  Boulder  City,  1965. 
PUBLIC  HEALTH  ADVISORY:  Mortimer  S.  Falk,  Chairman, 
Reno;  Hugh  C.  Follmer,  Co-chairman,  Las  Vegas;  Harold  L. 
Boyer,  Las  Vegas;  Edwin  Cantlon,  Reno;  James  M.  Greear,  Jr., 
Reno;  Richard  D.  Grundy,  Carson  City;  Thomas  K.  Hood, 
Elko;  Francis  M.  Kernan,  Reno;  John  E.  Palmer,  Reno;  Kermit 
J.  Ryan,  Las  Vegas;  V.  A.  Salvadorini,  Reno;  John  M.  Saycich, 
Las  Vegas;  Robert  L.  Stewart,  Reno;  William  Welsh,  Gabbs. 

a.  Tuberculosis:  Harry  J.  McKinnon,  Chairman,  Las  Vegas; 
John  R.  Ervin,  Co-chairman,  Reno;  Reed  J.  Anderson,  East 
Ely;  Eugene  H.  Bastien,  Elko;  Frederick  L.  Coddington,  Reno; 
Horace  R.  Getz,  Reno;  Thomas  F.  Keyes,  Las  Vegas;  Charles 
J.  Kilduff,  Las  Vegas;  William  R.  King,  Carson  City;  Robert 
Locke,  Reno. 

b.  Cancer  Commission;  Thomas  K.  Hood,  Chairman,  Elko, 
1964;  Harold  L.  Boyer,  Secretary,  Las  Vegas,  1965;  Fred  M. 
Anderson,  Reno,  1965;  John  W.  Callister,  Reno,  1964;  James 
Y.  Clarke,  Las  Vegas,  1965;  Nicholas  F.  Grenfell,  Las  Vegas, 
1965;  Daniel  J.  Hurley,  Reno,  1965;  V.  A.  Salvadorini,  Reno, 
1966;  Richard  C.  Sheretz,  Reno,  1966;  Robert  M.  Taylor,  Las 
Vegas,  1966. 

c.  Rural  Health  and  Medical  Survey:  Hoyt  B.  Miles,  Chairman, 
Reno;  Edward  H.  Kopf,  Co-chairman,  Las  Vegas;  Robert  E. 
Bailey,  East  Ely;  A.  J.  Dingacci,  Fallon;  Hugh  C.  Follmer,  Las 
Vegas;  John  S.  Gaynor,  Elko;  Mark  B.  Raymond,  Sparks; 
John  R.  Weisser,  Babbitt;  B.  A.  Winne,  Reno. 

PUBLIC  RELATIONS:  Roderick  D.  Sage,  Chairman,  Reno; 
Robert  V.  Broadbent,  Reno;  Richard  W.  Brown,  Reno;  James 
Y.  Clarke,  Las  Vegas;  Hugh  S.  Collett,  Elko;  James  N.  Greear, 
Jr.,  Reno;  Richard  D.  Grundy,  Carson  City;  Gerald  W.  Jones, 
Las  Vegas;  Leo  D.  Nannini,  Reno. 

FINANCE;  James  N.  Greear,  Jr.,  Chairman,  Reno;  Wesley  W. 
Hall,  Reno;  William  M.  Tappan,  Reno;  Thomas  S.  White, 
Boulder  City. 

OBITUARY:  C.  David  Lambird,  Chairman,  Sparks;  Mary  H. 
Fulstone,  Smith  Valley;  Clare  Woodbury,  Las  Vegas. 

Special  Committees 

AGING:  Francis  M.  Keman,  Chairman,  Reno;  Paul  J.  Del 
Giudice,  Elko;  Karl  S.  Hazeltine,  Henderson;  Henry  H.  Luster, 
Las  Vegas;  Harold  K.  Miller,  Henderson;  Robert  K.  Myles, 
Reno;  John  B.  Simons,  Las  Vegas. 

ALCOHOLISM:  William  D.  O’Gorman,  Chairman,  Las  Vegas; 
James  W.  Decker,  Reno;  Charles  E.  Fleming,  Jr.,  Reno;  Jack 
S.  Hirsh,  Las  Vegas;  Richard  A.  Petty,  Carson  City. 

BLOOD  BANK:  James  Y.  Clarke,  Chairman,  Las  Vegas;  John 
W.  Callister,  Reno;  Joseph  R.  Fouts,  Las  Vegas;  Nicholas  P. 
Grenfell,  Las  Vegas;  V.  A.  Salvadorini,  Reno. 

BUILDING:  Wesley  W.  Hall,  Chairman,  Reno;  Robert  C. 
Crosby,  Reno;  Edwin  Cantlon,  Reno;  Leslie  A.  Moren,  Elko. 
HOSPITAL:  Kenneth  F.  Maclean,  Chairman,  Reno;  John  W. 
Callister,  Reno;  James  Y.  Clarke,  Las  Vegas;  Hugh  S.  Collett, 
Elko;  V.  E.  Elliott,  Fallon;  Lome  M.  Phillips,  Henderson. 
CRIPPLED  CHILDREN’S  ADVISORY:  Emanuel  Berger,  Chair- 
man, Reno;  Kermit  J.  Ryan,  Co-chairman,  Las  Vegas;  John 
W.  Brophy,  Reno;  J.  Malcolm  Edmiston,  Reno;  John  R.  Ervin, 
Reno;  Ralph  W.  Hemington,  Las  Vegas;  M.  J.  Kirkeeng,  Las 
Vegas;  Ernest  W.  Mack,  Reno;  George  F.  Magee,  Reno; 
William  E.  Pasutti,  Reno;  Jack  P.  Sargent,  Reno;  John  P. 
Watkins,  Las  Vegas. 

MATERNAL  AND  CHILD  HEALTH:  I.  Maternal  Health— 

Paul  O.  Wiig,  Chairman,  Reno;  Donald  I.  Mohler,  Reno; 
William  D.  Swackhamer,  Henderson;  Louise  B.  Tyrer,  Reno. 
II.  Infant  and  Child  Health — John  M.  Saycich,  Chairman,  Las 
Vegas;  Eugene  H.  Bastien,  Elko;  Mary  H.  Fulstone,  Smith 
Valley;  John  M.  Moore,  East  Ely;  John  E.  Palmer,  Reno; 
Silas  E.  Ross,  Jr.,  Reno;  Glenn  W.  TueUer,  Las  Vegas. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman,  Reno; 
Chester  C.  Lockwood,  Co-chairman,  Las  Vegas;  Frederick  D. 
Elliott,  Reno;  Donald  I.  Mohler,  Reno;  Daniel  J.  Hurley,  Reno; 
Leroy  Wollever,  Las  Vegas;  O.  H.  Christofferson,  Las  Vegas; 
Gilbert  G.  Lenz,  Reno. 

MEDICAL  ADVISORY  TO  VOCATIONAL  REHABILITATION: 

Richard  A.  Petty,  Chairman,  Carson  City;  Richard  W.  Brown, 
Reno;  Charles  J.  Kilduff,  Las  Vegas;  Robert  K.  Myles,  Reno; 
Lowell  J.  Peterson,  Reno;  William  B.  Ririe,  East  Ely;  Adolf 
Rosenauer,  Reno;  Roger  C.  Seyferth,  Elko. 
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NEVADA  MEDICAL  CARE,  INC.:  Earl  N.  Hillstrom,  President, 
rieno;  John  M.  Read.  First  Vice  President,  Elko;  Lome  M. 
Phillips,  Second  Vice  President,  Henderson;  Joseph  M.  George, 
Jr.,  Secretary-Treasurer,  Las  Vegas;  John  M.  Moore,  Member- 
at-large,  East  Ely. 

NEVADA  PHYSICIANS  SERVICE,  INC.:  Earl  N.  Hillstrom, 
President,  Reno;  Arthur  E.  Scott,  Vice  President,  Reno; 
William  M.  Tappan,  Secretary-Treasurer,  Reno;  Joseph  M. 
George,  Jr.,  Las  Vegas;  Richard  D.  Grundy,  Carson  City; 
Charles  D.  Lanning,  Reno;  George  A.  Miners,  Henderson; 
John  M.  Moore,  East  Ely;  Lome  M.  Phillips,  Henderson;  John 
M.  Read,  Elko;  Peter  Rowe,  Reno;  Richard  C.  Sheretz,  Reno. 
MEDICAL  ASSISTANTS  ADVISORY:  Richard  C.  Sheretz, 
Chairman,  Reno;  Chester  C.  Lockwood,  Co-Chairman,  Las 
Vegas;  Wesley  W.  Hall,  Reno;  Robert  E.  Bailey,  East  Ely; 
Richard  D.  Grundy,  Carson  City;  Leslie  A.  Moren,  Elko. 
PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  Vernon  Cantlon,  Chairman,  Reno;  Fred  M. 
Anderson,  Reno;  Robert  E.  Bailey,  East  Ely;  James  Y.  Clarke, 
Las  Vegas;  Hugh  S.  Collett,  Elko;  Richard  D.  Grundy,  Carson 
City;  Louis  E.  Lombardi,  Reno;  Harold  L.  Miller,  Henderson; 
Lowell  J.  Peterson,  Reno;  Thomas  S.  White,  Boulder  City. 
PUBLIC  SAFETY  (Includes  Athletics  and  School  Health, 
Home  and  Highway,  etc.):  Frank  A.  Russell,  Chairman,  Reno; 
William  R.  King,  Co-chairman,  Carson  City;  Reed  J.  Anderson, 
East  Ely;  Paul  J.  Del  Giudice,  Elko;  Lynn  B.  Gerow,  Reno. 
MEDICINE  AND  RELIGION:  J.  Stephen  Phalen,  Chairman, 
Reno;  Harold  S.  Miller,  Co-chairman,  Las  Vegas;  John  W. 
Brophy,  Reno;  Joseph  M.  George,  Jr.,  Las  Vegas;  John  M. 
Moore,  East  Ely;  John  M.  Read,  Elko;  Henry  Stewart.  Carson 
City. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Joseph  M. 
George,  Jr.,  Chairman,  Las  Vegas,  1968;  Gilbert  G.  Lenz,  Reno, 
1966;  Harry  J.  McKinnon,  Las  Vegas,  1967;  William  M.  Tappan, 
Reno,  1965;  Adrien  Ver  Brugghen,  Las  Vegas,  1964. 


New  Mexico  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1964  Annual  Session. 

Board  of  Trustees 

President:  C.  Pardue  Bunch,  Artesia. 

President-Elect:  Omar  Legant,  Albuquerque. 

Vice  President:  Robert  P.  Beaudette,  Raton. 
Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  R.  C.  Derbyshire,  Santa  Fe. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A.:  Earl  L.  Malone,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 


Utah  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 

Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  Scott  M.  Budge,  Chairman,  Logan; 
John  F.  Waldo,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake 
City;  Vincent  L.  Rees,  Salt  Lake  City;  Mr.  Harold  Bowman, 
Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
St.,  Salt  Lake  City;  Tel.  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur  R. 
Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.O.  Box  2266,  Chey- 
enne: Tel.  6,32-5525. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 


4925  EAST  38TH  AVE.— TEL.  388-5731— DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  MEIrose  5-8768 

Salt  Lake  City,  Utah 

21  Kensington  Street,  HUnter  5-8262 

Albuquerque,  New  Mexico 
3013  Carolina  N.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 
Medical  and  Laboratory 
Nuclear  Instrumentation 
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2200  ARAPAHOE  $T. 
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PROMPT  SERVICE 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

DL 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  infor- 
mation write  to  your  Medical  Journal  business 
or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1 830  Curtis  Street,  Denver  2,  Colorado 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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WANT  ADS 


OWN  YOUR  OWN — New  Medical-Dental  Building  at 
South  Wadsworth  and  West  Arkansas.  Tenant  will 
design  own  .suite.  Three-year  lease  with  option  to 
buy.  Building  will  accommodate  two  physicians  and 
two  dentists.  For  information,  call  Dr.  W.  B. 
Fitzgerald  at  237-1705.  2-2-3 


WANTED;  G.P.  to  join  6 man  G.P.  Group.  Salary: 

$15,000  first  year,  no  expenses.  Opportunity  to  join 
on  a percentage  basis  after  first  year.  2 Hospitals. 
Group  owns  their  own  building,  lab  and  x-ray.  12,000 
population.  Good  hunting  and  outdoor  activities. 
Write:  L.  J.  Dunton,  Eastern  Nevada  Medical  Group, 
Box  306,  East  Ely,  Nevada.  2-1-3 


Oculist  Prescription  S Guild  Dispensing 

Service  Exclusively  S Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  ( 

t 1140  Spruce  Street 
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TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
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Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


$2,000  GROSS  INCOME  MONTHLY — Unusual  oppor- 
tunity for  general  practitioner  in  well-established 
Denver  location  with  great  potential  for  industrial 
medicine.  Present  physician  changing  location  to  limit 
practice.  Completely  equipped  offices  with  x-ray  and 
laboratory  facilities  available  for  rent  with  remaining 
general  practitioner  sharing  all  personnel  and  mainte- 
nance expense.  Will  offer  most  attractive  rental  terms 
on  percentage  basis  of  gross  practice.  Large  part  of 
already  established  practice  will  be  referred  to  the 
new  physician.  Call  or  write  to  3405  Downing  St., 
Denver  80205.  623-6171.  9-4-TP 


OFFICES  FOR  RENT — Two  medical  suites  available 
in  established  medical  building  in  southwest  Denver. 
Air  conditioned,  laboratory,  3 examining  rooms,  pri- 
vate office,  large  waiting  room,  and  X-ray  room.  All 
utilities  furnished,  ample  parking.  For  information, 
write  to  2210  So.  Federal  Blvd.,  or  call  935-4689. 

10-4-TF 


OFFICE  SUITE  AVAILABLE  in  established  medical 
building  in  Centennial  Acres  area  (Littleton-Engle- 
wood).  3 examination  rooms.  X-ray,  lab,  private  of- 
fice, large  waiting  room,  ample  parking,  air-condi- 
tioned, background  music,  all  utilities  and  janitorial 
services  provided.  For  further  information,  write  to 
5025  So.  Federal  Blvd.,  or  call  935-4689.  10-5-TF 


NEEDED — Internist,  GP,  Oph,  Peds,  eastern  Montana 
prosperous  ranching,  farming,  oil  producing  city 
9,000,  trade  area  25,000.  New  modern  air  conditioned 
clinic  with  offices  available.  Fully  equipped  hospital 
same  block.  Income  limited  only  by  desire  to  work. 
Glendive  Medical  Center,  Inc.,  Glendive,  Montana. 

1-1-3 


CHIEF,  MEDICAL  SERVICE,  preferably  Board  eli- 
gible, immediate  opening.  Salary  $15,000  per  annum. 
Completely  furnished  house  and  utilities,  value  up  to 
$150.00  per  month,  included.  Generous  fringe  benefits, 
retirement.  Social  Security,  11  paid  holidays  and  15 
working  days  vacation  annually,  paid  sick  leave. 
Eligibility  California  licensure  required.  Contact: 
Medical  Director,  Tulare-Kings  Counties  Hospital, 
Springville,  California.  1-2-2 


ORTHOPEDIC  SURGEON,  American  Board  certified  or 
eligible,  to  share  service  between  large  State  Hos- 
pital and  Tulare-Kings  Counties  Hospital  with  218 
beds,  including  approved  rehabilitation  center.  Hos- 
pitals separated  by  15  miles  of  excellent  highway. 
Housing  available  in  nearby  Porterville.  California 
license  or  eligibility  required.  Salary  $20,000  per 
annum.  Limited  private  practice  may  be  considered. 
Apply:  Medical  Director,  Tulare-Kings  Counties  Hos- 
pital, Springville,  California.  1-3-2 


WANTED:  Registered  laboratory  technician.  Modern, 
well  equipped  laboratory,  long  established  six  man 
medical  group.  University  town.  Reply  to  Box  2-3-3, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver.  Colorado  80218.  2-3-3 


GE  100  milliamp  X-Ray  and  fluoroscope.  Excellent 
condition.  12  years  old.  Operating  light.  GE  Arc 
ultraviolet  light.  One  OB  examining  table.  One  magni- 
fying light.  Phone  DU  8-5985.  2-4-1 
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Free  Delivery 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned 
libraries  in  the  country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement 
with  the  Colorado  Medical  Society,  for  the  use  of  physicians  whose  State  Associations  partici- 
pate in  the  publication  of  the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical 
journals  monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless 
otherwise  instructed).  Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests 
for  material.  Items  will  be  mailed  on  the  day  requested,  if  at  all  possible.  Cost;  Postal  rates  for 
“Educational  Material,”  presently  10^  first  pound  and  each  additional  pound  or  fraction. 
Photocopies  of  articles  can  be  supplied  at  nominal  cost. 


I 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  Ail  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing0.lGm.and0.03Gm. 
*Roseman,  E.:  Neurology  11:912,  1961.  336S4 


PARKE-DAVIS 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.’"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”^  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,®  moder- 
ate,®-‘*  or  severe  hypertension/'® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 

Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 5Q  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 
References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  10:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 

Res.  4:610  (Dec.)  1962.  oC^UIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.;  23:248  —the  Priceless  Ingredient 
(June)  1962.  Olin 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  1 2 years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 

Available  on  prescription  only. 

Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 
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Editor,  Rocky  Mountain  Medical  Journal 
Dear  Sir: 

The  article  in  the  January,  1964,  issue  of  the 
Rocky  Mountain  Medical  Journal  by  Rosen,  Pond 
and  Deveaux  concerning  the  treatment  of  ap- 
pendicitis requires  an  answer,  especially  since  the 
paper  was  commended  on  the  editorial  page  of 
the  same  issue.  The  article  advocates  an  unwise 
and  dangerous  policy.  The  authors  imply  that  acute 
appendicitis  is  no  longer  a surgical  emergency. 
The  fallacy  of  this  concept  is  emphasized  by  the 
high  percentage  of  perforated  appendices  in  the 
authors’  own  series.  It  should  be  evident  to  all 
that  antibiotics,  steroids  and  intestinal  decompres- 
sion will  not  prevent  perforation  of  an  obstructed 
viscus.  In  addition,  one  infers  from  the  article 
that  the  authors  believe  they  can  differentiate 
clinically  between  a ruptured  appendix  and  one 
with  only  sterile  peritonitis  and  impending  per- 
foration. There  are  many  cases  where  this  differ- 
entiation and  even  the  diagnosis  of  appendicitis 
is  impossible  preoperatively.  It  is  not  justifiable  to 
delay  surgery  in  the  belief  that  chemotherapy,  etc., 
will  protect  the  patient  from  development  of 
serious  sequellae  or  indeed  make  the  eventual 
surgical  procedure  technically  easier. 

The  fact  that  Drs.  Rosen,  Pond  and  Deveaux 
have  had  only  one  death  in  a patient  with  appendi- 
citis in  the  past  18  years  is  a credit  to  their  in- 
genuity and  perseverance  in  the  use  of  the  various 
agents  and  devices  cataloged  in  the  description  of 
their  program.  The  mere  statement  of  mortality 


figures,  however,  does  not  reflect  the  increased 
morbidity,  longer  hospitalization  and  added  finan- 
cial burden  consequent  to  a therapeutic  regimen 
of  this  sort. 

There  is  no  argument  with  the  thesis  that  a 
patient  with  generalized  peritonitis  secondary  to 
a perforated  appendix  should  be  properly  prepared 
for  surgery.  This,  however,  can  usually  be  satis- 
factorily accomplished  in  a few  (four  to  six)  hours. 
The  desire  for  adequate  anesthesia  and  competent 
surgical  assistance  is  also  proper.  In  this  country, 
with  present  means  of  transportation,  these  basic 
surgical  conditions  are  available  to  most  inhabited 
areas,  under  usual  circumstances,  within  a few 
hours. 

With  due  regard  for  the  problems  involved  in 
rural  practice,  I respectfully  suggest  that  acute 
appendicitis  still  requires  early  operative  treat- 
ment. The  antibiotics,  steroids  and  other  adjuvants 
should,  of  course,  be  employed  judiciously,  but 
to  rely  on  them  as  advocated  in  the  article  under 
discussion  can  lead  to  nothing  but  a false  sense  of 
security  in  the  mind  of  the  physician  and  to  a 
more  difficult  convalescence  for  many  patients. 

The  attitude  of  many  physicians  and  laymen 
toward  appendicitis  has  changed  since  the  advent 
of  antibiotics  and  tissue  committees.  Despite  an 
apparently  decreasing  incidence,  the  disease  still 
carries  a significant  morbidity  and  mortality,  and 
there  is  only  one  type  of  treatment  with  a rational 
basis.  Lest  there  be  any  doubt  about  the  validity 
of  this  statement  reference  is  made  to*  the  article 
by  Barnes,  Behringer,  Wheelock  and  Wilkins  in 
the  November,  1962,  issue  of  the  Annals  of  Sur- 
gery. The  following  editorial  comment  by  DeBakey 
in  the  Year  Book  of  General  Surgery  for  1959- 
1960  may  have  increasingly  greater  significance: 
“An  increasing  number  of  strains  of  bacteria  are 
becoming  resistant  to  antibiotic  and  chemothera- 
peutic agents.  Proper  surgical  management  re- 
mains the  fundamental  weapon  against  the  compli- 
cations of  appendicitis.” 

Harold  C.  Habein,  Jr.,  M.D. 


American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  examination  (Part  II),  oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel,  Chicago,  Illinois,  by  the  entire  Board,  April  27- 
May  2,  1963.  Formal  notice  of  the  time  of  examination  will  be  sent  to  each  candidate  in 
advance  of  the  examination  dates. 

Current  Bulletins  of  the  American  Board  of  Obstetrics  and  Gynecology  outlining  the 
requirements  for  application,  may  be  obtained  by  writing  to  the  Secretary  of  the  Board.  All 
prospective  candidates  are  urged  to  review  the  current  requirements  before  applying  for 
admission  to  examination. 

Diplomates  are  requested  to  keep  the  Board  office  informed  of  a change  in  address. 

Office  of  the  Secretary: 

Robert  L.  Faulkner,  M.D.,  2105  Adalbert  Road.  Cleveland  6,  Ohio 
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RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION... 


AH  day  long 


. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

i Precautions:  Should  administration  of  meprobamate  cause 
\ drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
r present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CME.760 


WALLACE  LABORATORIES  Cranbury,  N,  J. 


Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature.. 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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H ntedical  CondDininium 


In  Inspect . . . 

Ihc  finest 

Bendg  for  ^ecupnneg  May  t,  t9B4 


For  Complete  Information:  James  W.  Manning  or  Jack  Skinner 


L.  C.  FULENWIDER,  INC.,  REALTORS 

NINE  EQUITABLE  BUILDING  • 266-3071 
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and  their 
attendant 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  on  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  os  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


University  of  Utah  College  of  Medicine 
Multi-Problem  Families 
May  22-23,  1964 

This  course  is  designed  for  physicians,  psychol- 
ogists, social  workers,  counselors  and  registered 
nurses  and  will  be  concerned  with  the  management 
of  families  and  individuals  with  a wide  variety  of 
emotional  and  behavioral  disorders.  Methods  of 
obtaining  information  and  organizing  and  imple- 
menting a plan  of  management  for  families  with 
a variety  of  emotional  problems  will  be  discussed. 

Registration  limited  to  200. 


Fifth  National  Cancer  Conference 

Sponsored  by  the  American  Cancer  Society, 
Inc.,  and  the  National  Cancer  Institute,  Bellevue- 
Stratford  Hotel,  Philadelphia,  Pennsylvania,  Sep- 
tember 17,  18  and  19,  1964. 

For  further  information  write:  Coordinator, 
Fifth  National  Cancer  Conference,  American 
Cancer  Society,  Inc.,  521  West  57th  Street,  New 
York  19,  New  York. 


Mound  Park  Hospital  Foundation,  Inc. 

Symposium  on  PEDIATRICS— THE  SICK 
CHILD  IN  GENERAL  PRACTICE.  Mound  Park 
Hospital  Foundation,  Department  of  Medical  Edu- 
cation of  the  Mound  Park  Hospital,  American 
Legion  Hospital  for  Crippled  Children,  Medical 
and  Research  Division  of  Bay  Pines,  V.A.  Center, 
A.A.G.P. — April  9 to  11,  1964  inclusive.  Limited  to 
35  physicians.  Fee  $40.00.  18  Credit  Hours  Category 
1 allowed.  Address  PEDIATRICS,  Mound  Park 
Hospital  Foundation,  Inc.,  St.  Petersburg,  Florida. 


Michael  Reese  Hospital  Staff 
Alumni  Association 

The  Annual  Reunion  will  be  held  on  Wednes- 
day, May  27,  1964.  The  program  will  include  Morn- 
ing Clinics  and  Lunch  at  the  Michael  Reese  Hos- 
pital and  Medical  Center,  and  a Banquet  at  the 
Furniture  Club  in  the  evening.  (Cocktail  party 
at  6:30  p.m.) 

Former  House  Staff  and  present  Attending 
Staff  members  are  urged  to  make  their  reserva- 
tions at  once.  Michael  Reese  Hospital  Alumni  As- 
sociation, 29th  Street  and  Ellis  Avenue,  Chicago  16, 
Illinois. 
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Montana  Heart  Association 

The  Montana  Heart  Association  is  planning  a 
scientific  program  for  physicians  on  May  8 and  9, 
1964.  The  meeting  is  to  be  held  at  the  Rainbow 
Hotel  in  Great  Falls,  Montana.  Guest  speakers  for 
the  program  will  include  the  following:  Belding 
H.  Scribner,  M.D.,  Professor  of  Medicine,  Uni- 
versity of  Washington;  Alfred  M.  Sellers,  M.D., 
Assistant  Professor  of  Clinical  Medicine,  Univer- 
sity of  Pennsylvania;  Warren  G.  Guntheroth,  M.D., 
Associate  Professor  of  Pediatrics,  University  of 
Washington;  and  Arthur  J.  Seaman,  M.D.,  Medical 
School,  University  of  Oregon. 


16th  Annual  Midwest  Cancer  Conference 

Outstanding  guest  speakers  will  present  papers 
and  discussions  at  this  year’s  Midwest  Cancer  Con- 
ference to  be  held  April  3-4  in  Wichita,  Kansas. 
In  addition,  some  of  the  latest  professional  films 
will  be  shown. 

This  symposium  on  cancer  is  underwritten  by 
the  Medical  and  Scientific  Committee  of  the  Kansas 
Division,  American  Cancer  Society,  as  a part  of 
the  committee’s  continuing  professional  education 
program  for  physicians. 

No  registration  fee.  AAGP  credit. 

Hotel  reservations  should  be  made  directly 
with  the  Broadview  Hotel,  Wichita,  Kansas. 


Nevada’s  Sixth  Annual  Cancer  Seminar 

Eleven  non-local  speakers  will  present  papers 
and  conduct  discussions  on  “Multi-Discipline  Ap- 
proach to  Cancer  Therapy”  at  the  Sahara  Hotel 
at  Las  Vegas,  Nevada,  April  27-29,  1964. 

Fee:  $25.00  (including  two  luncheons),  $10.00 
one  day  (plus  luncheon). 

For  further  information  contact  Kirk  V. 
Cammack,  M.D.,  General  Chairman,  418  East 
Hoover  #7,  Las  Vegas,  Nevada  89101. 


Mid-Central  States  Orthopaedic  Society 

May  7-9,  1964 — Continental  Denver,  Denver, 
Colorado. 

March  25-27,  1965 — Velda  Rose  Motel,  Hot 
Springs,  Arkansas. 


SEAT  BELTS 


SAVE  LIVES 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE’ 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 


ylf^iy^WALLACE  LABORATORIES  /C)a«6uo',  N.  J. 
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Butazolidin®  Butazolidin 


brand  of  phenylbutazone 

Tablets  of  TOO  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Each  capsule  contains: 
phenylbutazone,  100  mg, 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  160  mg. 

homatropine 
methylbromide,  1.25  mg. 

It  works! 
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release 

far 

Hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESKAT Jf  Oltf'^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions;  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  o” 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories  m 
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Each  teaspoonful  (S  ce.)  contilnss 
Hycodan® 

Hydrocodone  bitartrate  . 5 mg.  . 

(Warning;  May  be  habit-forming)  ^ 6.5  mg. 

Homatropine  methylbromide  1-5  mg. 

Pyrilamine  maleate  12.5  mg. 

Phenylephrine  hydrochloride  . * . . 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 

in  a highly  palatabte,  cherry-flavored  vehicle 


^ foi*  fast  and  long-lasting 
cough  control 


(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 
associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose—1  teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vi  teaspoonful;  3 to  6 years,  Vi  teaspoon- 


ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request  ENDO  LABORATORIES  Owdtn  City,  L.  I.,  New  York 
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MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee* and  selected  for  publication  because 
of  their  educational  value.  Submission  oj 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 
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Case  26f 

This  patient  was  a 31 -year-old,  para  V,  gravida 
VI,  whose  EDC  was  Jan.  27,  1960.  Past  history 
revealed  inflammatory  arthritis  in  1958,  after  re- 
ceiving penicillin  shots.  Her  previous  pregnancies 
had  been  uneventful,  with  five  full  term  deliveries, 
with  labors  averaging  seven  hours.  The  children 
weighed  from  five  to  eight  pounds  at  birth.  Physi- 
cal examination  revealed  no  heart  murmurs. 
There  were  a few  varicosities  in  the  right  leg.  All 
laboratory  tests  were  negative.  Her  prenatal  course 
was  uneventful  with  normal  blood  pressure  and 
urinary  findings  and  a total  weight  gain  of  23 
pounds. 

Labor  began  spontaneously  on  Feb.  3,  1960,  but 
contractions  were  irregular  and  ineffectual.  Mem- 
branes were  ruptured  artificially  at  5 cm.  dilata- 
tion. Strong  contractions  ensued,  thereafter,  and 
she  was  given  25  mgms.  of  demerol  and  1/260 
of  a grain  of  hyoscine  at  10:30  p.m. 

At  10:55  p.m.,  due  to  the  severity  of  the  con- 
tractions, inhalation  analgesia  with  trichlorethy- 
lene  was  given  intermittently.  The  patient  was 
taken  to  the  delivery  room  at  11:20  p.m.  Inhalation 
with  nitrous  oxide  and  oxygen  75-25  per  cent  was 
given  with  contractions.  After  two  contractions 
cyclopropane  was  started  (without  soda  lime  fil- 
tration because  the  patient  had  had  trichlorethy- 
lene  shortly  before  starting  anesthesia).  A normal 
8 lb.  2 oz.  male  infant  was  delivered  spontaneously 
following  a midline  episiotomy  at  11:25  p.m.  on 
B’eb.  3,  1960.  Methergine  was  given  intravenously 
with  the  delivery  of  the  anterior  shoulder  and  the 
placenta  was  removed  from  the  cervix  manually. 
The  blood  loss  was  estimated  at  150  cc.  Anesthesia 
was  terminated  at  11:45  p.m.  Throughout  delivery 
and  recovery  from  anesthesia  the  patient’s  blood 
pressure  remained  within  normal  range  of  120/60. 
However,  the  anesthetist  noticed  the  patient  had 
a peculiar  pasty  color  and  that  respirations  were 
somewhat  shallow.  She  was  taken  to  her  room 
immediately  following  delivery  and  8 to  10  minutes 
later  respiration  ceased  and  the  pulse  was  unob- 
tainable. A physician  was  summoned  immediately 
and  performed  thoracotomy  and  cardiac  massage 
within  five  to  six  minutes  following  cessation  of 
cardiac  function.  10  cc.  of  calcium  gluconate  were 
given  directly  into  the  heart  and  after  one  minute 


sporadic  beats  were  noted.  Cardiac  massage  was 
continued  for  another  two  minutes  and  a regular 
beat  was  restored.  During  this  interval  the  anes- 
thetist had  passed  an  endo-tracheal  catheter  and 
positive  pressure  oxygen  was  being  administered 
by  machine.  After  heart  massage  had  been  carried 
on  for  approximately  two  minutes,  the  wound  in 
the  chest  was  closed,  drains  introduced  and  at- 
tached to  suction  bottles.  The  patient  was  given 
2 mg.  of  cedilanid  intravenously. 

A consultation  by  an  internist  was  obtained  and 
an  electrocardiogram  showed  an  apparently  normal 
tracing.  Blood  pressure  rose  to  120/80,  then  to 
150/90  by  12:45  a.m.  The  pulse  was  140  per  minute. 
The  pupils  contracted  to  near  normal  size  and  the 
Babinski  reflex  was  normal  on  the  left,  but  not 
obtainable  on  the  right.  Shortly  after  this  she 
began  to  have  labored  respirations  which  were 
relieved  by  the  removal  of  the  endo-tracheal  cath- 
eter and  the  insertion  of  a plastic  airway.  The 
patient  was  placed  in  an  oxygen  tent  and  500  cc. 
of  whole  blood  were  started  intravenously.  At 
about  4:30  some  twitching  of  the  hands  and  arms 
was  noted  and  3%  grains  of  sodium  amytal  was 
given  intravenously.  At  this  time  1,000  cc.  of  5 per 
cent  glucose  and  distilled  water  was  started  intra- 
venously. At  8:00  a.m.  the  patient  was  again  having 
labored  respirations.  The  temperature  was  100.6. 
A tracheotomy  was  done  at  10:30  and  considerable 
bloody  mucous  was  removed.  At  2:30  p.m.  on 
February  3,  respirations  ceased  and  it  was  decided 
that  in  the  face  of  evident  severe  brain  damage, 
no  further  resuscitative  measures  should  be  carried 
out.  She  was  pronounced  dead  at  3:45  p.m.,  almost 
15  hours  after  delivery.  The  autopsy  was  not  re- 
vealing except  for  findings  of  congestion,  edema 
and  severe  anoxia  in  the  brain  and  other  organs. 

Findings  of  the  committee 

1.  Direct  obstetric  death. 

2.  Preventable. 

The  following  constructive  criticisms  were 
made: 

A.  No  recovery  room  available. 

B.  The  “pasty”  appearance  of  the  patient,  noted 
shortly  after  delivery,  demanded  continued  ob- 
servation. The  patient  was  returned  to  her  room 
too  soon. 

C.  It  was  the  impression  of  the  committee  that 
death  was  due  to  cardiac  arrest,  due  to  anoxia 
from  anesthesia. 


tPrevious  cases  reported  in  May,  September,  November,  I960: 
May,  November.  1961;  June,  December.  1962;  February,  April, 
May,  July,  August.  September,  1963;  February,  1964. 

*The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Ben  C.  Williams,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  John  Zelenik, 
Leo  J.  Nolan,  L.  W.  Roessing,  Gerard  W.  del  Junco,  E.  N. 
Akers,  Claude  D.  Bonham,  Maxwell  A.  Abelman,  all  of 
Denver:  Harold  L.  Dyer,  Colorado  Springs;  James  W. 
McBurney,  Pueblo;  Sidney  Anderson,  Alamosa;  Ronald  E. 
Harrington,  Boulder:  Richard  R.  Hansen,  Ft.  Collins:  Bruce 
M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft.  Morgan;  Doulgas 
O.  Kern,  Greeley;  Sam  E.  Callaway,  Durango;  James  D. 
Hites,  Dolores:  Walter  Grund,  Littleton. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 


is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Descriptions  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Rocky  Mountain  Medical  Journal 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-1- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaXompound  % 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma^Compoimd+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


'S^SWALLACE  LABORATORIES  j Cranbury,  N.J. 


CSO-9193 


FOR  YOUR 

EUDERLY 

ARTHRITIC 


Effectiveness,  dependability  and  reassuring  Safety  Factory  make 
PabalatE'SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  saits  of  Pabalate-SF  can- 
not  contribute  to  sodium  retention .. .the  enteric  coating  assures 
gastric  toierance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  defivatlves. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg, 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


When  your  patient  says: 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking, 

■ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration;  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.;  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B,:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Vfchnschr.,  103:618,  1961;  8. 
dost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Heaith,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POLISH. 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsToles.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 


400169 


A COLLEAGUE  has  Called  our  attention  to  an 
address  by  Henry  S.  McNeil,  President,  Na- 
b tional  Pharmaceutical  Council,  to  the  Georgia 
Pharmaceutical  Association  in  September, 
1963.  The  speaker  compared  recent  govern- 

The  Pharmaceutical 
Industry  Under  Fire 

i- 

, prohibition  era.  Mr.  McNeil  said,  “Some  of 
^ the  developments  now  affecting  the  health 
of  the  American  people  are  equally  incon- 
f sistent,  equally  absurd,  equally  unwarranted 
^ as  the  Volstead  Act  was  in  its  day.” 

SThe  following  represents  a condensation 
of  his  remarks: 

Let’s  start  with  the  Amendments  of  1962  to 
K the  Federal  Drug  Law,  a piece  of  legislation 
K designed  with  the  best  intentions  during  a period 
■ of  hysteria.  As  one  observer  remarked:  “With  new 
S FDA  responsibilities  for  safety  and  effectiveness, 
B the  public  may  be  led  to  the  conclusion  that 
S government  approval  of  a drug  is  more  important 
I than  the  integrity  of  its  maker.”  But  what  are 
E going  to  be  some  of  the  long-range  effects  of  the 
E new  regulations?  Already  we  have  seen  a drastic 
W reduction  in  research  by  pharmaceutical  manu- 
facturers.  Clinical  testing  by  physicians  has  be- 
£ come  so  involved  and  tedious  that  some  of  the 
m nation’s  great  medical  centers  have  adopted  poli- 
E cies  restricting  clinical  evaluation  of  new  products 
which  might  well  save  lives  if  properly  tested 
and  brought  to  market.  One  pharmaceutical  manu- 
facturer recently  filed  a somewhat  typical  New 
Drug  Application.  It  required  8,000  pages  to  supply 
one  copy  of  obligatory  data  covering  clinical  trials, 
chemical  and  pharmacological  research.  If  one 
FDA  officer  spent  only  three  minutes  on  each 
page,  it  would  take  him  50  eight-hour  working 
days  simply  to  read  the  required  data. 

Listen  to  just  a few  of  the  things  that  are 
happening  to  our  search  for  new  and  better  medi- 
cines, as  reported  by  Dr.  Austin  Smith,  President 
of  the  Pharmaceutical  Manufacturers  Association, 
to  the  Federal  Bar  Association:  One  major  drug 


ment  activities  in 
the  health  fields 
to  federal  legisla- 
tion and  its  con- 
sequences in  the 


manufacturing  firm  has  cancelled  50  of  the  67 
research  projects  it  had  under  way  Igst  year. 
Another  had  cancelled  90.  Ten  of  the  largest  firms 
report  heavy  cutbacks  in  their  research  programs. 
Two  companies  have  dropped  all  resear>'h.  One 
major  company,  which  formerly  had  the  cuopera- 
tion  of  1,000  physicians  in  its  testing  programs, 
has  lost  half  of  them;  busy  doctors  haven’t  time 
to  cope  with  the  greatly  increased  load  of  paper 
work.  To  quote  from  the  Philadelphia  Evening 
Bulletin:  “This  is  tragedy  for  everybody.  Who 
knows  what  miracle  drug  may  have  been  lost 
when  all  those  research  programs  were  aban- 
doned?” 

Another  example  of  the  inconsistency  of  some 
of  the  current  thinking  on  health  matters  is  the 
philosophy  of  genericism.  Only  two  weeks  ago, 
the  New  York  Herald  Tribune  gaily  promised  its 
readers  that  if  one  particular  manufacturer  were 
permitted  to  sell  his  generic-name  drugs  without 
restriction  he  could  “bring  modern  medicine  to 
ancient  poverty.”  The  newspaper  did  not  point 
up  the  fact  that  the  medicines  in  question  were 
imitations  of  trademarked  products  and  that  the 
heavy  expenses  of  research  and  development  had 
be*en  paid  for  by  someone  else.  It  did  not  make 
clear,  either,  that  if  the  practice  of  letting  all 
comers  profit  by  another’s  invention  were  per- 
mitted to  flourish,  the  well  of  pharmaceutical  re- 
search would  unquestionably  dry  up  for  lack  of 
incentive.  Do  you  think  we  have  reached  the  peak 
of  the  research  mountain,  where  we  need  no  new 
drugs  for  the  future — no  cures  for  existing  incur- 
able diseases — no  furthering  of  the  life  span? 

Names  and  trademarks  identify  people  and 
products;  they  are  the  consumer’s  assurance  of 
quality.  Gone  would  be  professional  pride,  the 
satisfaction  of  individual  accomplishment,  the  dig- 
nity of  success.  To  assess  the  cost  of  a drug  and  to 
ignore  the  pharmaceutical  “know-how”  which  goes 
into  its  research  and  development  is  just  as  ridicu- 
lous as  to  judge  the  value  of  the  Mona  Lisa  by  the 
cost  of  the  paint  which  da  Vinci  used  in  creating 
his  masterpiece.  Of  course,  people  are  inclined  to 
complain  about  the  price  of  anything  they  don’t 
want  to  have  to  buy  in  the  first  place.  Drugs  are 
in  this  category.  People  think  of  them  as  they  do 
of  their  neighbor’s  bomb  shelter:  they  only  want 
to  use  it  in  emergencies;  he  can  have  it  all  to 
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himself  the  rest  of  the  time — and  the  cost  of  build- 
ing and  maintaining  it. 

Think  of  the  current  attempts  to  restrict  the 
freedom  of  the  doctor  to  diagnose,  treat,  and  pre- 
scribe. If  his  professional  discretion  is  eroded,  the 
outlook  for  America’s  physicians  is  more  dismal 
than  is  the  prospect  for  the  drug  industry.  The 
United  States  is  the  only  major  country  left  with- 
out some  form  of  socialized  medicine,  but  do 
British  and  Canadian  doctors  want  to  practice 
under  American  ground  rules?  Our  unparalleled 
health  record  is  the  result  of  our  doing  right 
things,  not  wrong  things,  under  the  competitive 
free  enterprise  system.  Why  must  we  be  subjected 
to  unwarranted  criticism  and  harassment  when 
the  rest  of  the  world  stands  so  envious  of  our 
standards  and  achievements?  Each  of  us  on  the 
health  team  has  a primary  responsibility.  Choice 
of  therapy  is  a matter  of  the  physician’s  judgment; 
research,  development,  and  marketing  are  the 
province  of  the  pharmaceutical  manufacturer — and 
the  responsibility  for  filling  the  prescription  ex- 
actly as  the  doctor  ordered  it  must  remain  with 
the  pharmacist. 

The  speaker  concluded  by  stating  that 
anything  which  inflicts  damage  on  one  seg- 
ment of  pharmacy  or  medicine  hurts  us  all. 
One  cannot  attack  the  retail  pharmacist, 
without  injuring  the  wholesaler,  or  harass 
the  manufacturer  without  hurting  the  hos- 
pital which  uses  his  products.  One  cannot 
deprive  the  doctor  of  his  professional  pre- 
rogatives and  not  adversely  affect  our  coun- 
try’s health  standards.  These  standards  must 
not  be  jeopardized  by  “cure-all”  legislation 
or  self-appointed  critics  who  charge  that 
drugs  cost  too  much.  Laws  alone  cannot  make 
drugs  safe.  Who  can  say  the  price  is  too  high 
when  a Salk  vaccine  or  a pencillin  crowns 
our  efforts?  In  terms  of  human  life,  these 
things  are  priceless. 


-R^ecently  a distinctly  non-precious  stone 
variety  of  “literary  gem”  was  distributed 
among  student  nurses  in  one  of  our  large 
general  hospitals. 

It  would  be  well  for  doctors  to  read  it 
and  think  about  the  level 
of  instruction  and  leader- 
ship under  which  some  of 
our  aspiring  nurses  are  la- 
boring. As  an  educational 
wonder  what  it  produces. 


Here  it  is: 

PROPOSED  LEADERSHIP  EXPERIENCE 
Implementing  Use  of  Evaluation  in  Nursing 
Practice 

Objectives: 

A.  To  enable  the  student  to  develop 

1.  The  ability  to  establish  criteria  for  the 
evaluation  of  nursing  practice. 

2.  A beginning  skill  in  evaluating  the  per- 
formance of  a nursing  practitioner  (team  lead- 
er) using  established  criteria. 

3.  A beginning  understanding  of  methods  to 
encourage  objectivity  of  evaluation. 

4.  An  awareness  of  the  uses  of  evaluation 
in  nursing  practice. 

5.  A beginning  skill  in  the  evaluation  of  her 
own  nursing  practice. 

B.  To  enable  the  nursing  practice  at ’s: 

1.  Become  aware  of  areas  of  preparation  of 
the  new  graduate. 

2.  To  participate  as  an  advisor  in  the  learn- 
ing activities  of  the  senior  student. 

3.  To  establish  a relationship  with  the  senior 
student  which  will  aid  in  the  transition  period 
of  the  new  graduate. 

Experience  Plan: 

1.  Prior  to  and/or  during  the  first  week  of 
clinical  experience,  the  students  will  prepare  a 
guide  for  the  evaluation  of  a team  leader.  The 
guide  will  consist  of  specific  criteria  for  the  evalu- 
ation of  a team  leader.  The  criteria  will  be  stated 
in  terms  of  observable  behaviors  and  will  be  de- 
termined by  the  total  senior  student  group  work- 
ing in  small  groups  according  to  clinical  assign- 
ment areas.  The  groups  will  also  prepare  the  guide 
and  criteria  for  the  evaluation  of  the  evaluating 
senior. 

2.  During  the  first  week  each  student  is  as- 
signed as  team  leader,  she  will  evaluate  her  own 
achievements  according  to  the  established  criteria. 
This  evaluation  will  be  submitted  to  the  clinical 
instructor  on  Monday  of  the  second  week  of  the 
team  leading  experience. 

3.  During  the  second  week  the  student  is  as- 
signed as  a team  leader,  a senior  student  (in  T.P.C. 
area)  will  evaluate  the  achievements  of  the  stu- 
dent team  leader.  The  evaluating  senior  observes 
the  team  leader  on  Monday  and  Tuesday  and  will, 
using  the  established  criteria  for  this  evaluation, 
prepare  a written  evaluation  to  be  presented  to 
the  team  leader  during  a conference  on  Friday. 

4.  The  conference  will  be  attended  by  the  other 
students  assigned  in  T.P.C.  area,  the  Nursing 
Supervisor,  Head  Nurse,  and  graduate  team  lead- 
ers. The  nursing  personnel  will  serve  as  resource 
persons  in  the  area  of  team  leading  and  evaluation. 
The  observing  seniors  will  evaluate  the  Evaluating 
Senior  Student.  The  established  criteria  will  be 
used  in  preparing  this  evaluation  and  the  evalua- 
tion will  be  discussed  at  this  or  a later  conference. 

The  above  certainly  violates  most  of  the 
doctrines  of  good  writing  and  editorial  com- 
position. Fixation  upon  the  word  “evaluation” 
reminds  a reader  of  the  cacophonous  sound 
of  a needle  traveling  in  one  groove  of  a 
broken  record.  Perhaps  the  nursing  neophytes 
were  able  to  figure  out  their  assignment  in 
the  proposed  leadership  experience.  But  we 
couldn’t! 


“E”  for 
Evaluation 

production,  we 
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Direct  current  external  countershock* 


In  treatment  of  cardiac  arrythmias 

H.  T.  Horsley,  Jr.,  M.D.,  and  Louis  De  La  Fuente,  M.D.,  Denver 


Use  of  alternating  current  countershock 
applied  to  the  unopened  chest  to  terminate 
ventricular  fibrillation  in  the  human  was 
reported  in  1956,  by  Zoll  and  LinenthaP-^.  In 
one  of  their  patients  an  episode  of  ventricular 
tachycardia  was  also  ended  by  this  technic, 
and  following  experiments  in  animals  they 
predicted  that  external  countershock  might 
have  clinical  usefulness  with  other  arrhyth- 
mias resistant  to  drug  therapy.^  Alexander 
and  associates^  in  1961  successfully  treat- 
ed a case  of  paroxysmal  ventricular  tachy- 
cardia in  this  fashion,  and  subsequent  re- 
ports^®® have  documented  successful  use  of 
external  countershock  in  a variety  of  ven- 
tricular and  supraventricular  arrhythmias. 
In  these  instances  alternating  current  was 
used.  In  1962,  Lown,  et  al.,^®  compared  ad- 
vantages and  disadvantages  of  alternating 
current  and  direct  current  for  this  purpose, 
and  they  described  use  of  a DC  defibrillator 
which  they  preferred  to  AC  instruments  pre- 
viously used. 

We  became  interested  in  use  of  this  ther- 
apy in  certain  arrhythmias.  Because  this  tech- 
nic is  relatively  new,  and  because  it  has 
merit  in  management  of  certain  arrhythmias, 
we  wish  to  report  our  experience  with  direct 
current  external  countershock. 

Method 

The  equipment  which  we  have  used  is 
manufactured  by  the  American  Optical  Com- 
pany, and  it  is  known  as  the  Lown  Cardio- 
verter. One  lead  of  the  patient’s  electro- 
cardiogram is  displayed  on  an  oscilloscope 

*From  St.  Joseph’s  Hospital  and  General  Rose  Memorial 
Hospital,  Denver. 


screen  at  the  top  of  the  front  panel.  Energy 
of  the  DC  charge  is  calibrated  in  watt-seconds, 
and  this  is  adjusted  to  a desired  level  prior 
to  delivery  of  the  shock.  One  hundred  to  two 
hundred  fifty  watt-seconds  is  generally  ade- 
quate for  an  adult.  The  shock  is  delivered  by 
means  of  two  electrodes  with  insulated  han- 
dles, one  held  about  the  second  right  inter- 
costal space  adjacent  to  sternum  and  the 
other  in  the  fifth  left  anterior  axillary  line. 
Contact  with  the  patient  is  secured  by  means 
of  standard  electrocardiograph  electrode 
paste.  Personnel  should  not  be  in  contact  with 
the  patient  or  his  bed  at  the  moment  of  shock. 
The  shock  itself  is  triggered  by  means  of 
either  a manual  or  a foot  switch.  A time-delay 
switch  allows  one  to  deliver  the  shock  at  a 
predetermined  moment  in  the  cardiac  cycle, 
thus  avoiding  certain  vulnerable  phases  to  be 
discussed  subsequently.  The  R wave  of  the 
displayed  electrocardiogram  is  used  as  a ref- 
erence point  in  this  selection.  The  shock  and 
resultant  spasm  are  painful,  and,  therefore, 
light  brief  general  anesthesia  is  required. 
Sodium  Pentothal  has  been  adequate  for  this 
purpose,  and  the  patient  is  usually  awake  five 
to  ten  minutes  after  the  shock. 

Case  material 

We  have  treated  eleven  patients  in  this 
fashion  since  March,  1963  (Table  1).  Of  these, 
two  had  ventricular  tachycardia,  seven  had 
atrial  fibrillation,  and  two  had  atrial  flutter. 
Four  of  the  cases  are  detailed  below.  Two 
others  deserve  special  comment.  Case  7,  a 43- 
year-old  white  female,  was  converted  from 
atrial  flutter  to  normal  sinus  rhythm  follow- 
ing repair  of  an  atrial  septal  defect  and 
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rheumatic  mitral  stenosis.  She  remained  in 
normal  sinus  rhythm  for  only  three  days. 
However,  on  a subsequent  admission  external 
countershock  once  again  effected  conversion, 
this  time  with  maintenance  of  normal  sinus 
rhythm.  Case  9 is  a 31-year-old  white  male 
who  appears  to  have  chronic  cardiomyopathy. 
External  countershock  could  repeatedly  con- 
vert atrial  fibrillation  to  normal  sinus  rhythm, 
but  this  rhythm  could  only  be  maintained  for 
.several  minutes  each  time,  and  external 
countershock  seemed  to  have  nothing  further 
to  offer. 

It  seems  wise  to  begin  anti-arrhythmic 
drug  therapy  prior  to  the  shock  and  to  con- 
tinue it  afterward,  as  an  aid  to  maintaining 
normal  rhythm  once  achieved.  We  have  gen- 
eraly  given  several  doses  of  quinidine  prior 
to  conversion  and  have  continued  this  ther- 
apy post-shock.  As  is  known,  doses  inade- 
quate for  conversion  are  often  adequate  for 
maintenance  of  normal  sinus  rhythm.  How- 
ever, despite  quinidine  therapy,  two  of  our 
patients  have  reverted  from  normal  rhythm 
to  atrial  fibrillation  within  a few  weeks  fol- 
lowing the  shock.  One  of  these  (Case  10)  was 
receiving  quinidine,  0.2  grams  four  times 
daily,  at  the  time  of  relapse.  The  other  (Case 
11),  not  under  our  care  after  conversion, 
was  receiving  0.2  grams  of  quinidine  three 
times  daily  when  she  reverted  to  atrial  fibril- 
lation. Perhaps  larger  doses  might  have  pre- 
vented this  recurrence  of  atrial  fibrillation. 


CASE  REPORTS 

Case  1.  C.  E.  B.,  a 54-year-old  white  male, 
had  resection  of  a ventricular  aneurysm  sec- 
ondary to  previous  myocardial  infarction  on  March 
12,  1963.  He  was  placed  on  Pronestyl  postopera- 
tively  as  prophylaxis  against  ventricular  arhyth- 
mias,  but  despite  this,  on  March  15  he  developed 
ventricular  tachycardia.  This  was  converted  with 
intravenous  Pronestyl  to  supraventricular  rhythm, 
but  three  and  one-half  hours  later  ventricular 
tachycardia  recurred.  This  failed  to  respond  to 
intravenous  drug  therapy;  the  cardiac  status  was 
precarious.  Therefore,  he  was  given  light  Sodium 
Pentothal  anesthesia,  and  one  DC  countershock 
was  delivered  to  the  closed  chest.  This  effected 
a prompt  reversion  to  normal  sinus  rhythm  with 
some  QRS  widening  (Fig.  1).  He  continued  to  have 
considerable  myocardial  irritability  with  many 
ventricular  premature  contractions  and  short  runs 
of  ventricular  tachycardia,  but  these  were  ade- 
quately managed  with  Pronestyl  and/or  Quinidine. 
Further  shock  was  not  necessary,  and  he  was  dis- 
charged from  the  hospital  on  April  5,  1963,  in 
normal  sinus  rhythm. 


Fig  1.  Case  1.  A.  Lead  II  immediately  prior  to 
countershock  showing  ventricular  tachycardia.  B. 
Lead  II  following  countershock,  showing  sinus 
rhythm  with  QRS  widening. 


TABLE  1. 


Case  No. 

Age 

Sex 

Rhythm 

Effective  Shock* 

Conversion 

1 

54 

M 

V.  T. 

Yes 

2 

52 

F 

A.  F. 

100 

Yes 

75 

Yes 

3 

70 

M 

V.  T. 

100 

Yes** 

4 

73 

M 

A.  FI. 

175 

Yes** 

5 

54 

F 

A.  F. 

125 

Yes 

6 

34 

F 

A.  F. 

100 

Yes 

7 

43 

F 

A.  FI. 

120 

Yest 

8 

46 

F 

A.  F. 

120 

Yes 

9 

31 

M 

A.  F. 

120 

Yest 

10 

55 

M 

A.  F. 

100 

Yes 

11 

46 

F 

A.  F. 

150 

Yes 

•V/att-seconds  V.T.  Ventricular  Tachycardia. 

“See  case  report.  A.F.  Atrial  Fibrillation. 

tSee  text.  A.Fl.  Atrial  Flutter. 
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Case  3.  T.  D.,  a 70-year-old  white  male,  suf- 
fered acute  myocardial  infarction  in  January, 
1963.  In  March,  1963,  he  developed  an  ar- 
rhythmia, documented  by  intracardiac  electro- 
cardiography as  ventricular  tachycardia  (Fig.  2). 
Although  this  rhythm  could  generaly  be  converted 
with  relative  ease  by  means  of  intravenous  Pro- 
nestyl,  it  proved  very  difficult  to  prevent  its  re- 
currence despite  vigorous  therapy  with  quinidine 
and  Pronestyl  in  varying  combinations.  On  May 
9,  1963,  he  experienced  another  bout  of  ventricular 
tachycardia,  and  on  this  occasion  he  failed  to  con- 
vert despite  receiving  2.5  grams  of  Pronestyl  in- 
travenously over  a two-hour  period.  During  and 
after  this,  his  blood  pressure  required  support, 
and  hepatic  congestion  developed.  It  was  felt  im- 
prudent to  pursue  this  form  of  therapy  further, 
and,  therefore,  he  was  given  one  external  counter- 
shock of  75  watt-seconds  under  light  Brevital  an- 
esthesia. This  effected  prompt  return  of  normal 
sinus  rhythm  (Fig.  2).  He  subsequently  had  fur- 
ther bouts  of  ventricular  tachycardia  despite  main- 
tenance of  anti-arrhythmic  drug  therapy.  In  gener- 
al he  remained  responsive  to  intravenous  Pronestyl, 
but  on  July  15,  1963,  he  again  failed  to  convert 
despite  receiving  Pronestyl,  2100  mgs.  intravenous- 
ly. Once  again  external  countershock  was  used, 
this  time  using  100  watt-seconds.  Prompt  return 
of  normal  sinus  rhythm  again  enused. 


INTRAURDIAC  ELECTRODE 
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Fig.  2.  Case  3.  A.  Intracardiac  EKG  showing  dis- 
sociation of  atrial  and  ventricular  complexes.  Re- 
cording made  with  electrode  in  right  atrium,  dem- 
onstrating tall,  spiking  P waves  at  rate  slower 
than  the  ventricular  rate.  B.  Lead  II  showing  the 
tachycardia  at  a time  when  the  rate  was  slightly 
faster  than  when  A was  recorded.  C.  Lead  II  with 
patient  in  normal  sinus  rhythm. 

Case  4.  G.  G.  E.,  a 73-year-old  white  male,  de- 
veloped symptoms  of  cardiac  failure  and  was 
found  to  have  a very  slow  ventricular  rate.  It  was 
difficult  to  define  the  exact  mechanism,  but  by 


intracardiac  electrocardiography,  atrial  flutter 
with  high  grade  A-V  block  was  demonstrated  (Fig. 
3).  It  was  felt  that  slowing  of  the  atrium,  i.e.  con- 
version to  normal  sinus  rhythm,  might  yield  more 
efficient  conduction  at  the  A-V  node,  with  aboli- 
tion or  lessening  of  the  heart  block.  On  May  25, 
1963,  we  gave  one  external  countershock  which  was 
unsuccessful.  This  was  followed  by  a second  coun- 
tershock of  175  watt-seconds,  with  conversion  of 
the  atria  to  normal  sinus  rhythm.  One  to  one  A-V 
conduction  did  not  appear,  but  a Wenckebach 
phenomena  was  produced  with  about  every  third 
atrial  complex  failing  to  be  conducted.  (Fig.  3). 
Variable  A-V  conduction  persisted  until  discharge 
six  days  following  countershock. 


INTRA  CARDIAC  ELECTRODE 


Fig.  3.  Case  4.  A.  Intercardiac  EKG  showing  atrial 
activity  at  rate  of  280-300  per  minute  and  ven- 
tricular rate  of  approximately  60.  B.  Lead  II  prior 
to  shock,  with  ventricular  rate  slower  than  in  B. 
C.  Lead  II  after  first,  unsuccessful  shock.  D.  Lead 
II  after  atrium  converted. 

Case  6.  F.  V.  B.  is  a 34-year-old  white  female 
with  mitral  valvular  disease.  On  June  18,  1963, 
she  underwent  cardiac  surgery,  with  replacement 
of  mitral  valve  with  a Starr  prosthetic  valve.  She 
had  been  in  atrial  fibrillation  for  an  unknown 
period  preoperatively,  and  she  continued  in  this 
rhythm  following  surgery.  With  her  improved 
hemodynamics  a trial  of  conversion  to  normal 
sinus  rhythm  was  justifiable.  Conversion  proved 
impossible  with  qunidine  because  of  nausea  and 
QRS  widening  after  1.6  grams  of  quinidine  on 
the  fourth  day  of  attempted  conversion.  Therefore, 
on  July  5,  the  rhythm  was  converted  to  normal 
sinus  rhythm  with  one  external  shock  of  100 
watt-seconds.  She  exhibited  considerable  ventric- 
ular irritability  after  the  shock,  showing  numerous 
premature  ventricular  contractions  (Fig.  4).  These 
had  disappeared  by  the  next  day,  and  she  is  free 
of  these  at  the  present  time  (Fig.  4).  Quinidine  was 
continued  after  conversion,  and  this  has  been  well 
tolerated,  with  maintenance  of  the  sinus  rhythm. 
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Fig.  4.  Case  6.  A.  Lead  II  showing  atrial  fibrillation 
prior  to  shock.  B.  Lead  II  immediately  after  shock, 
showing  sinus  rhythm  with  considerable  myo- 
cardial irritability.  C.  Lead  II  on  day  after  shock, 
showing  normal  rhythm  without  premature  beats. 

Discussion 

The  rationale  of  countershock  therapy  is 
instant  and  simultaneous  depolarization  of 
every  cardiac  fiber.^'^  This  appears  to  ex- 
tinguish any  ectopic  foci  which  are  respon- 
sible for  maintaining  arrhythmia,  thus  al- 
lowing the  sinus  node  to  resume  its  normal 
pacemaking  function.  The  majority  of  reports 
of  elective  external  countershock  have 
dealt  with  alternating  current.^  ® These  de- 
scribe its  use  in  a variety  of  ventricular  and 
supraventricular  arrhythmias.  Although  these 
attest  the  efficacy  of  this  form  of  current  for 
this  purpose,  there  has  been  concern  as  to 
its  safety.^’’'’®  In  1956,  Zoll  and  associates  con- 
cluded from  experimental  work  that  alter- 
nating current  may  induce  QRS  abnormality, 
recurrent  ventricular  fibrillation,  persistent 
ventricular  standstill,  and  “cooking”  of  the 
myocardium  when  high  voltage  shocks  were 
used  in  rapid  succession.  However,  in  1962, 
Zoll  and  LinenthaR  mentioned  one  patient 
who  received  300  shocks  within  a two-month 
period  without  ill  effect.  Lown  and  associ- 
ates'^’® have  discussed  the  safety  and  efficacy 
of  alternating  current.  They  cite  the  induc- 
tion of  atrial  and  ventricular  fibrillation,  the 
production  of  EKG  changes  of  infarction  in 
90  per  cent  of  experimental  animals  under- 
going repeated  alternating  current  shock,  and 
35  per  cent  mortality  in  these  same  animals. 
Direct  current,  on  the  other  hand,  failed  to 
induce  atrial  fibrillation,  and  caused  ventric- 
ular fibrillation  in  only  1.6  per  cent.  Although 
electrocardiographic  changes  of  infarction 


were  seen  in  one  third  of  the  animals,  none 
died. 

Direct  current  also  appears  to  be  more 
effective.'^’®’®  In  Down’s  work^  it  was  100  per 
cent  effective  in  converting  ventricular  fib- 
rillation in  dogs.  It  proved  effective  in  in- 
stances of  ventricular  fibrillation  after  alter- 
nating current  shock  had  failed  to  yield  con- 
version. This  superiority  of  direct  current 
has  been  documented  at  least  once  in  a clin- 
ical study.®  In  this  report  a patient  with 
recurrent  ventricular  tachycardia  and  ven- 
tricular fibrillation  following  a myocardial 
infarction  was  treated  by  both  methods  more 
or  less  alternately.  Direct  current  was  re- 
peatedly effective  in  restoring  normal  sinus 
rhythm,  whereas  alternating  current  was  not. 

A shock  delivered  at  certain  phases  of 
the  cardiac  cycle  is  very  likely  to  induce 
either  atrial  or  ventricular  fibrillation.  For 
the  atria,  the  vulnerable  period  lies  in  the 
downstroke  of  the  R wave  or  during  inscrip- 
tion of  the  S wave.  For  the  ventricle,  the 
critical  period  lies  some  30  milliseconds  prior 
to  the  peak  of  the  T wave.®  Conventional  al- 
ternating current  shock  requires  .15  second 
for  delivery,  whereas  direct  current  shock 
requires  only  2.5  milliseconds  for  completion.'^ 
If  either  shock  is  delivered  haphazardly  with- 
in the  cardiac  cycle,  the  longer  lasting  alter- 
nating current  shock  has  a much  greater 
chance  of  hitting  the  vulnerable  period  of 
atria  or  ventricle  than  does  the  shorter  direct 
current  shock.  The  apparatus  described  by 
Lown,  et  al.,  and  used  by  us,  allows  placement 
of  direct  current  shock  at  a precise,  preselect- 
ed interval  following  an  R wave  of  the  dis- 
played electrocardiogram.  By  this  method  the 
vulnerable  period  of  atria  and  ventricles  is 
avoided  with  certainty.  Generally  we  have 
placed  the  shock  at  the  peak  of  R,  feeling 
this  would  avoid  the  vulnerable  period  of 
both  chambers.  In  the  one  case  in  which  the 
shock  was  placed  differently  (Case  10),  100 
watt-seconds  being  delivered  .4  seconds  after 
an  R wave,  atrial  fibrillation  was  converted 
to  atrial  flutter.  The  second  shock  placed  in 
our  usual  fashion  resulted  in  conversion  to 
normal  sinus  rhythm  (Fig.  5). 

Lown,  et  al.,’’  reported  the  use  of  the 
direct  current  defibrillator  in  the  treatment 
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Fig.  5.  Case  10.  A.  Lead  11  prior  to  shock,  showing 
atrial  fibrillation.  B.  Lead  11  after  first  shock, 
delivered  0.4  seconds  following  R wave,  showing 
atrial  flutter.  C.  Lead  11  after  second  shock,  de- 
livered wtih  the  R wave,  showing  normal  rhythm 
with  atrial  premature  heats.  D.  Lead  11  on  follow- 
ing day,  showing  normal  rhythm  without  atrial 
irritability. 

of  25  episodes  of  ventricular  and  supraven- 
tricular arrhythmia  in  the  human,  with  suc- 
cessful conversion  of  23.  Robicsek  and  asso- 
ciates^®, using  equipment  developed  by  Lown, 
reported  two  cases  of  atrial  fibrillation  con- 
verted by  this  technic,  and  have  converted 
16  more  cases  since  publication  of  their  orig- 
inal report.  Lown  and  associates”  subsequent- 
ly reported  treatment  of  65  episodes  of  atrial 
fibrillation  in  50  patients;  in  45  the  arrhyth- 
mia was  successfully  converted.  A group 
from  England^®  has  reported  ten  patients 
with  atrial  fibrillation  successfully  treated 
in  this  fashion. 

Our  currently  reported  experience  with 
direct  current  countershock  appears  similarly 
favorable.  Of  eleven  patients,  nine  must  be 
counted  as  successful.  Two  of  these  were 
patients  with  ventricular  tachycardia.  One 
was  treated  on  two  occasions  some  67  days 
apart,  with  prompt  conversion  on  both  occa- 
sions. In  both  instances,  countershock  fol- 
lowed failure  with  large  doses  of  intravenous 
Pronestyl.  Of  our  other  seven  successes,  six 
were  patients  with  chronic  atrial  fibrillation*, 

•As  noted  earlier,  two  of  these  subsequently  reverted  to  atrial 
fibrillation  despite  quinidine  therapy. 


and  one  was  a patient  with  atrial  flutter  who 
required  two  shocks  to  achieve  conversion 
which  could  be  maintained.  Of  the  two  not 
successful,  one  was  in  atrial  flutter  and  the 
other  in  atrial  fibrillation.  In  one  (Case  4) 
the  atrium  was  converted  from  atrial  flutter 
to  normal  sinus  rhythm,  with  but  incomplete 
improvement  in  atrioventricular  conduction. 
The  other  (Case  9)  was  converted  to  normal 
sinus  rhythm  on  two  occasions  but  reverted 
to  atrial  fibrillation  within  a few  moments 
each  time.  In  justice  to  the  technic,  it  is 
noted  that  the  desired  result,  i.e.  conversion 
to  normal  sinus  rhythm,  was  accomplished  in 
both,  but  inherent  features  of  the  underlying 
heart  disease  made  maintenance  of  normal 
rhythm  impossible. 

Lown,  et.  al.,’’  reported  only  one  complica- 
tion in  their  series  of  25  shocks,  that  being 
multifocal  ventricular  premature  contrac- 
tions following  conversion  to  normal  sinus 
rhythm.  These  abated  after  an  infusion  of 
Levophed  was  stopped.  We,  too,  have  noted 
some  myocardial  irritability  following  these 
shocks.  Atrial  and  ventricular  premature  con- 
tractions have  not  been  uncommon  after 
conversion,  but  these  have  generally  disap- 
peared by  the  following  day,  e.g.  Cases  6 and 
10,  Figs.  4 and  5.  One  other  patient  (Case  5) 
exhibited  T wave  inversion  after  the  shock. 
These  changes  were  transient  and  were  not 
accompanied  by  untoward  symtoms.  No  rise 
in  serum  transaminase  accompanied  these 
changes.  No  other  complications  were  en- 
countered in  our  series.  One  group^^  routinely 
studied  the  transaminases  pre~  and  post- 
shock. In  only  one  case  was  a rise  noted,  that 
being  an  increase  from  19  to  43  units  in  SCOT. 

Only  one  embolic  complication  is  noted 
in  the  literature,”  this  a probable  splenic 
embolism  occurring  two  days  after  conver- 
sion. This  raises  the  question  of  anticoagulant 
therapy  prior  to  conversion  of  atrial  fibrilla- 
tion by  this  technic.  Of  our  seven  patients 
with  atrial  fibrillation,  six  were  on  oral  anti- 
coagulants at  the  time  of  shock.  One  patient 
with  atrial  flutter  (Case  7)  was  anticoagu- 
lated; the  other  (Case  4)  was  not.  Lown’s 
group^^  has  advocated  the  use  of  anticoagu- 
lants for  several  weeks  prior  to  shock  in 
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patients  with  atrial  fibrillation  with  rheu- 
matic valvular  disease.  They  do  not  advise 
its  use  in  this  arrhythmia  from  other  causes. 
Others^^  also  suggested  its  use  prior  to 

conversion. 

There  seems  little  question  that  this  tech- 
nic will  convert  atrial  fibrillation  in  patients 
in  whom  quinidine  has  failed.  Six  of  our  nine 
patients  with  fibrillation  or  flutter  had  had 
a trial  of  conversion  with  quinidine  prior  to 
shock,  and  all  had  subjective  and/or  objec- 
tive evidence  of  toxicity  at  a dose  level  inade- 
quate for  conversion.  Lown,  et  al.“  attempted 
conversion  with  quinidine  in  23  of  their  50 
patients,  with  success  in  only  four.  Conver- 
sion by  DC  countershock,  on  the  other  hand, 
was  effective  in  90  per  cent  of  their  patients 
with  atrial  fibrillation. 

From  review  of  the  literature  and  from 
currently  reported  experience,  we  agree  with 
other  observers  that  external  countershock 
is  a satisfactory  mode  of  therapy  in  a variety 
of  arrhythmias  not  responding  to  safely  toler- 
ated levels  of  drug  therapy.  Although  we 
have  no  personal  experience  with  alternating 
current  for  this  purpose,  theoretical  and  prac- 
tical considerations  previously  described  sug- 
gest that  direct  current  is  the  preferable 
form  of  current  for  use  for  this  purpose. 

Summary 

We  have  reported  eleven  patients  with 
arrhythmias  who  were  treated  by  external 
countershock  using  direct  current.  Of  these 
eleven,  two  had  ventricular  tachycardia,  two 
had  atrial  flutter,  and  seven  had  atrial  fibril- 
lation. A successful  outcome  was  achieved  in 
nine,  and  in  two  no  benefit  was  realized. 

The  rationale  of  countershock  therapy  is 
briefly  discussed.  Several  series  from  the 
literature,  dealing  especially  with  the  use  of 
countershock  in  atrial  fibrillation,  are  re- 
viewed. Although  alternating  current  has 
been  used  successfully  for  this  purpose,  direct 
current  appears  more  effective  and  safer. 


Complications  are  minimal.  Anti-arrhythmic 
and  anticoagulant  therapy  in  conjunction 
with  the  countershock  are  generally  advo- 
cated. From  our  experience  and  that  of  others, 
we  believe  that  this  mode  of  therapy  repre- 
sents a significant  advance  in  management 
of  cardiac  arrhythmias.  • 

ADDENDUM* 

Since  preparation  of  our  paper,  R.  J.  Stock,  in 
the  New  England  J.  of  Medicine,  269,  1963,  dis- 
cussed feasibility  of  cardioversion  without  general 
anesthesia,  thus  eliminating  one  of  the  hazards. 
Shocks  of  200  to  300  watt-seconds  had  been  ad- 
ministered to  18  patients,  none  of  whom  felt  that 
anesthesia  was  required,  when  questioned  after 
the  procedure.  Their  subjective  response  had  been 
difficult  to  describe,  but  none  had  been  aware 
of  real  pain.  Seventeen  had  been  in  atrial  fibrilla- 
tion and  one  in  atrial  tachycardia.  Conversion  was 
accomplished  in  16. 

*We  are  happy  to  acknowledge  the  assistance  of  Dr.  J.  H.  K. 
Vogel  in  obtaining  the  intracardiac  electrocardiograms.  Dr.  Abe 
Ravin,  Dr.  W.  G.  Rainer,  Dr.  A.  E.  Prevedel,  and  Dr.  John 
B.  Grow,  Sr.,  kindly  allowed  us  to  work  with  their  patients 
and  include  them  in  our  series. 
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Uretero- vaginal  fistulae  corrected  by 

ureteroileo-neocystostomy 

H.  J.  Beck,  M.D.,  and  J.  J.  Wolf  son,  M.D.,  Albuquerque,  New  Mexico 


A case  of  extensive  bilateral  utero-vaginal 
fistulae  successfully  treated  by  bilateral 
ileo-neocystostomy  is  presented. 

Uretero-vaginal  fistulae  are  great  medical 
tragedies.  Also,  they  are  increasing  in  fre- 
quency. It  is  probable  that  with  adoption  of 
more  radical  surgery  and  more  intensive 
radiation  therapy,  this  disability  will  become 
more  common.  Following  these  procedures 


Fig.  1.  Intravenous  urogram  following  Wertheim 
hysterectomy.  Note  urinary  flow  from  ureters  to 
triangular  pocket  to  vagina,  without  evidence  of 
bladder  filling. 


the  degree  of  ureteral  destruction  may  be 
extensive;  that  is,  the  fistulae  may  be  high 
and  the  intact  ureter  short.  As  a result,  surgi- 
cal correction  of  this  condition  is  increasingly 
more  complicated. 

Because  corrective  surgery  for  uretero- 
vaginal  fistulae  has  not  received  the  attention 
which  we  believe  it  merits,  and  because  of 
the  diagnostic  implications  that  are  involved, 
we  report  the  following  case. 

CASE  REPORT 

On  May  2,  1962,  a 26-year-old  female  with 
carcinoma  of  the  cervix,  stage  I,  grade  III,  was 


Fig.  2.  Vaginogram:  Note  flow  of  opaque  medium 
from  postoperative  and  stenosed  vagina  via  fistula 
into  triangular  pocket  demonstrated  in  Fig.  1.  By 
this  technic  (not  seen  with  I.V.  urogram)  conti- 
nuity of  this  pocket  with  proximal  and  distal 
ureters  is  demonstrated  and  filling  of  the  bladder 
secured. 
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subjected  to  total  hysterectomy  and  lymphadenec- 
tomy.  She  was  re-admitted  to  the  Bernalillo 
County  Indian  Hospital,  Urologic  Service,  June  5, 
1962,  with  the  complaint  of  total  incontinence, 
all  of  her  urine  being  discharged  from  the  vagina. 
Cystoscopy  revealed  an  intact  bladder;  catheter- 
ization of  the  ureters  was  not  possible.  Intra- 
venous urography  revealed  urinary  flow  from 
both  ureters  to  a triangular  pocket  just  above  the 
vaginal  vault,  without  evidence  of  bladder  filling 
(Fig.  1).  Vaginography,  with  Hypaque,  revealed 
a fistulous  communication  of  the  vagina  with  the 
triangular  pocket  just  above  it,  the  opaque  ma- 
terial then  passing  into  the  lower  ureters  and  into 
the  bladder.  By  this  technic,  continuity  of  the 
pocket  with  proximal  and  distal  portions  of  both 
ureters  was  demonstrated  (Fig.  2). 

On  June  25,  1962,  the  patient  developed  high 
fever,  chills,  and  bilateral  back  pain.  An  emer- 
gency bilateral  nephrostomy  was  performed,  with 
prompt  relief  of  all  symptoms.  An  antegrade 


Fig.  3.  Schematic  representation  of  completed 
operation  showing  ileal  anastomosis  to  posterior 
bladder  surface. 


injection  of  the  nephrostomy  catheters  was  per-  ’ 
formed  on  July  8,  1962.  The  lower  one-half  of 
the  right  ureter  was  not  visualized,  nor  was  the  ' 
lower  one-third  of  the  left.  On  July  11,  1962,  a 
bilateral  ureteroileo-neocystostomy  was  performed 
(Fig.  3). 

Operative  technic:  The  bowel  having  been 
sterilized  previously,  a 26  centimeter  segment  of 
ileum  was  isolated  and  extra-peritoneaiized,  and 
the  severed  ends  of  the  ileum  reunited  by  end-to- 
end  anastomosis.  The  isolated  segment  of  ileum 
was  then  anastomosed  to  the  posterior  portion  of 
the  bladder.  Particular  attention  was  devoted  to  < 
the  problem  of  creating  an  adequate  stoma  in  order 
that  future  ::icatricial  reaction  would  not  impair 
its  function.  j 

The  ureters  were  isolated  in  their  most  de- 
pendent position  (in  this  case  the  ureteral  de- 
struction was  extensive  and  about  one-half  of 
each  ureter  was  destroyed  by  periureteric  fibrosis). 

Their  severed  ends  were  anastomosed  to  the  ileal 
pouch  by  mucosa  to  mucosa  sutures  of  fine  catgut. 

The  ureters  were  sutured  to  the  ileum  in  the  line 
of  their  natural  position.  This  was  done  to  prevent 


Fig.  4.  Combined  I.V.  urogram  and  cystogram 
following  bilateral  ureteroileo-neocystostomy.  A 
sausage-shaped  loop  of  ileum  (to  right  of  lower 
lumbar  spine)  is  delineated,  which  overlies  and  t 
is  continuous  with  dome  of  bladder. 
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angulation  and  obstruction  as  well  as  undue  ten- 
sion upon  the  suture  line.  The  wound  was  closed 
in  the  usual  manner.  The  patient’s  convalescence 
was  uneventful.  She  was  discharged  14  days  post- 
operatively. 

Summary 

Five  months  postoperatively,  the  patient’s 
urine  was  normal  except  for  mucus  (attrib- 
uted to  the  secretion  of  the  ileal  glands). 
The  urine  culture  was  negative.  Intravenous 
urography  and  cystoscopy  revealed  regres- 
sion of  the  bilateral  hydronephrosis.  • 
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Leptocytosis  in  a case  of 
phenothiazine  jaundice 

Ross  B.  Cone,  M.D.,  Denver 


Increased  numbers  of  target  cells  (leptocy- 
tosis) is  usually  asosciated  with  diseases  such 
as  Thallasemia  major  and  minor,  and  espe- 
cially with  the  congenital  hemoglobinopa- 
thies such  as  sickle  cell  disease,  hemoglobin 
C,  or  C-S  diseases.  Target  cells  occur  in 
smaller  numbers  in  hypochromic  anemia, 
liver  disease  with  or  without  jaundice,  and 
following  splenectomy.®  The  common  denom- 
inator seems  to  be,  in  these  examples,  a red 
cell  with  a low  M.  C.  H.  C.  The  following  case 
presents  the  problem  of  massive  leptocytosis 
in  a colored  male  in  whom  none  of  the  above 
major  causes  could  be  demonstrated.  He  was 
admitted  to  the  hospital  for  chronic  pan- 
creatitis and  developed  Promazine  induced 
jaundice  on  the  fourth  hospital  day. 

CASE  HISTORY 

M.  H.  was  a 39-year-old  colored,  male,  clerical 
worker  who  had  had  two  previous  hospitalizations 
for  acute  pancreatitis,  the  first  in  June  and  the 
second  in  November,  1962.  On  the  first  admission, 
although  the  patient  was  a known  alcoholic,  he 
was  suspected  of  having  an  acute  appendicitis  and 
was  explored  surgically,  at  which  time  the  pan- 
creas was  found  to  be  thickened,  enlarged  and 
firm.  Serum  amylase  on  that  admission  went  up 
to  755  Somogyi  units  with  a calcium  of  8.8  mg. 
per  cent.  On  the  second  hospitalization  five  months 


later,  the  patient’s  amylase  on  the  first  hospital 
day  went  up  to  298.8  Somogyi  units.  A cholecysto- 
gram  done  was  normal.  G.  I.  series  at  that  time 
revealed  a deformity  of  the  duodenal  bulb  with 
definite  evidence  of  duodenal  ulcer. 

The  present  admission  began  on  March  30, 
1963,  with  a history  of  persistent  vomiting  of  one 
week’s  duration  associated  with  upper  abdominal 
pain  and  cough  for  two  weeks.  He  had  been  drink- 
ing whiskey  excessively.  He  also  reported  having 
had  daily  nosebleeds  for  one  week  prior  to  ad- 
mission, but  denied  melena.  Physical  examination 
on  admission  revealed  a pulse  of  110,  blood  pres- 
sure of  150/95,  temperature  of  100.6  degrees 
Fahrenheit.  Positive  findings  were  confined  to 
the  pharynx  which  was  slightly  reddened  and  the 
abdomen  which  was  tender  in  the  upper  quad- 
rants with  increased  bowel  sounds.  No  splenomeg- 
aly was  noted.  A soft,  slightly  tender  liver  edge 
was  palpated  2 cm.  below  the  right  costal  margin. 
A few  spider  angiomata  were  noted  over  the 
shoulders.  On  the  fourth  hospital  day  scleral 
icterus  was  observed. 

Laboratory  data:  On  admission  the  hemoglobin 
was  15  grams  with  a hematocrit  of  44  per  cent 
(M.C.H.C.  34  per  cent).  On  the  peripheral  smear, 
more  than  50  per  cent  target  cells  were  noted 
with  relative  absence  of  poikilocytosis  and  aniso- 
cytosis.  A few  microspherocytes  were  seen.  Reticu- 
locyte count  was  .7  per  cent.  Direct  Coombs  test, 
negative.  Sickle  cell  preparations,  negative.  WBC 
was  4,000  with  a differential  of  62  per  cent  segs, 
36  per  cent  lymphocytes,  1 per  cent  stabs  and 
1 per  cent  eosinophiles.  Serum  amylase,  206  units 
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with  a serum  lipase  of  .6  units.  Urine  analysis, 
normal.  Electrolytes  revealed  a potassium  of  3.9 
meq/liter,  sodium  135  meq/liter,  chloride  101.4 
meq/liter  and  C02  21  meq/liter.  Blood  urea 
nitrogen,  3 mg.  per  cent.  The  leptocytosis  persisted 
for  approximately  two  and  one-half  weeks  and 
then  decreased  to  1 per  cent  at  time  of  discharge. 
On  the  fourth  hospital  day,  urine  was  noted  to 
contain  bilirubin  with  a urobilinogen  of  .6  mgs. 
per  cent.  Total  serum  bilirubin,  8.35  mg.  per  cent, 
50  per  cent  of  which  was  direct.  Albumin,  2.6; 
globulin,  3.15  with  an  A/G  ratio  of  .82/1.  Thymol 
turbidity,  4.5  untis.  BSP  was  47  per  cent  retention 
in  45  minutes.  The  prothrombin  time,  69  per  cent. 
Cephalin  flocculation,  2 plus  in  24  hours  and  3 
plus  in  48  hours.  Stools  for  occult  blood  were 
occasionally  weakly  positive.  Electrophoretic  pat- 
tern of  the  protein  revealed  increased  alpha  1 to 

5.8  per  cent  and  increased  gamma  globulin  to  30.5 
per  cent.  Total  protein,  5.95  grams  per  cent.  SGPT, 
39  units.  By  the  15th  day,  hemoglobin  had  dropped 

10.8  grams  with  a hematocrit  of  32.5  per  cent. 
(M.C.H.C.  33  per  cent.)  The  van  den  Bergh  test 
gradually  showed  improvement  until  at  time  of 
discharge  bilirubin  had  decreased  to  1.1  mg.  per 
cent  with  a direct  reading  of  .75  mg.  per  cent. 
Serum  iron  after  treatment  with  iron  was  460 
micrograms  per  cent  with  an  iron  binding  capacity 
of  150  micrograms  per  cent.  The  hemoglobin 
electrophoretic  pattern  on  two  occasions  was  en- 
tirely normal.  The  hemoglobin  at  the  time  of  dis- 
charge had  come  up  to  11.5  grams  with  a hemato- 
crit of  33  per  cent. 

Hospital  course:  The  patient’s  hospital  course 
was  that  of  marked  dehydration  and  increasing 
jaundice  for  the  first  week  with  gradual  improve- 
ment over  the  following  two  weeks.  His  appetite 
slowly  improved.  Liver  biopsy  performed  on  the 
11th  hospital  day  revealed  significant  dilatation 
of  the  bile  canaliculi  with  plugs  of  bile.  There 
was  also  bile  extruded  into  the  cytoplasm  of  some 
of  the  liver  cells  and  fat  globules  within  the  liver 
parenchyma.  The  patient  had  been  placed  on 
Sparine  at  the  time  of  admission  because  of  severe 
nervousness  and  a history  of  alcoholism.  The  hos- 
pital course  and  liver  biopsy  were  interpreted  as 
being  the  result  of  a drug  induced  (Phenothiazine) 
jaundice.  Repeat  G.  I.  series  during  this  hospitaliz- 
ation showed  no  change  from  November,  1962,  at 
which  time  a deformed  duodenal  cap  was  found. 

The  final  diagnoses  in  this  case  were: 

1.  Chronic,  recurrent  pancreatitis. 

2.  Early  Laennec’s  cirrhosis. 

3.  Phenothiazine  jaundice. 

4.  Moderate  hypochromic  anemia  with  severe 
leptocytosis. 

Discussion 

Discovery  of  greater  than  50  per  cent 
target  cells  in  the  peripheral  smear  of  this 
patient  stimulated  search  for  the  presence  of 


an  abnormal  congenital  hemoglobin.  Statis- 
tically, in  a negro,  we  expected  to  find  sickle 
cell  anemia  disease  or  trait  which  occurs  in 
up  to  11  per  cent  of  North  American  ne- 
groes.® Combinations  of  hemoglobin  S-C  or 
C-Thallasemia  are  known  to  occur  in  2 to  3 
per  cent  of  North  American  negroes  and  in 
those  cases  the  highest  percentage  of  lepto- 
cytosis occurs  (from  40  to  90  per  cent).  Hemo- 
globin electrophoresis  done  twice  in  this  pa- 
tient proved  to  be  negative  for  abnormal 
hemoglobins. 

What  is  less  well  known  and  sparsely  re- 
ported is  that  massive  leptocytosis  is  not 
infrequently  seen  in  clinical  situations  where 
the  plasma  surrounding  the  red  cells  is  ren- 
dered hypertonic  by  blood  loss  or  dehydra- 
tion, or  toxic  by  the  presence  of,  for  example, 
bile  salts.  It  is  interesting  to  note  that  in  the 
more  than  40  cases  of  Sparine  induced  jaun- 
dice reviewed,  no  increase  in  anemia®  or 
target  cells  was  noted.^  ® '*  ® In  this  patient  we 
were  forced  to  conclude  that  the  massive 
leptocytosis  was  produced  by  a combination 
of  blood  loss  anemia  (nosebleeds  and  possible 
bleeding  duodenal  ulcer),  dehydration  from 
repeated  vomiting  and  possibly  aggravation 
of  his  liver  disease  by  drug  induced  jaundice. 

Summary 

A case  of  excessive  production  of  lepto- 
cytes  in  the  absence  of  abnormal  hemoglobi- 
nopathy has  been  reported.  Leptocytosis  may 
occur  in  large  numbers  in  clinical  situations 
where  the  plasma  is  rendered  hypertonic  by 
blood  loss,  or  dehydration,  or  altered  chemi- 
cally by  bile  salts  or  other  abnormal  metabo- 
lites associated  with  liver  disease.  • 
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Pre-anesthetic  patient  evaluation* 

John  W.  Pender,  M.D.,  Palo  Alto,  California 


Anesthetist  and  internist  share  the 
responsibility  of  preoperative  evaluation 
of  risk  for  both  anesthesia  and  surgery. 

The  generalist  or  internist  frequently  is 
requested  to  examine  a patient  scheduled  for 
anesthesia  and  operation.  Too  frequently  his 
note  on  the  patient’s  chart  is  “OK  for  anes- 
thesia,” “OK  for  general  anesthesia,”  or  “OK 
for  spinal  anesthesia  but  not  for  general  an- 
esthesia.” The  most  ridiculous  of  all  notes  is 
“OK  for  anesthesia  provided  blood  pressure 
is  maintained  and  plenty  of  oxygen  is  given.” 
This  is  the  equivalent  of  taking  a stand  for 
Mother,  Country  and  Brotherly  Love.  The 
patient’s  personal  physician  has  much  infor- 
mation of  value  to  the  physician  responsible 
for  care  of  the  patient  during  anesthesia,  but 
adequate  communication  of  this  information 
from  one  to  the  other  has  been  a problem. 
The  purpose  of  this  paper  is  to  indicate  in- 
formation the  anesthetist  will,  and  will  not, 
find  useful. 

As  suggested,  the  physician  anesthetist  is 
not  likely  to  be  helped  by  dogmatic  state- 
ments of  the  internist  about  anesthetic  agents 
or  methods.  The  anesthetist  understands  his 
own  personal  ability  with  various  agents  and 
methods  better  than  anyone  else.  Communi- 
cation between  the  two  should  be  about  the 
individual  patient — history,  diagnosis,  pathol- 
ogy, physiology,  preoperative  and  postoper- 
ative medical  therapy.  Agents  and  methods 
are  merely  tools,  and  use  of  a certain  pharma- 
cologic tool  does  not  guarantee  a certain  re- 
sult any  more  than  use  of  a particular  type 
of  suture  material  guarantees  a good  hernia 
repair.  Safety  of  anesthesia  is  related  more 
to  the  anesthetist’s  knowledge  about  the 
patient  than  to  the  anesthetic  agents  or  meth- 
ods employed. 

The  internist  may  feel  that  the  physician 

^Presented  at  the  68th  Annual  Meeting  of  the  Utah  State 
Medical  Association  at  Salt  Lake  City,  September  12,  1963. 
Dr.  Pender  is  Chief  of  Department  of  Anesthesiology,  Palo 
Alto  Medical  Clinic. 


anesthetist  is  able  to  elicit  his  own  informa- 
tion. There  is  no  doubt  that  the  physician  who 
is  to  care  for  a patient  during  anesthesia 
should  examine  the  patient  personally  before 
the  procedure.  A look  may  be  worth  a thou- 
sand words.  However,  the  anesthetist’s  exam- 
ination alone  is  not  as  adequate  as  pooling 
of  information  from  both  internist  and  an- 
esthetist for  two  reasons.  First,  the  internist 
has  had  more  training  and  experience  in 
internal  medicine.  This  inadequacy  in  train- 
ing of  anesthesiologists  is  recognized  and 
consideration  is  being  given  to  the  require- 
ment of  one  year  training  in  internal  medicine 
for  certification  by  the  American  Board  of 
Anesthesiology.  Second,  the  internist  usually 
has  known  the  patient  longer  and  is  more 
familiar  with  his  individual  physical  and 
emotional  reactions. 

A personal  experience  will  illustrate  the 
value  of  the  second  reason.  My  father,  a 
general  practitioner  in  a small  rural  commu- 
nity, frequently  would  interrupt  the  history 
of  a young  patient  with  the  question,  “Wasn’t 
your  mother  a Smith,  the  daughter  of  old 
man  Tom  Smith  that  lives  near  Hesterville?” 
With  personal  knowledge  about  two  genera- 
tions from  each  branch  of  the  patient’s  family, 
my  father  could  understand  the  patient’s 
basic  composition  more  accurately  than  he 
could  after  a look  at  the  patient’s  chromo- 
somes with  an  electron  microscope.  So  it  is 
that  the  family  physician,  who  has  cared  for 
the  patient  through  several  illnesses  over  a 
period  of  years,  can  better  evaluate  the  re- 
action of  the  patient  to  stress  of  operation 
and  anesthesia  than  can  the  anesthetist  who 
is  seeing  the  patient  for  the  first  time.  Infor- 
mation of  the  internist  likely  to  be  helpful 
will  be  presented  under  the  categories  of  his- 
tory and  examination. 

History 

The  patient’s  past  experiences  with  opera- 
tions, anesthesia,  injuries,  and  illnesses  are 
valuable  to  the  anesthesiologist.  The  patient 
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himself  usually  cannot  furnish  adequate  med- 
ical details  about  these  experiences.  It  is 
amazing  how  few  patients  remember  what 
tissues  were  involved  in  past  operations. 
Complications  that  occurred  during  previous 
anesthesia  are  much  more  important  than  the 
agents  that  were  used,  but  the  patient  has 
no  first-hand  information  about  such  compli- 
cations. His  story  is  likely  that  he  “swallowed 
his  tongue”  and  should  “never  let  anyone 
give  him  ether  again.”  To  the  anesthetist  this 
indicates  not  a complication  with  the  agent 
but  an  inability  by  attending  personnel  to 
maintain  a patent  airway. 

Past  pulmonary  illnesses  such  as  empy- 
ema may  have  left  sequelae  that  limit  pul- 
monary efficient,  and  although  these  may 
not  be  severe  enough  to  contraindicate  anes- 
thesia, it  is  well  for  the  anesthetist  to  know 
about  them  in  case  other  complications  arise. 
Injuries  that  involved  joints  or  nerves  may 
indicate  special  positioning  or  care  during 
anesthesia.  Even  though  not  manifest,  dis- 
eases such  as  multiple  sclerosis  and  myas- 
thenia gravis  demand  special  precautions  and 
choice  of  drugs.  Family  history  of  acute  por- 
phyria might  make  the  use  of  barbiturates 
inadvisable. 

Effects  of  drugs 

Past  history  of  the  patient’s  experiences 
with  drugs  is  essential.  What  drugs  has  the 
patient  been  taking  recently  and  what  is  his 
history  of  response  to  drugs?  The  patient,  if 
asked  about  drugs,  is  apt  to  reply  that  she 
takes  white  ones  twice  a day  and  little  pink 
ones  after  meals.  This  is  not  helpful.  In  some 
areas  the  custom  is  becoming  established  for 
the  physician  to  label  his  prescription  with 
generic  or  proprietary  names  of  drugs,  but 
this  is  not  universal,  and  the  patient  does  not 
always  bring  her  medicines  to  the  hospital. 

Antihypertensive  drugs  are  given  for  the 
specific  purpose  of  interfering  with  circula- 
tory reflexes  which  regulate  responses  to 
everyday  stress.  These  drugs  would  be  ex- 
pected to  also  interfere  with  circulatory  ad- 
justment to  stress  of  anesthesia,  hemorrhage, 
and  trauma.  On  this  hypothesis,  it  was  once 
thought  necessary  to  discontinue  reserpine- 
type  drug  therapy  two  weeks  before  admin- 
istration of  anesthesia.  The  response  of  blood 


pressure  and  pulse  rate  to  a small  dose  of 
ephedrine  was  thought  to  be  a test  as  to 
whether  the  circulatory  reflexes  were  suffi- 
ciently active  for  anesthesia  to  be  given 
safely,  but  the  validity  of  this  test  was  not 
universally  accepted.  Today  the  recommend- 
ed procedure  for  the  patient  on  small  doses 
of  reserpine-like  antihypertensive  medication 
(0.25  mg.  once  or  twice  a day)  is  to  proceed 
with  the  anesthesia  and  operation  without 
delay  but  to  watch  carefully  for  untoward 
reactions.  For  elective  operations  on  patients 
who  have  been  receiving  large  doses  of  such 
drugs  for  psychotherapy,  the  drugs  should  be 
discontinued  two  weeks  before  anesthesia. 
Ganglionic-blocking  agents  occasionally  are 
used  to  treat  arterial  hypertension  and  their 
tendency  to  produce  postural  hypotension  is 
increased  in  the  anesthetized  patient.  It  is 
important  for  the  anesthetist  to  be  aware  of 
such  therapy  so  the  patient  may  be  kept  in 
a level  or  head-down  position  during  anes- 
thesia and  the  immediate  postoperative  pe- 
riod. These  ganglion-blocking  drugs  do  not 
contraindicate  anesthesia  since  they  are 
sometimes  used  to  produce  intentional  hypo- 
tension during  operation,  but  the  anesthetist 
must  be  aware  of  their  effects  and  be  ready 
to  compensate  for  their  actions. 

Some  tranquilizing  drugs,  especially  the 
phenothiazines,  also  inhibit  cardiovascular 
reflexes  and  have  been  considered  by  some 
anesthetists  to  be  contraindicated  for  patients 
to  be  anesthetized.  Other  anesthetists  use 
such  drugs  occasionally  for  pre-anesthetic 
medication  of  overly  apprehensive  patients, 
but  in  a single  small  dose.  If  the  anesthetist 
knows  that  a patient  has  been  requiring 
potent  tranquilizers,  he  is  forewarned  that 
the  patient  may  be  emotionally  unstable  and, 
therefore,  perhaps  not  suitable  for  regional 
anesthesia.  If  large  doses  of  chlorothiazide- 
type  drug  have  been  taken  for  a prolonged 
period  without  potassium  supplement,  the 
anesthetist  will  have  an  electrocardiograph 
available  during  anesthesia  and  be  prepared 
to  diagnose  and  treat  low-potassium  syn- 
drome immediately. 

To  a new  doctor,  the  anesthetist,  few 
patients  will  admit  being  narcotic  addicts; 
even  fewer  will  admit  being  an  alcoholic  ad- 
dict, even  to  themselves.  Yet  their  personal 
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physician  is  acutely  aware  of  these  problems, 
and  it  is  only  from  him  that  the  anesthetist 
can  learn  these  facts  which  can  profoundly 
influence  conduct  of  anesthesia.  Some  muscle 
relaxants  are  prepared  as  the  iodide  salt.  If 
the  patient  has  had  complications  from 
iodides,  the  anesthetist  with  this  information 
may  select  a relaxant  that  has  been  prepared 
as  a chloride  salt.  The  fact  that  persons  taking 
adrenal  steroid  medication  may  develop  hy- 
poadrenal  states  and  shock  during  and  after 
anesthesia  and  operation  has  been  well  pub- 
licized among  physicians,  but  many  patients 
do  not  know  when  medications  prescribed  by 
the  internist  are  in  this  category  of  drugs. 

These  examples  serve  to  illustrate  the 
importance  of  former  illnesses,  reactions,  and 
therapy  in  the  evaluation  of  the  patient  be- 
fore anesthesia.  Rarely  the  patient  may  be 
able  to  furnish  this  information,  but  usually 
it  is  available  only  from  the  physician  who 
has  been  responsible  for  his  previous  medical 
care. 

Examination 

The  evening  before  operation  the  anes- 
thetist visits  the  patient.  His  oral  tempera- 
ture has  been  found  to  be  99.2°  F and  the 
patient  says  for  the  past  two  days  his  nose 
has  been  stuffy  and  his  throat  irritated.  The 
significance  of  these  minor  findings  must  be 
evaluated  before  an  elective  operation  since 
the  increased  risk  of  administering  anesthesia 
to  a patient  with  upper  respiratory  infection 
is  not  justified.  If  decision  is  made  to  repeat 
the  observations  the  next  morning,  the  pa- 
tient may  have  the  expense  of  an  unnecessary 
day  in  the  hospital.  The  internist  may  know 
from  his  records  that  pharyngeal  symptoms 
are  common  complaints  of  this  patient  and 
that  she  frequently  has  slight  elevation  of 
temperature  in  late  afternoon.  This  is  not  a 
major  problem  in  evalution,  but  it  occurs  fre- 
quently and  it  may  have  effects  on  the  re- 
covery of  the  patient  and  the  economics  of 
medical  care. 

One  measurement  made  by  the  anesthetist 
will  be  blood  pressure.  Suppose  in  a middle- 
aged  male  measurement  in  both  arms  aver- 
ages 180/90  mm.  Hg.  The  anesthetist  must 
plan  the  conduct  of  the  anesthesia  for  a pa- 
tient with  chronic  arterial  hypertension  un- 


less he  knows  that  the  internist  consistently 
has  found  the  patient’s  blood  pressure  within 
normal  limits  when  made  in  the  patient’s 
home  but  elevated  when  made  at  the  inter- 
nist’s office. 

Modern  anesthetic  agents  and  methods  so 
interfere  with  the  patient’s  ability  to  breathe 
adequately  that  frequently  the  anesthetist 
must  assume  responsibility  for  this  vital  func- 
tion. Therefore,  it  is  necessary  to  know  in 
detail  the  functional  status  of  the  respiratory 
apparatus.  Pulmonary  emphysema  is  one  of 
the  common  crippling  respiratory  ailments, 
especially  since  the  average  age  of  patients 
for  operation  has  been  increasing.  An  im- 
portant question  to  the  anesthetist  is  how 
severe  and  how  debilitating  is  this  patient’s 
emphysema.  Neither  examination  with  steth- 
oscope nor  radiograph  can  answer  this  ques- 
tion with  sufficient  accuracy.  Pulmonary 
function  studies  are  the  best  measurement, 
but  past  experiences  in  exercise  tolerance 
give  a good  gross  indication.  Senile  emphy- 
sema usually  is  not  severe  enough  to  inter- 
fere with  adequate  respiration  during  an- 
esthesia for  operations  that  do  not  involve 
the  thorax.  When  the  thorax  is  to  be  opened 
and  one  lung  collapsed,  the  remaining  lung 
must  not  be  too  severely  crippled  by  emphy- 
sema. The  physician  who  has  been  treating 
advanced  types  of  obstructive  emphysema 
can  be  helpful  to  the  anesthetist  in  estimating 
how  near  the  patient  is  to  respiratory  de- 
compensation. If  carbon  dioxide  narcosis  has 
been  present  on  previous  occasions  and  cor- 
rected only  with  prolonged  respiratory  care, 
the  delicate  balance  of  respiratory  drive 
should  be  abolished  by  general  anesthesia 
only  when  regional  inethods  of  anesthesia 
are  inadequate.  Usi^lly  the  informed  anes- 
thetist can  sustain^  the  patient  with  severe 
emphysema  by  artificial  respiration  during 
anesthesia,  bu/  the  critical  time  occurs  during 
the  early  po^anesthetic  period.  The  decision 
for  tracheotpmy  and  intermittent  positive 
pressure  respiration  may  depend  on  the  in- 
ternist’s experience  with  care  of  the  patient 
during  the  pre-anesthetic  period. 

It  is  well  for  the  anesthetist  to  know  the 
current  pulmonary  status  of  the  asthmatic 
patient.  Evaluation  must  be  made  of  the 
agents  and  circumstances  which  are  likely  to 
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trigger  an  attack  of  asthma  so  these  may 
be  avoided.  If  asthma  is  severe  and  is  on  an 
infectious  basis,  associated  with  copious  bron- 
chial secretions  and  bronchial  obstruction,  it 
should  be  treated  by  an  internist  until 
optimal  regression  has  been  attained.  The 
internist  can  evaluate  the  best  time  for  an- 
ethesia  and  operation  to  be  scheduled.  Def- 
inite pre-anesthetic  understanding  should  be 
reached  as  to  when  and  what  responsibilities 
will  be  assumed  by  each  physician  in  the 
pre-  and  postanesthetic  periods. 

One  of  my  patients  came  to  the  operating 
suite  with  a large  anterior  mediastinal  tumor 
and  the  history  of  being  able  to  breathe 
adequately  only  when  lying  on  his  right  side. 
Since  roentgenogram  showed  the  tumor  to 
be  superiorly  located  and  compressing  the 
trachea,  the  patient  was  anesthetized  while 
lying  on  his  right  side  and  a long  endotracheal 
tube  placed  down  to  the  carina.  The  patient 
was  then  turned  to  his  left  side  and  operation 
started,  since  the  surgeon  preferred  a right 
lateral  approach  to  remove  the  tumor.  It  soon 
became  evident  that  weight  of  the  tumor  was 
so  great  that  the  left  lung  could  not  be  ade- 
quately inflated  against  this  resistance.  The 
patient  had  to  be  turned  to  avert  catastrophe. 
Evidently  this  was  a mistake  in  pre-anesthetic 
evaluation  of  the  patient’s  pathology. 

Evaluation  of  cardiac  efficiency 

Equally  important  as  evaluation  of  respi- 
ration is  proper  pre-anesthetic  evaluation  of 
circulatory  pathology  and  physiology.  As  sur- 
gical ability  to  repair  cardiac  defects  is  per- 
fected and  care  of  the  patient  during  anes- 
thesia and  operation  improves,  more  patients 
with  cardiac  disease  are  being  subjected  to 
operation.  In  the  early  days  of  cardiac  sur- 
gery the  cardiologists  would  recommend  for 
operation  only  those  patients  with  mitral 
stenosis  who  were  predicted  to  have  six 
months  or  less  to  live.  Experience  with  pa- 
tients for  cardiac  surgery  has  made  anesthesia 
safer  for  patients  with  heart  disease  for 
non-cardiac  operations.  Much  of  this  safety 
has  been  due  to  advances  in  methods  of 
diagnosis  and  evaluation  of  cardiac  effici- 
ency. Data  from  a thorough  study  in  a cardio- 
pulmonary laboratory  is  helpful  to  the  an- 
esthetist in  evaluating  the  cardiac  status  of 


a patient.  However,  evaluation  must  often 
be  based  on  information  obtained  from  or- 
dinary methods  of  examination.  The  internist 
can  be  a great  help  to  the  anesthetist  in  deter- 
mining the  pre-anesthetic  cardiac  reserve  of 
any  patient.  From  this  evaluation,  the  an- 
esthetist can  subtract  the  myocardial  inhibi- 
tion expected  from  the  anesthetic  agents,  and 
the  result  is  a prediction  of  ability  of  the 
patient  to  withstand  the  procedure.  Cardiac 
reserve  is  an  indefinite  thing  and  communi- 
cation about  it  in  detail  between  internist 
and  anesthetist  is  difficult.  The  best  medium 
of  expression  seems  to  be  in  terms  of  exercise 
tolerance;  i.e.,  the  distance  the  patient  can 
walk  after  a meal,  against  a cold  wind,  or 
without  excessive  dyspnea. 

How  is  the  post-infarction  cardiac  status 
of  a patient  for  anesthesia  to  be  evaluated? 
Unfortunately,  no  diagnostic  method  avail- 
able can  furnish  safe  objective  data.  Sedi- 
mentation rates,  enzyme  determinations,  and 
electrocardiography  are  helpful,  but  time 
seems  to  be  the  most  reliable  index.  Anes- 
thesia and  operations  performed  within  less 
than  three  months  after  myocardial  infarc- 
tion are  followed  by  poorer  statistical  results 
than  similar  procedures  performed  after  three 
to  six  months.  If  the  patient  has  been  on 
anticoagulant  therapy,  the  internist  can  best 
evaluate  how  soon  before  operation  the  anti- 
coagulant drugs  can  safely  be  discontinued 
or  neutralized. 

The  preceding  are  only  a few  examples 
of  the  importance  of  accurate  detailed  evalu- 
ation of  the  patient  as  a whole  to  the  physi- 
cian who  is  to  be  responsible  for  the  care  of 
the  patient  during  the  stress  of  anesthesia 
and  operation.  Information  which  makes  such 
evaluation  possible  allows  the  physician  to  be 
forewarned  and  prepared  for  complications 
and,  more  important,  he  can  take  steps  to 
prevent  occurrence  of  complications. 

Summary 

The  anesthetist  needs  all  available  pre- 
anesthetic information  about  his  patient  to 
make  proper  evaluation  and  plan  safe  con- 
duct during  anesthesia  and  operation.  The 
internist  has  much  of  this  needed  informa- 
tion, and  the  two  should  arrange  adequate 
exchange  of  information.  • 
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Public  health  as  a support  of  freedom* 

Franklin  D.  Yoder,  M.D.,  Springfield,  Illinois 


An  entertaining,  philosophic,  and  idealistic 
look  into  the  future. 

In  a recent  talk  the  Governor  of  Illinois 
made  the  observation  in  studying  Abraham 
Lincoln  that  Mr.  Lincoln  used  the  word 
“freedom”  frequently,  and  he  also  noted  that 
almost  every  time  he  used  the  word  “free- 
dom” it  was  associated  with  a reference  of 
“responsibility.”  Certainly  freedom  with  re- 
sponsibility typifies  our  concept  of  what 
makes  this  nation  great. 

I wish  to  discuss  my  experience  in  private 
practice  and  public  health  and  the  ways  in 
which  I think  public  health  is  a bulwark 
against  centralized  control  of  private  medical 
practice.  Many  physicians  see  the  challenge 
and  opportunity  of  public  health  cooperating 
closely  with  private  medicine  to  prolong  life 
and  also  to  increase  its  vigor,  efficiency,  and 
happiness. 

Our  modern  society  is  complex.  In  fact, 
if  one  wanted  to  note  the  principal  charac- 
teristic of  the  time  in  which  we  live,  with 
reference  to  the  axiom  that  some  things  are 
certain — death  and  taxes — another  charac- 
teristic must  be  added  and  that  is  “change.” 
The  rate  of  change,  and  particularly  the  rate 
of  rate  of  change,  is  what  makes  our  time  a 
fantastic  period  of  history.  As  physicians  we 
should  have  the  highest  standards  of  dissatis- 
faction in  order  that  we  may  adjust  our  lives 
and  the  products  of  our  activity  to  benefit 
the  society  which  we  serve.  In  these  chang- 
ing times  we  experience  many  natural  and 
man-made  threats  to  health  such  as  ionizing 
radiation,  atmospheric  pollution,  industrial 
waste,  accidents,  toxic  drugs,  poisons,  pesti- 
cides. All  must  be  kept  in  proper  balance  if 
we  are  to  enjoy  the  advantages  of  the  tech- 
nologic advances  they  represent. 

•Abridged  from  an  address  before  the  60th  Annual  Meeting 
of  the  Wyoming  State  Medical  Society  at  Moran,  August  30, 
1963.  Dr.  Yoder  is  a former  Cheyenne  physician,  a native  of 
Wyoming,  and  formerly  Editor  of  the  Wyoming  Section  of 
the  Rocky  Mountain  Medical  Journal. 


Western  doctors  are  qualified  by  training 
and  adaptation  by  geographic  isolation,  of 
necessity,  to  care  for  the  sick.  I would  also 
add  this  challenge:  you  must  also  take  lead- 
ership in  practicing  preventive  medicine, 
using  that  term  in  its  broadest  sense. 

Smillie  and  Kilbourne  in  “Preventive 
Medicine  and  Public  Health”  revive  Austin 
Flint’s  term  of  conservative  medicine  orig- 
inally introduced  in  1872.  Dr.  Flint  said, 
“Conservative  medicine  means  preservation 
of  the  vital  forces.” 

International  health 

Even  though  we  are  here  in  Jackson  Hole, 
seemingly  far  removed  from  international 
problems,  it  is  worthwhile  to  mention  that 
we  are  not  an  island  in  this  beautiful  wilder- 
ness area  of  the  United  States.  I have  talked 
with  physicians  who  have  returned  from 
overseas  medical  missions,  and  all  are  deeply 
moved  by  the  opportunity  to  help  their  fel- 
low man.  One  of  the  things  that  impresses 
me  most  is  that  medicine,  being  the  captain 
of  the  serving  professions,  is  based  upon 
meeting  a need — and  there  is  nothing  more 
satisfactory  to  the  human  soul  than  meeting 
human  needs. 

Community  health 

Many  of  you  recall  a biblical  quotation 
which  says  “to  whomsoever  much  is  given 
of  him  much  shall  be  required.”  Certainly 
that  applies  to  physicians  who  are  given  an 
opportunity  to  serve  in  one  of  the  oldest 
and  most  revered  of  professions.  It  is  your 
responsibility  to  close  the  gap  between 
knowledge  and  its  application.  This  in  itself 
is  a challenge  every  minute  of  every  day. 
I don’t  mean  for  you  to  be  lured  by  what 
some  call  “the  great  day  syndrome”  which 
means  waiting  around  with  idle  hands, 
breathing  hard  for  that  great  day  when  med- 
ical research  will  have  given  us  all  of  the 
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answers.  This  is  the  other  end  of  the  spectrum 
not  likely  to  lead  in  the  direction  of  great 
progress. 

I realize  how  pressing  problems  of  pri- 
vate patients  can  keep  one  thinking  in  terms 
of  individual  human  values  and  objectives. 
We  in  public  health  are  now  using  the  term, 
“community  health.”  I think  this  is  helpful 
in  reflecting  the  value  of  physicians  giving 
attention  to  what  is  good  for  a community 
in  terms  of  health.  A community  might  be  a 
city,  township,  county,  state  or  other  political 
subdivision.  Perhaps  I am  speaking  to  edu- 
cators in  expressing  the  hope  that  future 
M.D.’s  will  have  in  their  curriculum  appro- 
priate units  of  sociology,  anthropology,  psy- 
chology, and  political  science.  All  of  this 
would  lead  to  their  conscientious  considera- 
tion of  community  health  problems,  giving 
the  benefit  of  the  physician’s  advice  and 
training  to  his  friends  and  neighbors. 

Research  and  preventive  medicine 

A heart  disease  control  program  has  for 
several  years  been  making  epidemiologic 
studies  to  define  various  factors  that  may  be 
involved  in  causing  atherosclerosis.  As  a re- 
sult, striking  geographic  differences  within 
the  continental  limits  of  the  United  States 
have  been  demonstrated.  For  example,  the 
death  rate  from  coronary  heart  disease  in 
Savannah,  Georgia  (826.8  per  100,000),  is 
nearly  three  times  that  of  Lincoln,  Nebraska 
(299  per  100,000).  Further  investigations  have 
revealed  equally  striking  differences  between 
various  counties  within  states.  We  feel  that 
these  differences  are  probably  related  to  so- 
cial and  environmental  factors  which  are 
geographic.  As  a result,  an  Ecology  Field  Sta- 
tion has  been  established  in  Columbia,  Mis- 
souri. 

The  Zoonoses  represent  an  exciting  field. 
At  the  University  of  Illinois  we  have  the  first 
Center  of  its  kind  in  the  United  States,  and 
the  second  in  the  world.  The  Center  for 
Zoonoses  Research  studies  diseases  of  nature 
transmissible  to  man.  We  feel  that  veterinary 
pathology  can  make  a significant  contribu- 
tion to  the  investigation  of  heart  disease,  just 
as  animal  disease  study  has  made  significant 
contributions  to  the  understanding  of  infec- 
tious diseases. 


The  Bio-medical  Engineering  Center  of 
Northwestern  University  is  the  first  of  its 
kind  that  has  been  established  to  provide  a 
deeper  understanding  of  bodily  processes  and 
to  design  sophisticated  new  medical  instru- 
ments. Their  scientists  have  given  the  anal- 
ogy of  the  TV  set.  Though  you  know  every 
wire  and  tube  you  really  know  nothing  about 
a TV  receiver  unless  you  know  how  it  oper- 
ates as  a system.  The  human  body,  on  the 
other  hand,  is  a system  to  end  all  systems. 
It  is  a “self-maintaining,  self-organizing,  self- 
adapting,  self -operating,  self-reproducing  sys- 
tem.” In  fact,  the  very  secret  of  its  life  is 
organization.  They  are  using  instruments  to 
pick  up  information  and  using  computers  to 
analyze  it.  For  instance,  in  studying  the 
body’s  automatic  blood  pressure  regulation 
they  are  using  the  carotid  sinus  and  learning 
how  it  controls  blood  pressure  by  controlling 
heart  rate  and  diameter  of  the  smaller  blood 
vessels. 

In  Dacca,  East  Pakistan,  where  there  is 
an  adequate  number  of  cholera  cases,  they  are 
studying  fluid  balance  on  a special  project. 
In  Israel  scientists  are  using  heavy  oxygen, 
(0-18),  to  study  the  transfer  process  of  var- 
ious materials  through  the  individual  cell 
walls.  Geographic  pathology  is  also  being 
studied  among  Jews  who  lived  in  Yemen, 
in  Europe,  and  in  Israel.  Comparing  Puerto 
Ricans  who  live  in  Puerto  Rico  and  in  New 
York  City  is  an  interesting  study.  You  are 
all  familiar  with  such  studies  as  the  Framing- 
ham Study  in  Massachusetts  where  5,000 
adults  have  been  studied  since  1949  with  the 
children  being  added  each  year.  There  is  also 
the  newer  community  study  in  Tecumseh, 
Michigan,  which  involves  about  10,000  popu- 
lation. 

Philosophy  of  life 

I find  myself  fascinated  by  some  of  the 
work  of  Dr.  Edward  L.  Bortz  of  Philadelphia, 
the  former  President  of  the  American  Medi- 
cal Association,  and  a senior  consultant  in 
medicine  at  Lankenau  Hospital.  He  has  writ- 
ten extensively  about  how  people  should  be 
able  to  live  past  100  years  of  age  but  when 
asked  by  a news  magazine  to  write  a paper 
on  how  to  stay  young  he  refused,  saying, 
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“I’m  not  interested  in  discussing  ‘arrested 
development’.”  In  other  words,  it  isn’t  a 
problem  of  staying  young,  it  is  how  to  make 
our  lives  more  useful.  My  philosophy  in  this 
regard  is  that  when  man  retires  from  life, 
life  retires  from  him.  I think  we  can  divide 
our  life  span  of  100  years  into  approximate 
trimesters,  using  the  period  from  birth  to  30 
as  training,  from  30-65  to  do  a first  life  work, 
rear  a family,  and  acquire  a competence. 
From  60-65  to  90  embark  upon  a second 


career  and  consider  possible  retirement  at 
85  or  90. 

I hope  that  all  of  us  working  in  medicine 
with  the  allied  health  professions  and  serv- 
ices can  contribute  to  mankind’s  benefit  by 
not  only  making  life  longer,  but  more  scien- 
tifically and  socially  useful.  We  must  also 
work  in  the  belief  that  preservation  of  human 
dignity  and  individual  liberty  is  the  best 
method  of  preserving  our  free  western  so- 
ciety. • 


A.M.A.  Emergency  Medical  Identification  Card 

Everyone  should  carry  a medical  identification  card  . . . the 
AMA  has  them  available  at  $1.00  per  hundred.  Larger  quantities 
can  be  supplied  at  $5.00  per  thousand.  The  card  carries  the  universal 
emergency  medical  identification  symbol  (see  cut)  which  means 
“Look  for  medical  information  that  can  protect  life.”  The  card 
carries  room  for  information  on  present  medical  problems,  medi- 
cines taken  regularly,  dangerous  allergies,  immunization  dates,  the 
holder’s  personal  physician,  and  persons  to  contact  in  case  of 
emergency. 

Doctor — these  cards  are  available  at  this  minimum  price  to  furnish  your  patients  and 
their  families,  but  even  more  important — fix  this  symbol  in  your  memory;  it  may  protect 
life  in  an  emergency. 
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82nd  Annual  Meeting 

N ew  M exico  Medical  S ociety 

April  14-17,  1964 
Carlsbad,  New  Mexico 


Tuesday,  April  14,  1964 

2:00  First  House  of  Delegates  Meeting — Ramada 
Inn 

3:30  Recess  for  Reference  Committee  Meetings 

Wednesday,  April  15,  1964 

ORIENTATION  COURSE 

8:00  Registration — Lobby,  Ramada  Inn 

Presiding:  John  McCulloch,  M.D.,  Chair- 
man, Orientation  Committee 

Thursday,  April  16,  1964 

LA  CAVERNA  HOTEL 
GENERAL  MEETING 

8:00  Registration 

9:00  Opening  ceremonies 

Presiding:  R.  C.  Derbyshire,  M.D., 
Immediate  Past  President  NMMS 

Presidential  Address 

C.  Pardue  Bunch,  M.D.,  President,  NMMS 

FIRST  CLINICAL  SESSION 

Presiding:  C.  Pardue  Bunch,  M.D., 

President 

9:30  The  Interpretation  of  Laboratory  Data  in 
Clinical  Medicine,  Solomon  Papper,  M.D., 
Professor  and  Chairman,  Dept,  of  Medicine, 
Univ.  of  N.  M.  School  of  Medicine, 
Albuquerque 

10:00  A Physiological  Approach  to  the  Diagnosis 
of  Anemia,  Ernest  R.  Simon,  M.D.,  Assistant 
Professor,  Dept,  of  Medicine,  Univ.  of  N.  M. 
School  of  Medicine 

10:30  Recess  to  visit  exhibits 

10:45  The  Accuracy  of  the  Pathologist’s  Diagnosis 
of  Liver  Biopsies 

Archie  H.  Baggenstoss,  M.D.,  Consultant 
and  Head,  Section  of  Experimental  and 
Anatomic  Pathology,  Mayo  Clinic, 
Rochester,  Minnesota 

11:15  Panel — Laboratory  Medicine 

Drs.  Papper,  Simon,  Baggenstoss  and  Miller 


12:30  Square  Table  Luncheon — La  Caverna 
Dining  Room 

Question  and  Answer  Period — All  speakers 
participating 

SECOND  CLINICAL  SESSION 

Presiding:  Omar  Legant,  M.D.,  President- 
elect, NMMS 

2:00  Changing  Surgical  Perspectives  in  the 
Management  of  Peptic  Ulcer 
James  S.  Clarke,  M.D.,  Professor  and  Chair- 
man, Dept,  of  Surgery,  Univ.  of  N.  M. 
School  of  Medicine 

2:30  The  Anatomic  Basis  of  So-called  Primary 
Biliary  Cirrhosis 

Archie  H.  Baggenstoss,  M.D. 

3:00  Decubital  Cholectystography 

J.  E.  Miller,  M.D.,  Clinical  Professor  of 
Radiology,  Southwestern  Medical  School, 
Univ.  of  Texas,  Dallas 

3:30  Recess  to  visit  exhibits 

3:45  Panel:  Gastro-enterology 

Drs.  Clarke,  Baggenstoss,  Miller  and 
Papper 

Evening 

7:00  Social  Hour — Ramada  Inn 
8:00  Dinner-Dance 

THIRD  CLINICAL  SESSION 

Presiding:  Robert  P.  Beaudette,  M.D.,  Vice 
President,  NMMS 

9:00  Oxygen  Potentiation  in  Irradiation  Therapy 
J.  E.  Miller,  M.D.,  Dallas 

9:30  Orthopedic  Seminar 

James  S.  Miles,  M.D.,  Assoc.  Professor  and 
Head,  Div.  of  Orthopedics,  Univ.  of  Colo. 
Medical  School,  Denver 

10:00  Douglas  W.  McKay,  M.D.,  Chief  Surgeon, 
Carrie  Tingley  Crippled  Children’s  Hos- 
pital, Truth  or  Consequences,  N.  M. 

10:30  Recess  to  visit  exhibits 

10:45  (Subject  to  be  announced) 

James  S.  Miles,  M.D.,  Denver 

11:15  Panel:  Bones  and  Joints 

Drs.  Miller,  Miles,  McKay  and  Baggenstoss 

12:00  Conclusion  of  Clinical  Program 

SPECIALTY  SOCIETY  MEETINGS 
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University  of  Colorado 
Medical  Center  News 

A joint  medical  effort  by  Denver  and  Minne- 
apolis doctors  has  made  possible  the  current  at- 
tempt to  successfully  implant  the  kidneys  of 
baboons  into  human  beings. 

Appearing  at  a joint  news  conference  on  be- 
half of  the  Hennepin  County  General  Hospital 
Research  Foundation  of  Minneapolis,  Minn.,  and 
the  University  of  Colorado  Medical  Center  are: 
Dr.  Claude  R.  Hitchcock,  chief  of  surgery  at  Hen- 
nepin County  General  Hospital  and  professor  of 
surgery  at  the  University  of  Minnesota;  Dr.  Joseph 
Holmes,  professor  of  medicine  in  the  University 
of  Colorado  School  of  Medicine  and  head  of  its 
kidney  disease  division;  Dr.  David  W.  Talmage, 
chairman  of  the  CU  Department  of  Microbiology; 
Dr.  Charles  H.  Kirkpatrick,  CU  instructor  in  medi- 
cine and  a researcher  in  the  field  of  immunology; 
Dr.  W.  E.  C.  Wilson,  CU  instructor  in  medicine, 
who  is  associated  with  Dr.  Kirkpatrick  in  immuno- 
logical investigations;  Mr.  Don  L.  Arnwine,  di- 
rector of  hospitals  for  the  CU  Medical  Center. 

Using  baboons  supplied  by  the  Minneapolis 
group,  the  Denver  transplant  team  has  now  per- 
formed six  heterografts  between  these  animals 
and  human  patients.  The  first  operation  was  per- 
formed Dec.  20.  This  patient,  a 40-year-old  man, 
died  on  Jan.  12  of  multiple  blood  clots  in  the  lung. 

Surgeons  from  the  Minneapolis  group  have 
flown  to  Denver  to  participate  in  these  operations. 
They  have  supervised  the  necessary  baboon  sur- 
gery and  baboon  kidney  preservation. 

“This  is  very  much  an  investigational  program,” 
representatives  of  both  groups  emphasize.  “It  is 
experimental  in  the  same  way  that  the  whole 
homograft  field — the  whole  attempt  to  implant 
human  organs  from  one  person  to  another — is  still 
not  an  established  surgical  procedure.  But  there 
is  hope  at  least  in  the  fact  that  it  has  now  been 
shown  here  and  elsewhere  that  primate  kidneys 
can  function  and  do  the  job  of  filtering  out  waste 
products  in  human  beings.  This  encourages  us  to 
continue  to  make  a concerted  effort  to  overcome 
the  immunological  barrier  between  the  primate 
and  human.  The  patients  we  are  seeking  to  help 
are  patients  whose  only  hope  lies  in  such  ad- 
vances.” 


The  human  organ  transplantation  program  at 
CU  had  its  inception  nearly  two  years  ago  after 
nearly  a decade  of  research  by  some  members  of 
the  surgical  team.  Since  then,  the  team  has  trans- 
planted kidneys  in  59  patients,  livers  in  five  pa- 
tients and  a spleen  in  one  patient.  The  spleen 
patient  and  all  but  21  of  the  kidney  transplant 
patients  are  living.  The  liver  patients  have  not 
survived. 

* * * 

Dr.  John  K.  G.  Webb,  British  pediatrician  from 
the  Christian  Medical  College  and  Hospital  at  Vel- 
lore, India,  visited  the  University  of  Colorado 
Medical  Center  for  a week  beginning  Feb.  22  on  a 
tour  of  major  U.  S.  and  Canadian  activities  in 
research  and  treatment  of  children’s  diseases. 

Dr.  Webb  is  professor  and  head  of  the  depart- 
ment of  pediatrics  at  the  Vellore  Medical  College, 
which  must  face  an  infant  death  rate  of  between 
50  and  150  per  1,000  births  in  various  parts  of 
India.  (By  contrast,  the  infant  death  rate  in  West- 
ern countries  ranges  between  20  and  30  deaths  per 
1,000  births,  and  in  Colorado  it  is  25.2  per  1,000.) 

Vellore  Christian  Medical  College,  supported 
by  39  Christian  Church  groups  in  the  United  States, 
Europe  and  the  British  Commonwealth,  operates 
one  of  the  most  famous  teaching  hospitals  in  India 
and  trains  50  doctors  each  year  to  help  meet  India’s 
overwhelming  medical  needs. 

A graduate  of  Oxford  University  and  a member 
of  the  Royal  College  of  Physicians,  Dr.  Webb  went 
to  India  in  1953  to  participate  in  the  growth  of  the 
Vellore  college.  He  has  served  on  advisory  com- 
mittees of  the  Indian  Council  of  Medical  Research 
and  is  a former  President  of  the  Indian  Pediatric 
Society. 


Announcement 

The  Medical  Technology  Education  Fund  is 
currently  considering  applicants  for  loans  for 
worthy  students  in  approved  schools  of  medical 
technology  in  Colorado.  These  loans  are  available 
in  amounts  of  approximately  $250.00.  Such  loans 
draw  no  interest  during  the  time  the  recipient  is 
in  school  and  for  one  year  thereafter.  Anyone 
interested  in  information  relative  to  such  a loan 
should  contact  Sarah  Allene  Wise,  945  Marion 
Street,  Denver,  Colorado. 
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Abstract  of  Minutes* 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Sixth  Interim  Session 
November  15-16,  1963 

The  House  held  two  meetings  at  its  Sixth  In- 
terim Meeting  held  in  El  Paso,  Texas.  Speaker 
John  F.  Conway  and  Vice  Speaker  John  Parker 
alternated  in  presiding  throughout.  At  the  first 
meeting  all  reports  published  in  the  Handbook 
and  all  supplemental  reports  and  resolutions 
which  had  been  mimeographed  after  publication 
of  the  Handbook,  as  well  as  verbal  and  typed  reso- 
lutions introduced  on  the  floor  of  the  House,  were 
referred  to  appropriate  reference  committees. 

‘Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but  not 
reproduced  herein  were  published  in  advance  of  the  meeting 
in  the  House  of  Delegates  Handbook  or  were  distributed  to  all 
members  of  the  House  in  mimeographed  form.  Copies  of  all 
reports  are  on  file  in  the  Executive  Office  of  the  Society  and 
in  the  office  of  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  and,  together  with  this 
abstract,  present  in  full  all  proposals  as  well  as  actions  taken 
upon  them. 


FIRST  SESSION 
Friday,  November  15, 1963 

The  House  was  called  to  order  at  2:30  p.m. 
H.  P.  Borgeson  pronounced  the  invocation. 

Sixty-four  delegates  answered  the  roll  call, 
including  certified  substitute  alternates. 

Minutes  of  the  Annual  Meeting,  held  in  April 
1963,  and  published  in  the  August  1963  Rocky 
Mountain  Medical  Journal,  were  amended  by  add- 
ing the  words,  “from  the  Santa  Fe  County  Medical 
Society,”  following  “E.  O.  Goodrich,  Santa  Fe, 
introduced  a resolution,”  in  the  two  applicable  in- 
stances on  page  45. 

President  Bunch  addressed  the  House  briefly 
and  expressed  his  thanks  to  the  officers,  council, 
committees,  and  office  staff  for  the  cooperation 
given  him.  He  commented  on  the  activities  of  cer- 
tain committees  and  requested  careful  considera- 
tion by  the  delegates  of  these  issues. 

Speaker  Conway  appointed  the  following  to 
membership  on  the  reference  committees: 

A.  Administrative  Matters:  H.  R.  Landmann,  Chairman; 
N.  R.  Ritter,  W.  J.  Hossley,  V.  T.  Floyd,  H.  W.  Smith. 

B.  Legisiation  and  Public  Affairs:  E.  B.  Flanagan,  Chair- 
man; J.  J.  Corcoran,  H.  M.  Seitz,  H.  R.  Hyslop,  Isaac  Terr. 

C.  Miscellaneous  Business:  R.  F.  Goddard,  Chairman;  J.  C. 
Dotson,  A.  J.  Fischer_  H.  L.  Douglas,  J.  L.  Coats. 

SECOND  MEETING, 

Saturday,  November  16, 1963 

The  House  was  called  to  order  at  2:30  p.m.,  61 
delegates  answering  the  roll  call,  including  accred- 
ited substitute  alternates. 
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DBI 


in  the  ohese  diahetio 

DBI- 


timed-disintegration  capsules  50  mg. 

IN  HCl 


In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCl)  with  a proper  diet:  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels;  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCl)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essentia! 
hypoglycemic  agent. 

Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  diabetes.  Gastrointestinal  side  effects 
occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Occasionally 
an  insulin-dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiated 
from  "insulin-lack”  ketosis,  and  treated  accordingly.  Use  with  caution  in  severe  liver  disease.  Not  recommended  without 
insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  information. 

Bibliography:  1,  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819, 
1962.  3.  Grodsky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333,  1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism 
10:689,  1961.  6.  Yalow,  R.  S.  and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  8.  Weller,  C. 
et  al.;  Metabolism  11:1134,  1962.  9.  Radding,  R.  S.  et  al.:  Metabolism  11:404,  1962. 
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Reference  Committee  on 
Administrative  Matters 

The  following  published  reports  considered  by 
the  reference  committee  were  for  information 
only,  included  no  recommendations,  and  required 
no  policy  action,  therefore,  were  filed: 

Rocky  Mountain  Medical  Conference  Continuing  Committee. 

Interim  Report  of  the  Council  and  Supplemental  Report  of 
the  Council,  except  items  9,  11  and  12,  which  were  considered 
by  other  reference  committees. 

Constitution  and  By-Laws. 

Nominating  Committee. 

Convention  Site  Interim  and  Supplemental  Reports. 

Grievance  Committee. 

Convention  Scientific  Program  Committee. 

Alternate  Delegate  to  A.M.A.  Interim  and  Supplemental 
Reports. 

The  delegates  voted  on  the  two  nominees  for 
the  A.  H.  Robins  Community  Service  Award; 
however,  the  results  of  the  election  will  not  be 
announced  until  the  1964  annual  meeting. 

Definitive  actions 

Chairmen  of  standing  committees  of  the  New 
Mexico  Medical  Society  were  directed  to  be  as 
considerate  as  possible  of  committee  members  by 
notifying  them  as  early  as  feasible  of  committee 
meetings. 

A resolution  which  provided  for  the  host  county 
society  of  an  annual  meeting  to  have  the  option 
of  planning  the  scientific  program  and  selecting 
the  speakers,  or  presenting  the  program  as  ar- 
ranged by  the  Scientific  Program  Committee,  was 


disapproved.  The  reference  committee  amended 
the  resolution  by  inserting  a phrase  requiring  that 
all  programs  be  held  under  the  financial  auspices 
of  the  State  Society. 

Reference  Committee  on  Legislation 
and  Public  Affairs 

The  following  published  reports  considered  by 
the  reference  committee  were  ordered  filed,  since 
they  were  for  information  only,  included  no 
recommendations,  and  required  no  policy  action: 

Liaison  Committee  to  Allied  Professions  and  Voluntary 
Health  Agencies. 

Medicare  Committee. 

The  Legislative  and  Public  Policy  Committee 
report  was  approved  for  filing,  except  the  four 
recommendations  contained  in  the  summary  of  the 
published  report,  which  were  approved  as  follows: 

1.  Requested  all  members  to  assist  the  Legisla- 
tive and  Public  Policy  Committee  to  influence  the 
Legislature,  and  particularly  the  Legislative  Fi- 
nance Committee,  to  implement  the  Kerr-Mills 
Law. 

2.  Urged  the  Council  and  delegates  to  recon- 
sider the  1960  proposed  program  for  implementing 
the  Kerr-Mills  Law  and  that  an  effort  be  made 
to  remove  the  $10.00  fees  included  in  this  program. 

3.  Authorized  the  establishment  of  an  execu- 
tive committee  of  the  Legislative  Committee,  con- 
sisting of  the  President,  President-elect,  and  Chair- 
man, to  act  in  cases  of  emergency. 


he’ll  like  the  way 
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4.  Permitted  the  Legislative  and  Public  Policy 
Committee  to  work  for  the  passage  of  an  implied 
consent  law. 

The  Public  Health  Committee  Report  was  or- 
dered filed,  with  the  exception  of  item  7,  which 
was  considered  by  a different  reference  committee. 

The  Advisory  Committee  to  the  Department 
of  Public  Welfare’s  Report  was  amended  by  de- 
leting paragraphs  2 and  3 of  the  second  resolution 
and  rewording  paragraph  1 of  the  third  resolution; 
the  reworded  paragraph  requested  that  an  attempt 
be  made  to  revise  the  DPW  schedule  prior  to 
implementation  of  the  Kerr-Mills  Law. 

A resolution  sponsored  by  San  Miguel  County 
Medical  Society  was  approved,  calling  for  Blue 
Shield  IV  Schedule  to  be  used  for  charges  for 
medical  services  to  welfare  clients,  and  that  the 
Society  be  directed  to  deal  promptly  with  the 
Department  of  Public  Welfare  to  obtain  a contract. 

A resolution  from  Valencia  County  requesting 
legislation  which  would  provide  for  yearly  negoti- 
ation of  fees  for  the  care  of  DPW  clients  or  any 
other  governmental  agency,  was  disapproved. 

The  Accident  Prevention  Committee  report  was 
amended  prior  to  filing  by  inserting  a recom- 
mendation that  pre-athletic  physical  examination 
programs  be  implemented  at  the  discretion  of  the 
local  medical  society. 

A resolution  from  Bernalillo  County  was  ap- 
proved providing  for  the  appointment  of  a joint 
committee  from  the  New  Mexico  Pediatric  Society, 
New  Mexico  Academy  of  General  Practice,  and 
Public  Health  Committee  of  the  State  Society  to 
meet  with  the  New  Mexico  Department  of  Public 
Health  to  discuss  immunization  programs  for  chil- 
dren with  respect  to  the  President’s  Vaccination 
Law,  H.R.  10541. 

A Chaves  County  resolution,  calling  for  New 
Mexico  Medical  Society  to  withdraw  from  any  at- 
tempt to  secure  a uniform  service  fee  schedule, 
was  defeated. 

A resolution  from  the  Council  was  amended 
and  approved,  supporting  the  Department  of  Pub- 
lic Welfare  to  implement  the  Kerr-Mills  Law  and 
urging  the  DPW  to  use  all  existing  administrative 
forces  in  an  effort  to  keep  administrative  costs 
to  an  absolute  minimum.  The  resolution  further 
provided  that  coverage  be  extended  as  experience 
permits,  and  the  Department  be  urged  to  consult 
on  a continuing  basis  with  our  Advisory  Commit- 
tee in  an  effort  to  keep  administrative  costs  at  a 
minimum. 

A resolution  from  Otero  County  was  approved, 
providing  for  the  State  Society  to  recommend 
candidates  for  the  Board  of  Health  to  the  Governor 
at  appropriate  times. 

A resolution  from  Otero  County  was  approved, 
which  reiterated  strong  opposition  to  a merger  of 
the  New  Mexico  Departments  of  Public  Welfare 
and  Health. 
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Reference  Committee  on 
Miscellaneous  Business 

The  following  published  committee  reports 
which  were  informational,  included  no  recom- 
mendations, and  required  no  policy  action,  were 
approved  for  filing: 

Maternal  and  Perinatal  Mortality  Committee. 

Rehabilitation  Committee. 

New  Mexico  Blue  Shield. 

Insurance  Committee. 

Medical-Legal  Committee. 

Liaison  to  University  of  New  Mexico  Medical  School. 

AMA-ERF  Committee. 

Medicine  and  Religion  Committee. 

Public  Relations. 

A recommendation  from  the  Public  Relations 
Committee  concerning  the  recipient  for  the  first 
Guy  Rader  Award  was  approved,  and  will  be  an- 
nounced by  the  Society  at  the  New  Mexico  Press 
Association’s  January  1964  meeting. 

Recommendations  of  the  New  Mexico  Physi- 
cians’ Service  Board  of  Trustees  to  accept  Mutual 
of  Omaha’s  entire  proposal  for  revised  benefits  and 
fee  schedules  were  approved. 

Stuart  W.  Adler,  M.D.’s  resolution  calling  for 
the  physician  member  composition  of  Blue  Shield 
Board  of  Directors  to  be  set  at  15  members  and 
that  the  State  Society  endorse  and  assist  the  New 
Mexico  Dental  Association  in  the  development  of 
a prepaid  service  benefit  dental  program  through 
the  administration  of  New  Mexico  Blue  Shield  was 
approved. 

The  Joint  Medical-Legal  Plan  for  Screening 
Medical  Malpractice  Cases  was  approved,  with  the 
reference  committee’s  suggestion  that  more  specific 
ground  rules  be  established  with  respect  to  retain- 
ing a physician  on  behalf  of  the  claimant. 

A resolution  from  the  Advisory  Committee  to 
the  Medical  School,  directing  the  State  Society 
to  donate  a sum  of  $1,000.00  to  the  University  of 
New  Mexico  Medical  School  Library  Fund,  was 
tabled  until  the  Council  has  had  an  opportunity 
to  review  the  resolution  in  compliance  with  the 
Constitution  and  By-Laws. 

The  entire  report  of  the  Mental  Health  and 
Alcoholism  Committee  was  tabled  until  more  spe- 
cific information  can  be  furnished  by  the  Society’s 
psychiatrists. 

Santa  Fe  County’s  resolution  pertaining  to  the 
State  Hospital  was  amended  before  adoption,  to 
call  attention  to  the  fact  that  care  at  the  New 
Mexico  State  Mental  Hospital  is  still  not  at  the 
highest  standards  and  there  is  much  discussion  of 
the  merits  of  a regional  program;  therefore,  the 
Mental  Health  Committee  of  this  Society  was  en- 
couraged to  meet  with  representatives  from  the 
Governor’s  Committee  on  Mental  Health  and  the 
New  Mexico  State  Mental  Hospital  to  discuss  ade- 
quate patient  care  and  the  possible  institution  of 
other  than  presently  existing  programs. 

Two  similar  resolutions  were  slightly  amended 
and  approved,  which  expressed  profound  appre- 
ciation and  gratitude  to  Stanley  Leland,  M.D.,  for 
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his  outstanding  service  as  Director  of  the  New 
Mexico  Department  of  Public  Health  and  extended 
the  Society’s  best  wishes  in  his  future  endeavors. 

One  section  of  the  published  Public  Health 
Committee  report  and  four  resolutions,  all  per- 
taining to  the  same  subject,  were  approved.  These 
resolutions  and  report  call  to  the  attention  of  the 
Governor  a previous  policy  pronouncement  of  this 
Society:  That  in  any  planned  reorganization  of  the 
Department  of  Public  Health,  the  Director  of  the 
Department  should  be  a Doctor  of  Medicine  who 
is  trained  in  public  health  administration,  and 
that  the  fiscal  and  budgetary  responsibilities  of 
DPH  should  be  supervised  by  a Finance  Officer, 
who  shall  be  under  the  direction  of  the  Director. 
The  Finance  Officer  should  maintain  close  liaison 
with  the  Finance  and  Budget  Committee  of  the 
State. 

A resolution  from  the  Council  supporting  the 
Board  of  Public  Health’s  efforts  to  raise  the  salary 
level  of  a Director  of  Public  Health  was  approved. 

The  legality  of  the  Department  of  Public  Health 
Board  in  appointing  a non-physician  to  the  di- 
rectorship of  the  New  Mexico  Department  of  Pub- 
lic Health  was  the  subject  of  a Council  resolution. 
The  reference  committee  recommendation,  amend- 
ed from  the  floor,  stated  that  the  resolution  was 
unnecessary  following  assurances  from  a member 
of  the  DPH  Board  that  an  investigation  of  the 
legalities  of  the  appointment  would  begin  imme- 
diately. 

The  delegates  expressed  sincere  thanks  to  the 
officers  of  Southwestern  Medical  Association  and 
El  Paso  County  Medical  Society  for  their  hospital- 
ity and  efforts  in  arranging  this  meeting. 


The  above  abstract  of  minutes  is  respectfully 
submitted  to  the  Society. 

RALPH  R.  MARSHALL,  Executive  Secretary. 


In  Memoriam 

C.  JOHN  CHRISTENSON 
Dr.  C.  John  Christenson,  Salt  Lake  physician 
and  anesthesiologist,  died  Saturday,  January  25, 
in  a Salt  Lake  hospital  after  a short  illness.  At  the 
time  of  his  death,  Dr.  Christenson  was  senior 
partner  in  the  anesthesiology  group  at  St.  Mark’s 
Hospital  where  he  had  been  a member  of  the 
medical  staff  since  1946.  He  was  past  Secretary 
for  the  hospital  staff,  and  was  a member  of  the 
Utah  State  Medical  Association  and  of  the  Ameri- 
can Society  of  Anesthesiologists. 

Dr.  Christenson  was  born  in  Salt  Lake  City 
November  16,  1912.  He  attended  the  University  of 


Utah  and  University  of  Tennessee  Medical  School, 
where  he  received  his  degree  in  medicine. 

Dr.  Christenson  is  survived  by  his  widow,  three 
sons  and  one  daughter,  and  two  stepsons,  all  of 
Salt  Lake  City. 

* :;<  * 

NEPHI  JOHN  REES 

Dr.  Nephi  John  Rees,  85,  Salt  Lake  physician 
and  eye  specialist,  died  Tuesday,  December  17,  at 
his  home  of  causes  incident  to  age.  Dr.  Rees  was 
born  in  Wales,  Sanpete  County,  in  1878.  He  gradu- 
ated from  Rush  Medical  College  in  1912  after 
spending  some  time  teaching  school  in  Joseph  and 
Scipio,  Sanpete  County. 

He  was  a member  of  the  Salt  Lake  County 
Medical  Society  and  the  Utah  State  Medical  Asso- 
ciation and  also  served  as  President  of  the  Utah 
Ophthalmological  Society. 

He  is  survived  by  his  widow  and  four  sons,  all 
of  whom  are  physicians.  They  are:  Dr.  Stanford 
Rees  of  Gunnison,  Dr.  Henry  David  Rees  of  Provo, 
Dr.  Ellwood  Thompson  Rees  of  Twin  Falls,  and 
Dr.  Robert  L.  Rees  of  Salt  Lake  City. 

* 

FRANK  RAY  KING 

Dr.  Frank  Ray  King,  former  physician  of  Green 
River,  Utah,  died  January  9 in  Sedro  Woolley, 
Washington.  Dr.  King  was  born  at  Anita,  Iowa, 
March  15,  1874. 

He  commenced  his  practice  of  medicine  at  Anita 
in  1896,  and  in  1905  he  sold  his  practice  and  moved 
to  Green  River  where  he  became  interested  in 
ranching.  As  medicine  was  still  his  chief  interest, 
he  soon  returned  to  practice  in  Green  River  and 
Price  until  he  retired  in  1958. 

Dr.  King  was  commissioned  a Captain  in  the 
Medical  Corps  and  served  until  the  end  of  World 
War  I.  He  was  a member  and  past  Commander  of 
Price  Post  3 of  the  American  Legion,  a member 
of  the  American  Medical  Association,  Utah  State 
Medical  Association  and  the  American  Psychiatric 
Association. 

News  From  the  University  Medical  Center 
University  of  Utah  College  of  Medicine 

A significant  advancement  in  the  restoration 
of  hearing  in  several  mastoid  (chronic  ear  infec- 
tion) patients  has  been  developed  by  a University 
of  Utah  College  of  Medicine  surgeon.  Dr.  David  A. 
Dolowitz,  College  of  Medicine  ear,  nose  and  throat 
specialist,  developed  an  advancement  in  the  oper- 
ation to  rebuild  hearing  structures  damaged  by 
mastoid  disease.  He  reports  that  the  new  pro- 
cedure has  successfully  restored  the  hearing  of 
200  Navaho  Indian  children  suffering  from  chronic 
ear  infections,  in  twice  as  many  cases  as  in  the 
previous  two-phase  surgical  procedure.  Children 
who  were  once  deaf  are  now  able  to  get  along 
in  a social  situation,  although  some  require  a 
hearing  aid. 

Before  Dr.  Dolowitz  introduced  the  new  opera- 
tion, the  mastoid  infection  had  to  be  completely 
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removed,  using  surgery  and  antibiotics,  before  the 
hearing  structure  could  be  rebuilt  surgically.  It 
took  from  four  months  to  two  years  between  the 
two  operations  (1)  to  cut  out  the  infection;  and 
(2)  to  reconstruct  the  disintegrated  ear  drum. 
When  the  ear  was  completely  dry  and  infection 
free,  the  surgeon  could  operate  to  restore  the  dam- 
aged drum,  and  the  tiny  chain  of  bones  which 
carry  and  amplify  sound  from  ear  drum  to  nerve. 
This  involved  placing  a minute  skin  graft  over 
the  damaged  drum.  In  order  to  operate  accurately 
in  such  a limited  area,  on  such  delicate  structures, 
the  surgeon  operates  while  looking  through  a 
special  “operating”  microscope  to  enlarge  the  area, 
and  the  surgical  instruments.  Even  after  the  long 
procedure  was  completed  the  operation  has  been 
successful  in  only  50  per  cent  of  the  cases.  In  the 
unsuccessful  ones,  the  skin  graft  sloughed,  or 
refused  to  “take.” 

The  new  procedure  involves  a single  phase 
operation,  and  this  is  made  possible  by  the  use  of 
modern  antibiotics  to  control  infection.  The  in- 
fected bone  is  first  removed  and  the  area  cleansed; 
the  hearing  parts  repaired;  and  a skin  graft  is 
placed  over  the  damaged  drum.  In  addition,  a 
second  ear  drum  is  constructed  by  skin  grafting,  at 
right  angles  to  the  original  drum.  Dr.  Dolowitz 
calls  this  second  ear  drum  the  “apron.”  He  reports 
that  of  224  Navaho  children  treated  with  the  new 
procedure,  both  skin  grafts  “took”  in  97  cases.  In 


103  patients  the  apron  remained  but  the  recon- 
structed ear  drum  did  not.  Therefore,  200  of  the 
224  Navaho  children  treated,  who  were  deaf  or 
practically  deaf,  had  much  or  all  of  their  hearing 
restored. 


Obituary 

Otis  Lynn  Vaden  was  born  in  Temple,  Texas, 
June  18,  1927.  He  received  his  undergraduate  work 
at  the  University  of  Texas  and  graduated  from  the 
Vanderbilt  University  School  of  Medicine  in  1950. 
He  was  a specialist  in  orthopedic  surgery  and  a 
Diplomate  of  the  American  Board  of  Orthopedic 
Surgery.  He  had  served  as  the  Medical  Director 
of  the  Gottsche  Rehabilitation  Center  in  Ther- 
mopolis,  Wyoming,  since  February  1962. 

Dr.  Vaden,  his  wife  Sally  and  their  three  weeks 
old  son,  Douglas,  were  killed  in  an  airplane  crash 
on  January  11,  1964.  They  are  survived  by  three 
children,  Oakly  Lynn,  Nancy  and  Jefferson. 
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A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “The  hardest  conviction  to  get  into  the  mind  of 
a beginner  is  that  the  education  upon  which  he 
is  engaged  is  not  a college  course,  not  a medical 
course,  but  a life  course.”  Quoted  from  Sir  William 
Osier,  Changing  Prospects  in  Medicine,  Brit.  Med. 
Jour.,  Nov.  20,  1963,  p.  1360. 

2.  “If  these  were  the  attractions  of  medicine,  why 
did  so  comparatively  few  take  it  up?  Sir  George 
said  that  there  were  the  following  reasons:  The 
first  was  that  medical  education  was  the  longest, 
the  most  exacting,  and  in  some  ways  the  most  ill- 
advised  form  of  education  that  mankind  ever  de- 
vised. T say  ill-advised,  because  in  an  endeavour 
to  protect  the  public  from  ignorant  and  incompe- 
tent practitioners  a series  of  examinations  has  been 
devised,  put  into  the  hands  of  specialists  who 
demand  their  successive  pounds  of  flesh  from  the 
poor  student  until,  sometimes,  no  more  than  the 
bare  bones  are  left.  Medical  education  is  becoming 
more  enlightened,  but  it  still  has  a long  way  to 
go.  Twenty  years  ago,  it  was  probably  the  most 
effective  method  yet  devised  of  destroying  natural 
curiosity  in  the  human  mind.’  ” Sir  George  Picker- 
ing, Medicine  as  a Career,  Brit.  Med.  Jour.,  Dec. 
7,  1963,  p.  1459. 

3.  “How  much  of  medical  training  was  science  and 
how  much  humanities?  How  did  one  teach  judg- 
ment and  tact?  How  did  one  educate  a person’s 
emotions?  Were  they  teachable,  or  was  it  a matter 
of  character,  or  experience,  of  success  and  dis- 
appointment, and  was  one  largely  self-taught? 
This  was  very  arguable,  but  it  certainly  was  not 
just  a matter  of  saying,  ‘If  he  had  only  done  classics 
at  school  all  would  have  been  well.  Greek  is  a 
wonderful  language.’  The  only  thing  they  could 


do  was  to  insist  on  wide  reading  of  English  litera- 
ture and  of  the  humanities.” — R.  Groves,  Medicine 
as  a Career,  Brit.  Med.  Jour.,  Dec.  7,  1963,  p.  1460. 

4.  “Over  sixty  medicines  advocated  for  the  treat- 
men  of  hypertension:  ‘.  . . the  last  one  to  be  recom- 
mended is  always  purported  to  be  the  best,  and 
by  the  time  its  imbecility  has  been  discovered  and 
its  poisonous  effects,  coyly  described  under  the 
diluted  expression  of  side-effects,  have  become 
known  it  has  been  laid  on  one  side  to  make  room 
for  its  equally  evil  successor,  which  enters  with 
all  the  pomp  that  modern  advertising  can  mar- 
shal.’ ” Quoted  from  Dr.  William  Evans,  Leading 
Articles,  The  Lancet,  Nov.  30,  1963,  p.  1150. 

5.  “Commenting  on  the  tremendous  cost  of  build- 
ing and  equipping  centers  for  open  heart  surgery, 
and  the  arduous  task  of  assembling  and  maintain- 
ing a competent  and  highly  skilled  team,  EVANS 
says:  ‘By  itself  . . . the  item  of  cost,  high  though 
it  is,  should  not  be  regarded  as  an  obstacle  if  there 
are  no  others,  but  there  are.  One  of  these  is  that 
for  the  proficient  running  of  this  well-organized 
and  trained  unit  there  should  be  guaranteed  con- 
tinued and  uninterrupted  employment.  The  rust 
of  disuse  corrodes  machines  and  instruments,  and 
will  even  erode  the  nigh  unassailable  armoury  of 
a well-disciplined  team.’  He  then  adds  bluntly 
that  too  many  centers  ill  equipped  for  open  heart 
surgery  are  being  created  in  this  country;  and 
his  remedy — strong,  and  possibly  unpalatable — is 
compulsorily  to  limit  their  number,  so  that  the 
permitted  few  can  ‘function  continuously,  and 
gain  in  this  field  an  unmatched  proficiency,  na- 
tionally and  even  internationally.’  ” Quoted  from 
Dr.  William  Evans,  Leading  Articles,  The  Lancet, 
Nov.  30,  1963,  p.  1151. 


Peace  Corps  Opportunities 

Recognition  of  the  meaningful  contributions  that  can  be  made  in  the  developing  nations 
by  Peace  Corps  volunteer  medical  teams  headed  by  qualified  physicians  is  growing.  Because 
of  this,  our  host  countries  are  requesting  an  ever  increasing  number  of  new  volunteers  from 
the  medical  professions. 

Physicians  on  our  present  volunteer  teams  are  serving  in  their  special  fields,  testing 
their  skills  and  ingenuity  against  diseases  and  problems  seldom  encountered  in  the  United 
States  and  because  of  these  unique  clinical  opportunities  and  because  of  the  greatly  increas- 
ing number  of  requests  for  volunteer  physicians,  some  may  write  for  information  about 
Peace  Corps  opportunities.  Address:  Robert  L.  Gale,  Director,  Division  of  Recruiting,  Peace 
Corps,  Washington,  D.  C.  20525. 
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1632-1675 


In  Pregnancy. . . 


METAMUCIi:  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psylhum 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EARLE  & co. 

CHICAGO,  ILLINOIS,  SOSSO 
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Current  thoughts 
on  early,  mild  or  labile 
hypertension 


1 

“I  think  it  has  been  incontrovertibly  shown  that 
even  slight  elevations  in  blood  pressure  do  signifi- 
cantly increase  human  mortality.” 

Page,  1.  H.:  Postgrad.  Med.  27:448,  April  1960. 

2 

“There  is  no  known  way  of  predicting  the  course 
of  uncontrolled  hypertension,  hence  every  patient 
known  to  have  essential  hypertension,  even  in  its 
mildest  form,  should  be  treated.” 

Duncan.  G.  G.:  Pennsylvania  M.  J.  64:1442,  Nov.  1961. 

2 

“...patients  with  so-called  ‘benign’  hypertension  are 
not  like  old  soldiers  who  merely  fade  away.  They 
die  prematurely  of  cardiovascular  insufficiency.  Ob- 
viously, our  major  medical  problem  today  is  the  pro- 
phylaxis against  these  slowly  but  progressive  lethal 
processes.” 

Beem,  J.  R..  in  Moyer,  J.  H.  (Ed.):  Hypertension,  The  First 
Hahnemann  Symposium  on  Hypertensive  Disease,  Philadelphia, 
W.  B.  Saunders  Co.,  1959,  p.  110. 

u 

“Most,  if  not  all,  cases  of  essential  hypertension... 
appear  as  an  intermittent  affair  and  progress,  sooner 
or  later,  to  sustained  hypertension.” 

Duncan,  G.  G.:  New  York  J,  Med.  62:1573,  May  15,  1962. 

5 

“We  have  in  effect  advanced  into  a period  in  which 
the  physician  is  called  upon  not  only  to  treat  and 
arrest  active  hypertensive  disease,  but  also  seriously 
to  undertake  its  prevention  by  appropriate  medica- 
tion of  patients’  mildly  elevated  pressures  with  little 
or  no  signs  of  active  vascular  damage.” 

Corcoran,  A.  C.:  J.  Indiana  M.  A.  55:184,  Feb.  1962. 

6 

“Treatment  [of  hypertension]  should  begin  as  soon 
as  the  diagnosis  has  been  made  just  as  a diseased 
appendix  should  be  removed  as  soon  as  the  diagnosis 
of  acute  appendicitis  has  been  made.” 

Housel,  H.  I...;  Kelly,  J.  J.,  Jr.,  and  Daly,  J.  W.:  Angiologv,./4:28. 
Jan.  1963. 


7 

“Once  a diagnosis  of  ‘hypertension  without  known 
cause'  has  been  made,  the  problem  for  the  physician 
is  to  control  it  with  the  lesser  medication  possible, 
starting  with  drugs  proved  harmless,  easy  to  take, 
with  the  lesser  side  effects,  and  amenable  to  long 
range  therapy.” 

Roland,  F.  R.:  Am.  Pract.  & Digest  Treat.  72:879,  Dec.  1961. 

“. . . many  patients  who  have  come  under  prolonged 
adequate  control  of  pressure  have  shown  progressive 
decreases  in  requirements  of  antihypertensive  drugs 
and  a minority  have  achieved  what  seem  to  be  true 
remissions.  Earlier  treatment  of  hypertension  may 
well  increase  the  numbers  of  this  latter  group.” 

Corcoran.  A.  C.:  J.  Indiana  M.  A.  55:184,  Feb.  1962. 

9 

“My  impression  is  that  it  is  most  exceptional  for 
grade  4 (retinal)  changes  to  develop  in  a patient 
whose  blood  pressure  has  been  reduced  effectively 
at  an  earlier  stage.  It  is  my  belief  that  the  practice 
of  waiting  for  advanced  changes  to  develop  before 
undertaking  treatment  is  responsible  for  avoidable 
disability  and  loss  of  life.” 

Smirk.  F.  H.:  Clin.  Pharmacol.  & Exper.  Therap.  2:110,  Jan.- 
Feb.  1961. 

10 

“In  general,  it  is  our  feeling  that  all  patients  classi- 
fied as  normotensive  hyperreactor  or  those  with  in- 
termittent hypertension,  i.e.,  individuals  with  nor- 
mal blood  pressure  for  the  greater  part  of  each  24- 
hour  period,  should  be  treated  medically.” 

Smithwick.  H.  H..  Bush.  R.  D.;  Kinsey.  D.,  and  Whitelaw,  G.  P.: 
J.  A.  M.  A.  766:1023,  March  24,  1956. 

11 

“Opinions  differ  in  the  case  of  the  mildly  hyperten- 
sive patient,  particularly  in  the  patient  who  had 
basal  diastolic  pressure  from  90  to  100.  Even  in  the 
latter  case,  it  would  seem  desirable  to  use  the  mild 
antihypertensive  drugs  which  have  little  or  no  side 
effects ” 

Hejtmancik,  M.  R.:  Texas  J.  Med.  58:797,  Oct.  1962. 
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Current  therapy  . 
for  early,  mild  or  labile 
hypertension 

Comfortable  control  with  CAPLA  (mebutamate) 

A logical  first  antihypertensive  therapy:  When  you 
hesitate  to  treat  early,  mild  or  labile  hypertension 
because  the  side  effects  of  medication  may  outweigh 
the  advantages,  consider  ‘Capla’  (mebutamate). 

This  central  acting  pressure  lowering  agent  controls 
blood  pressure  without  significant  side  effects,  and 
is  specifically  intended  for  mild,  early  or  labile  hyper- 
tension. 

CAPLA  (mebutamate)  lowers  blood  pressure  gently 
and  safely  because  it  acts  directly  at  the  brainstem 
vasomotor  centers.'  This  means  effective  control 
without  the  penalty  of  side  effects  associated  with 
agents  more  properly  used  for  more  advanced  hyper- 
tension.’-® ‘(!lapla’  (mebutamate)  helps  keep  the 
asymptomatic  hypertensive  symptom-free  and  does 
not  burden  his  life  with  “treatment  symptoms.”  In- 
dependently of  its  centrally  mediated  antihyperten- 
sive action,  ‘Capla’  (mebutamate)  may  also  produce 
a calming  effect  which  helps  the  patient  feel  better.®-^ 


capla 

(mebutamate) 


Side  effects:  Drowsiness  and  occasional  lighthead- 
edness, usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect. 

Contraindications:  There  are  no  known  contraindi- 
cations to  mebutamate. 

Complete  product  information  available  in  the  prod- 
uct package  or  to  physicians  on  request. 

Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 
times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for 
example,  older  patients  may  require  lower  dosage. 

Supplied:  Each  tablet  contains  mebutamate,  300 
mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  F.; 
Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The 


pharmacological  properties  of  2-methyl-2-sec-butyl- 

1,  3-propanediol  dicarbamate  (mebutamate  W-583), 
a new  centrally  acting  blood  pressure  lowering  agent, 
J.  Pharmacol.  & Exper.  Therap.  134:356,  Dec.  1961. 

2.  Corcoran,  A.  C.,  and  Loyke,  H.  F. : Mebutamate  as 
antihypertensive  agent  in  hospital  outpatients, 
J.A.M.A.  181:1043,  Sept.  22,  1962.  3.  Holloman, 
J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with 
mebutamate,  a new  antihypertensive  drug,  J.  Nat. 
M.  A.  54:94,  Jan.  1962.  4.  Kheim,  T.,  and  Kountz,. 
W.  B. : Treatment  of  hypertension  in  geriatric  prac- 
tice, New  York  J.  Med.  62:1596,  May  15,  1962.  5. 
Kolodny,  A.  L. : Technic  of  drug  evaluation  in  hyper- 
tension, New  York  J.  Med.  62:1585,  May  15,  1962. 
6.  Turek,  L.  H. : Clinical  evaluation  of  mebutamate, 
an  antihypertensive  agent:  preliminary  report,  Clin. 
Med.  8: 1335,  July  1961.  35^36 

^^©Wallace  Laboratories,  Cranbury,  N.  J. 
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After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vita!  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPSTH] 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrale)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Ba  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


I 

A 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  Is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptibie  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25V»  methylparaben  as  preservative. 

»U.S.  Patent  Nos.  2,565,057-2,695,261 
Available;  In  15  Gm.  tubes. 


‘NEOSPORIN’brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBICTICCINTMENT 

Ingredients:  Each  gram  contains;  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 

...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix* 

(syrosingopine  and  hydrochlorothiazide  CIBA) 
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Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”^ 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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WHEN  YOU'RE  DISABLED  . . YOUR  INCOME  STOPS 

UNLESS . . . 

IT'S  PROTECTED. 

Investigate  the  Disability  Income  Plan  of  the  Colorado  Medical  Society. 
You’ll  agree  . . . it’s  practical  protection  at  low  cost. 

• HOUSE  CONFINEMENT  is 
not-  required 

• TAX  FREE  Benefits 

RETURN  THE  COUPON  FOR  DETAILS 


VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

C 1 TY STATE 


• LIFETIME  Accident  Benefits 

• TEN  YEARS’  Sickness  Benefits 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 
which  also  underwrites 
The  NEW  MEXICO  PHYSICIANS'  SERVICE 


DOCTORS- DENTISTS 

PRIME  OFFICE  SPACE 

FOR  RENT 

In 

Wadsworth  Medical  Arts  Building 
4045  Wadsworth,  Wheat  Ridge 

Finished  to  Your  Specifications 


1700  Broadway  222-4701 
Denver,  Colorado 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 

WEST  ALAMEDA 
MEDICAL  PLAZA 

NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


ARTIFICIAL  EYES 

Plastic  eyes  and  gloss 
eyes  special  mode  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  of  oil  times 
to  give  your  patients 
the  satisfaction  they 
must  hove.  In  business 
since  1906. 

Write  or  phone  tor  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


We  are  your 
local  distributors 
of  Profexray  X-ray  'j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 


SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 


TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 
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Colorado  Medical  Society 

OFFICERS~1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 
President:  Vernon  L.  Bolton,  Colorado  Springs. 

President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1965 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John  C. 
Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver,  1965; 
J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  WOliam  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 

Standing  committees 

EXECUTIVE  COMMITTEE:  William  E.  Harris,  Chairman, 
Livingston:  Herbert  T.  Caraway,  Billings;  Harold  W.  Fuller, 
Great  Falls;  Paul  J.  Gans,  Lewistown;  M.  A.  Gold,  Butte; 
Everett  H.  Lindstrom,  Helena;  S.  C.  Pratt,  Miles  City;  George 
E.  Trobough,  Anaconda;  A.  L.  Vadheim,  Bozeman. 
COMMITTEE  ON  BLOOD:  Orville  J.  Andersen,  Chairman, 
Helena;  Bryce  D.  Colwell,  Missoula;  Ernest  J.  Eichwald,  Great 
Falls;  Edward  W.  Gibbs,  Billings:  Garl  L.  Hale,  Kalispell; 
Edwin  C.  Segard,  Billings. 

CANCER  COMMITTEE:  V.  W.  Steele,  Chairman,  Bozeman; 
Richard  J.  Best,  Butte;  Eugene  J.  P.  Drouillard,  Missoula: 
N.  A.  Franken,  Havre;  C.  A.  Kirkpatrick,  Bozeman;  Fred  M. 
Long,  Great  Falls;  Bruce  C.  McIntyre,  Whitefish;  John  A. 
Newman,  Butte;  H.  C.  Scharnweber,  Glasgow;  William  E. 
Sullens,  Great  Falls;  Robert  K.  West,  Cut  Bank;  Mary  E. 
Soules,  Helena,  ex-officio. 

ECONOMIC  COMMITTEE:  Lindsay  M.  Baskett,  Chairman, 
Livingston;  Orville  J.  Andersen,  Helena;  Ernest  L.  Cashion, 
Great  Falls;  Richard  L.  Cole,  Bozeman;  Charles  H.  DeGroat, 
Billings;  Donald  D.  Gnose,  Missoula;  Sterling  R.  Hayward, 
Billings;  Hollis  K.  Lefever,  Lewistown;  James  J.  McCabe, 
Helena;  George  G.  Sale,  Missoula;  Robert  W.  Thometz,  Butte; 
William  H.  Walton,  Billings. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  Thomas  C. 
Power,  Chairman,  Great  Falls;  L.  Clayton  Allard,  Billings; 
Perry  M.  Berg,  Billings:  John  G.  Davidson,  Butte;  Walter  H. 
Hagen,  Billings;  William  J.  McDonald,  Missoula;  John  C. 
Wolgamot,  Great  Falls. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  Robert  W. 
Thometz,  Chairman,  Butte;  Frank  M.  Campbell,  Hot  Springs; 
Robert  C.  Davidson,  Great  Falls;  Alfred  M.  Fulton,  Billings; 
Edward  J.  Guy,  Great  Falls;  C.  A.  Kirkpatrick,  Bozeman: 
S.  C.  Pratt,  Miles  City. 

INDUSTRIAL  WELFARE  COMMITTEE:  George  M.  Donich, 
Chairman,  Anaconda:  L.  H.  Blattspieler,  Helena;  William  A. 
Burke,  Jr.,  Butte;  Sterling  R.  Hayward,  Billings;  Raymond 


G.  Johnson,  Harlowton;  F.  Ervin  King,  Missoula:  Stuart  A. 
Olson,  Glendive;  Nils  T.  Peterson,  Billings;  Francis  K.  Waniata, 
Great  Falls. 

INTERPROFESSIONAL  RELATIONS  COMMITTEE:  Edward 
J.  Purdey,  Chairman,  Bozeman;  B.  C.  Farrand,  Jordan;  George 
J.  Gelernter,  Great  Falls;  Otto  G.  Klein,  Helena:  John  J. 
McGahan,  Billings;  Carlton  W.  Shaw,  Bozeman;  C.  P. 
Shonnard,  Anaconda;  Myron  E.  Veseth,  Havre. 

LEGAL  AFFAIRS  COMMITTEE:  Clyde  H.  Fredrickson,  Chair- 
man, Kalispell,  1965;  Charles  P.  Brooke,  Missoula,  1965;  B.  C. 
Farrand,  Jordan,  1964;  Paul  J.  Gans,  Lewistown,  1965;  F.  D. 
Hurd,  Great  Falls,  1964;  Chester  W.  Lawson,  Havre,  1966; 
Amos  R.  Little,  Jr.,  Helena,  1964;  Thomas  W.  Saam,  Butte, 
1966;  William  H.  Walton,  Billings,  1966. 

Subcommittee  on  Coroner's  and  Medical  Examiner’s  Laws: 
John  A.  Newman,  Chairman,  Butte;  Orville  J.  Andersen, 
Helena:  Charles  E.  Magner,  Great  Falls;  John  P.  Pfaff,  Jr., 
Great  Falls;  Edwin  C.  Segard,  Billings;  V.  W.  Steele,  Bozeman. 
LEGISLATIVE  COMMITTEE:  Alfred  M.  Fulton,  Chairman, 
Billings;  William  F.  Antonioli,  Butte;  Albert  W.  Axley,  Havre; 
William  M.  Barelman,  Lewistown;  John  R.  Burgess,  Jr., 
Helena;  T.  R.  Clemons,  Livingston;  Charles  H.  DeGroat,  Bil- 
lings; Eugene  J.  P.  Drouillard,  Missoula;  David  Gregory, 
Glasgow;  Richard  B.  Griffing,  Great  Falls;  William  S.  Harper, 
Helena:  Alan  Iddles,  Bozeman;  Thomas  J.  Kargacin,  Ana- 
conda; Everett  H.  Lindstrom,  Helena;  Amos  R.  Little,  Jr., 
Helena;  James  J.  McCabe,  Helena:  Clarke  G.  McCarthy,  Mis- 
soula; John  A.  Newman,  Butte;  Richard  G.  Nollmeyer,  Boze- 
man; Stuart  A.  Olson,  Glendive;  Philip  D.  Pallister,  Boulder; 
Harry  W.  Power,  Great  Falls;  Warren  H.  Randall,  Miles  City; 
O.  A.  Swenson,  Sidney;  George  E.  Trobough,  Anaconda; 
William  H.  Walton,  Billings;  Robert  K.  West,  Cut  Bank. 
MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  Earl  L. 
Hall,  Chairman,  Great  Falls. 

Subcommittee  on  Obstetrics:  Robert  E.  Asmussen,  Chairman, 
Great  Falls;  James  G.  Allison,  Livingston;  Leonard  A.  Barrow, 
Billings;  Joseph  H.  Brancamp,  Butte;  Robert  J.  Casey,  Great 
Falls;  T.  R.  Clemons,  Livingston;  Robert  C.  Honodel,  Mis- 
soula: Bob  E.  Hulit,  Billings;  William  H.  Sippel,  Bozeman; 
Richard  E.  Thompson,  Glendive. 

Subcommittee  on  Pediatrics;  Paul  R.  Crellin,  Chairman,  Bil- 
lings; Lee  R.  Alderson,  Missoula;  L.  Bruce  Anderson,  Billings; 
Lewis  L.  Bock,  Miles  City;  John  A.  Curtis,  Great  Falls;  Frank 
J.  Friden,  Great  Falls;  Donald  L.  Gillespie,  Butte;  Marian 
A.  Jones,  Billings;  William  R.  McElwee,  Townsend;  Orville 
M.  Moore,  Helena;  Harold  C.  Schwartz,  Missoula;  John  A. 
Whittinghill,  Billings. 

MEDIATION  COMMITTEE:  David  T.  Berg,  Chairman,  Helena, 
1964;  Porter  S.  Cannon,  Conrad,  1964;  Richard  L.  Cole,  Boze- 
man, 1966;  David  R.  Davis,  Roundup,  1965;  John  F.  Fulton, 
Missoula,  1965;  Sterling  R.  Hayward,  Billings,  1964;  Robert  H. 
Leeds,  Chinook,  1966;  Edwin  C.  Segard,  Billings,  1965;  O.  A. 
Swenson,  Sidney,  1966. 

COMMITTEE  ON  MENTAL  HYGIENE:  William  E.  Harris, 
Chairman,  Livingston;  George  J.  Gelernter,  Great  Falls;  David 
Gregory,  Glasgow;  John  R.  Halseth,  Great  Falls;  Gladys  V. 
Holmes,  Missoula:  Bryce  G.  Hughett,  Billings;  Philip  D. 
Pallister,  Boulder;  Hamilton  C.  Pierce,  Great  Falls;  William 
S.  Prunty,  Bozeman;  William  G.  Tobin,  Helena:  Paul  H. 
Visscher,  Bozeman;  Winfield  S.  Wilder,  Great  Falls. 
COMMITTEE  ON  NECROLOGY  AND  HISTORY  OF  MEDI- 
CINE: Sidney  A.  Cooney,  Chairman,  Helena:  Louis  W.  Allard, 
Billings:  Clyde  H.  Fredrickson,  Kalispell;  Harold  W.  Gregg, 
Butte;  Herbert  H.  James,  Butte;  Roy  E.  Seitz,  Bozeman; 
George  A.  Townsend,  Pray;  Edmund  A.  Welden,  Lewistown; 
James  I.  Wernham,  Billings;  Malcolm  D.  Winter,  Sr.,  Miles 
City. 

NOMINATING  COMMITTEE:  Herbert  T.  Caraway,  Chairman, 
Billings;  Albert  W.  Axley,  Havre;  Porter  S.  Cannon,  Conrad; 
Clyde  H.  Fredrickson,  Kalispell;  Donald  D.  Gnose,  Missoula: 
John  A.  Layne,  Great  Falls;  James  R.  Thompson,  Miles  City. 
PROGRAM  COMMITTEE— 1964:  John  G.  Kane,  Chairman, 
Butte;  Roger  W.  Clapp,  Butte;  M.  A.  Gold,  Butte;  Leonard 
J.  Rotondi,  Butte;  George  E.  Trobough,  Anaconda. 

PROGRAM  COMMITTEE— 1965:  John  P.  Pfaff,  Jr.,  Chairman, 
Great  Falls;  Robert  M.  Addison,  Great  Falls;  John  A.  Curtis, 
Great  Falls;  John  C.  Hanley,  Great  Falls;  Lloyd  M.  Taylor, 
Great  Falls. 

PUBLIC  HEALTH  COMMITTEE:  M.  A.  Gold,  Chairman,  Butte; 
Mary  E.  Soules,  Vice  Chairman,  Helena:  Daniel  W.  Babcock, 
Missoula;  Harold  A.  Braun.  Missoula:  John  A.  Curtis,  Great 
Falls;  George  M.  Donich,  Anaconda;  Merle  D.  Fitz,  Scobey; 
Earl  L.  Hall,  Great  Falls;  William  E.  Harris,  Livingston; 
Everett  H.  Lindstrom,  Helena;  Harry  W.  Power,  Great  Falls; 
Thomas  C.  Power,  Great  Falls;  Edward  J.  Purdey,  Bozeman; 
V.  W.  Steele,  Bozeman;  Robert  W.  Thometz,  Butte. 

PUBLIC  RELATIONS  COMMITTEE:  Paul  R.  Crellin,  Chair- 
man, Billings;  Lewis  L.  Bock,  Miles  City;  Robert  C.  Davidson, 
Great  Falls;  Clyde  H.  Fredrickson,  Kalispell;  David  Gregory, 
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Glasgow:  Robert  S.  Hagstrom,  Billings;  Loren  G.  Hammer, 
Butte;  Donald  L.  Harr,  Billings;  E.  P.  Higgins,  Kallspell; 
Bruce  C.  McIntyre.  Whitefish;  Philip  D.  Pallister,  Boulder; 
James  L.  Patterson,  Jr.,  Butte;  H.  C.  Scharnweber,  Glasgow; 
George  A.  Sexton,  Great  Palls. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  Harold  A. 
Braun,  Chairman,  Missoula:  L.  A.  Campodonico,  Miles  City; 
Roger  W.  Clapp,  Butte;  T.  R.  Clemons,  Livingston;  Deane  C. 
Epler,  Bozeman:  Frank  J.  Friden,  Great  Palls;  John  S. 
Gilson,  Great  Palls;  M.  A.  Gold,  Butte;  Frank  R.  Mohs, 
Billings:  H.  C,  Scharnweber,  Glasgow;  Betty  S.  Gilson,  Great 
Falls,  ex-officio;  Mary  E.  Soules,  Helena,  ex-officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE; 
Robert  C.  Davidson,  Chairman.  Great  Falls,  1968;  Herbert 
T.  Caraway,  Billings,  1964;  Eugene  J.  P.  Drouillard,  Missoula, 
1967;  Ernest  J.  Elchwald,  Great  Falls,  1966;  John  A.  Layne, 
Great  Falls,  1965;  William  E.  Harris,  Livingston,  ex-offlclo; 
A.  L.  Vadhelm,  Bozeman,  ex-officio. 

RURAL  HEALTH  COMMITTEE:  Merle  D.  Pitz,  Chairman, 
Scobey;  B.  C.  Farrand,  Jordan;  James  M.  Isbister,  Plains; 
Albert  L.  Juergens,  Dillon;  Donald  W.  Maclean,  Hamilton; 
Joseph  P.  Orley,  Lewlstown;  Warren  M.  Swager,  Jr.,  Sheridan; 
Walter  G.  L.  Tanglin,  Poison;  Joseph  J.  Wler,  Havre. 
TUBERCULOSIS  COMMITTEE:  Harry  W.  Power,  Chairman, 
Great  Falls;  Richard  L.  Cole,  Bozeman;  John  M.  Frltts,  Mis- 
soula; John  F.  Pulton,  Missoula;  M.  A.  Gold,  Butte;  Rasunond 

D.  Grondahl,  Butte;  William  S.  Harper,  Helena:  Arthur  C. 
Knight,  Deer  Lodge;  Lloyd  M.  Taylor,  Great  Falls;  Mary 

E.  Soules,  Helena,  ex-officio. 

Special  committees 

COMMITTEE  ON  AGING:  A.  Kearney  Atkinson,  Chairman, 
Great  Falls:  P.  John  Allaire,  Great  Falls;  C.  George  DeBelly, 
Columbus:  William  F.  Gertson,  Fort  Benton:  Phillip  E.  Griffin. 
Billings;  Ross  E.  Lemire,  Jr.,  Billings;  John  A.  Ross,  Great 
Falls;  Robert  K.  West,  Cut  Bank;  Malcolm  D.  Winter,  Jr., 
Miles  City. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  F.  Hughes 
Crago,  Chairman,  Great  Falls;  Ralph  H.  Blehn,  Billings; 
George  M.  Donich,  Anaconda;  John  P.  Fulton,  Missoula;  Allan 
L.  Goulding,  Billings;  James  L.  Patterson,  Jr.,  Butte;  John 
W.  Strizich,  Helena. 

AD  HOC  COMMITTEE  ON  BY-LAWS:  John  A.  Layne,  Chair- 
man, Great  Falls;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Daniel 
W.  Babcock.  Chairman,  Missoula;  Ernest  L.  Cashion,  Great 
Falls;  Donald  H.  Cheever.  Bozeman:  William  E.  Kane,  Butte; 
James  D.  Morrison,  Billings:  Grant  P.  Rlatt,  Billings;  C.  H. 
Swanson,  Jr.,  Columbus;  George  E.  Trobough,  Anaconda. 
COMMITTEE  ON  HIGHWAY  SAFETY:  Robert  E.  Walker, 
Chairman,  Livingston;  Albert  W.  Axley,  Havre:  Matthew  W. 
Calvert,  Laurel:  Merle  D.  Fitz,  Scobey:  Edward  C.  Maronick, 
Helena;  R.  W.  Poundstone,  Dillon. 

COMMITTEE  ON  INDIAN  HEALTH:  John  H.  Schaeffer, 
Chairman,  Billings:  Ward  E.  Benkelman,  Poison;  James  E. 
Elliott,  Havre;  Edward  L.  King,  Manhattan:  Arthur  C.  Knight, 
Deer  Lodge;  Mark  B.  Listerud.  Wolf  Point:  Edwin  L.  Stlckney, 
Miles  City;  Edward  M.  Urbanich,  Great  Falls. 

ADVISORY  COMMITTEE  TO  INDUSTRIAL  ACCIDENT 
BOARD:  John  A.  Evert,  Chairman,  Missoula:  Perry  M.  Berg, 
Billings:  John  G.  Davidson,  Butte;  Raymond  O.  Lewis,  Helena; 
James  J.  McCabe,  Helena;  Robert  F.  Muller,  Kallspell. 
COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS:  Edward 
J.  Purdey,  Chairman,  Bozeman;  William  F.  Cashmore,  Helena; 
Joseph  P.  Fraser,  Lewlstown;  Phillip  E.  Griffin,  Billings;  John 
R.  Halseth,  Great  Palls;  John  C.  Hanley,  Great  Falls:  Robert 
W.  Hansen,  Missoula:  Sidney  J.  Hayes,  Jr.,  Billings;  Bruce  C. 
McIntyre.  Whitefish;  C.  R.  Svore,  Missoula. 

COMMITTEE  ON  1964  MEDIC  AL-LE  GAL  INSTITUTE: 
Winfield  S.  Wilder,  Chairman,  Great  Falls;  Edward  J.  Guy, 
Great  Falls;  Fred  M.  Long,  Great  Falls;  Howard  I.  Popnoe, 
Great  Falls;  Thomas  C.  Power,  Great  Palls. 

COMMITTEE  TO  INVESTIGATE  MEDICAL  SCHOOL  EXPAN- 
SION: Deane  C.  Epler,  Chairman,  Bozeman;  Leonard  W. 
Brewer,  Missoula;  John  S.  Gilson,  Great  Palls;  P.  L.  McPhail, 
Great  Falls;  George  J.  Moffitt,  Livingston. 

ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  David 
Gregory,  Chairman,  Glasgow;  Herbert  T.  Caraway,  Billings; 
George  J.  Gelernter,  Great  Falls;  Bryce  G.  Hughett,  Billings; 
Scott  L.  Walker,  Anaconda. 

LIAISON  COMMITTEE  TO  MONTANA  OSTEOPATHIC  AS- 
SOCIATION: Everett  H.  Lindstrom,  Chairman,  Helena:  James 
J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 


Nevada  State  Medical  Association 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Fast  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1964  Annual  Session. 

Board  of  Trustees 

President:  C.  Pardue  Bunch,  Artesia. 

President-Elect:  Omar  Legant,  Albuquerque. 

Vice  President:  Robert  P.  Beaudette,  Raton. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  R.  C.  Derbyshire,  Santa  Fe. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Earl  L.  Malone,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1903-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  Scott  M.  Budge,  Losan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  *66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
St.,  Salt  Lake  City;  Tel.  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1963-64 — Terms  of  ■ officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur  R. 
Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant;  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.O.  Box  2266,  Chey- 
enne; Tel.  632-5525. 
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New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Medical  Mycology:  By  Chester  W.  Emmons,  Ph.D.,  and  others. 
Philadelphia,  c 1963,  Lea.  380  p.  Price;  $14.00. 

Methods  of  Immunohaematologic  Eesearch:  Edited  by  Carl 
Steffen.  Basel,  c 1963,  S.  Karger.  201  p.  Price:  $12.50. 

The  Pathogenesis  of  Leprosy:  Ciba:  Edited  by  G.  E.  W. 
Wolstenholme  and  Maeve  O’Connor.  Boston,  1963,  Little  Brown. 
101  p.  Price:  $2.95. 

Physiology  of  Spinal  Anesthesia:  By  Nicholas  M.  Greene,  M.D. 
Baltimore,  1958,  W&W.  195  p.  Price;  $5.62. 

The  Political  Life  of  the  American  Medical  Association:  By 
Oliver  Garceau.  Hamden,  Conn.,  1961,  Archon  Bks.  186  p. 
Price:  $6.00. 

Principles  of  Internal  Medicine;  Edited  by  T.  R.  Harrison, 
M.D.,  and  others.  4th  ed.  New  York,  1962,  Blakiston.  1947  p. 
Price;  $21.00. 

Psychological  Development  in  Health  and  Disease:  By  George 

L.  Engel,  M.D.  Philadelphia,  1962,  Saunders.  435  p.  Gift. 
Tetanus,  Prophylaxis  and  Therapy:  By  Leo  Eckmann,  M.D. 
New  York,  c 1963,  Grune.  108  p.  Price:  $5.95. 

Ticks  and  Disease:  By  Don  R.  Arthur,  M.Sc.,  Ph.D.,  D.Sc. 
Evanston,  111.,  1962,  Row,  Peterson.  445  p.  Price:  $14.00. 

A.M.A.:  Voice  of  American  Medicine;  By  J.  G.  Burrow. 
Baltimore,  1963,  Johns  Hopkins  Press.  450  p.  Price:  $7.50. 
Chemical  Carcinogenesis:  By  David  B.  Clayson,  M.A.,  Ph.D. 
Boston,  1962,  Little,  Brown.  467  p.  Price:  $14.00. 

Disability  Evaluation  . . .:  By  Earl  D.  McBride,  B.S..  M.D., 
F.A.C.S.  6th  ed.  Phila.,  1963,  Lippincott.  573  p.  Price:  $20.60. 
Diseases  of  the  Kidney:  Edited  by  Maurice  B.  Strauss  and 
Louis  G.  Welt.  Boston,  1963,  Little,  Brown.  1033  p.  Price:  $32.50. 
Endotracheal  Anesthesia:  By  Noel  Alexander  Gillespie,  M.D. 
3rd  ed.  Madison,  1963,  Univ.  of  Wisconsin.  235  p.  Price:  $5.15. 
Gynecologic  Surgery  and  Urology:  By  Thomas  L.  Ball,  M.D. 
2nd  ed.  St.  Louis,  1963,  Mosby.  648  p.  Price:  $22.50. 

Hypnosis  in  Modern  Medicine;  By  Jerome  Mortiner  Schneck, 

M. D.  3rd  ed.  Springfield,  c 1963,  Thomas.  452  p.  Price:  $12.75. 
Impotence  and  Frigidity:  By  Donald  W.  Hastings,  M.D.  Boston, 
1963,  Little,  Brown.  144  p.  Price;  $5.50. 

Inter-American  Conference  on  Congenital  Defects:  1st — 1968: 
Philadelphia,  c 1963,  Lippincott.  261  p.  Price:  $7.50. 

Let’s  Rejoin  the  Human  Race:  By  Joseph  H.  Peck,  M.D.  Engle- 
wood Cliffs,  N.  J.,  1963,  Prentice-Hall.  197  p.  Price:  $3.95. 

The  Limb-Deficient  Child:  Edited  by  Berton  Blakeslee.  Ber- 
keley, 1963,  Univ.  of  California.  391  p.  Price:  $7.95. 

Memory  and  Forgetting:  By  Jean  Claude  Filloux.  New  York, 
1963,  Walker.  152  p.  Price:  $3.50. 

Normal  Growth  and  Cancer;  By  Grace  Medes,  Ph.D.,  and 
Stanley  P.  Reimann,  M.D.  Phila.,  1963,  Lippincott.  268  p. 
Price:  $7.50. 

Occlusion  of  Coronary  Peripheral  and  Cerebral  Arteries:  Mor- 
bidity: By  L.  K.  Widener  and  J.  L.  Schelling.  Basel,  1963,  S. 
Karger.  152  p.  Price:  $8.02. 

Occlusion  of  the  Superior  Mesenteric  Artery:  By  Benjamin  B. 
Jackson,  M.D.,  F.A.C.S.  Springfield,  111.,  1963,  Thomas.  141  p. 
Price:  $7.50. 

Orthopedic  Appliances,  the  Principles  and  Practices  of  Brace 
Construction;  By  Henry  H.  Jordan,  M.D.  2nd  ed.  Springfield, 
111.,  1963,  Thomas.  201  p.  Price;  $16.50. 

Outline  of  Electrocardiography;  By  Henry  H.  Friedman,  M.D., 
F.A.C.P.,  F.A.C.C.  New  York,  1963,  Blakiston.  300  p.  Price: 
$5.95. 

Peripheral  Entrapment  Neuropathies:  By  Harvey  P.  Kopell, 
M.D.,  and  Walter  A.  L.  Thompson,  M.D.  Baltimore,  1963, 
Williams  and  Wilkins.  171  p.  Price:  $7.50. 

Personality  and  Psyehotherapy ; an  Analysis  in  Terms  of 
Learning,  Thinking  and  Cuiture:  By  John  Dollard  and  Neal 
E.  Miller.  New  York,  1950,  McGraw.  488  p.  Price:  $7.95. 
Physical  Diagnosis;  a Physiologic  Approach:  By  Richard  D. 
Judge,  M.D.,  and  others.  Boston,  1963,  Little,  Brown.  387  p. 
Price:  $8.50. 


Prevention  of  Hospitalization;  The  Treatment  Without  Ad- 
mission tor  Psychiatric  Patients:  By  Milton  Greenblatt,  M.D., 
and  others.  New  York,  c 1963,  Grune  and  Stratton.  182  p. 
Price:  $7.50. 

Review  of  Medical  Physiology:  By  William  F.  Ganong,  M.D. 
Los  Altos,  California,  1963,  Lange.  577  p.  Price:  $6.50. 

Alcohol  and  Civilization:  Edited  by  Salvatore  P.  Lucia,  Sc.D. 
New  York,  1963,  McGraw-Hill.  416  p.  Price:  $3.95. 

Campbell’s  Operative  Orthopedics:  Edited  by  A.  H.  Crenshaw, 
M.D.  4th  ed.  St.  Louis,  1963,  Mosby.  2 v.  Price:  $53.83. 

Child  Neurology  and  Cerebral  Palsy:  National  Spastics  So- 
ciety, London,  1960.  Gift. 

Clinical  Endocrinology:  By  T.  S.  Danowski,  B.A.,  M.D.  Balti- 
more, 1962,  W & W.  4 V.  Price:  $56.14. 

Directory  of  Resources  for  Mentally  III  Children  in  the  United 
States:  National  Association  for  Mental  Health,  Inc.  New 
York,  1964,  The  Association.  93  p.  Price:  $2:00. 

Hemiplegic  Cerebral  Palsy  in  Children  and  Adults:  National 
Spastics  Society,  London,  1961.  Gift. 

Let’s  Rejoin  the  Human  Race:  By  Joseph  H.  Peck,  M.D. 
Englewood  Cliffs,  N.  J.,  1963,  Prentice-Hall.  197  p.  Price: 
$3.95. 

Normal  and  Abnormal  Development — System  of  Ophthalmol- 
ogy: Edited  by  Sir  Stewart  Duke-Elder,  G.C.V.O.,  F.R.S. 
Vol.  Ill,  Pt.  1.  St.  Louis,  Mosby.  Price:  $16.50. 

Practice  of  Refraction:  By  Sir  Stewart  Duke-Elder,  G.C.V.O., 
D.Sc.,  Ph.D.,  M.D.  7th  ed.  St.  Louis,  1963,  Mosby.  328  p. 
Price:  $8.75. 

Principles  of  Neurological  Surgery:  By  Loyal  Davis,  M.D., 
F.A.C.S.,  F.R.C.S.,  and  Richprd  A.  Davis,  M.D.,  M.S.,  F.A.C.S. 
2nd  ed.  Phila.,  1963,  Saunders.  608  p.  Review. 

Smoking  and  Health;  Report  of  the  Advisory  Committee  to 
the  Surgeon  General  of  the  Public  Health  Service;  Public 
Health  Service  Publication  No.  1103.  1964.  387  p.  Gift. 

A Textbook  of  Oral  Pathology:  By  William  G.  Shafer,  B.S., 
D.D.S.,  M.S.,  and  others.  Philadelphia,  1958,  Saunders.  714  p. 
Gift. 

Correction 

Alcohol  and  Road  Traffic:  Proceedings  of  the  3rd  International 
Conference  on  Alcohol  and  Road  Traffic.  London,  1963.  British 
Medical  Association.  362  p.  Price:  $10.00. 
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HIRSCHFELD’S 

OU^  i'hC. 

Speer  at  Acomq  • Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEEUCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  wiii  caii 


COMPLETE  OFFICE  PLANNING 


A DIVISION  OF  THE  A.  B.  HtBSCHFELD  PRESS 


Newton  Optical 
Company 

Catering  to  Medical  Profession  Patronage 

Telephone 
KE  4-8714 


309  1 6th  Street 
Denver  2 


a partner  in  the  project 
to  help  keep  America 

powerful 

PUBLIC  SERVICE  COMPANY  OF  COLORADO 

AN  INVESTOR-OWNED  UTILITY— ON  THE  MOVE 


For  Physicians  and  Surgeons 


Now  available  in  the  Republic  Building 
where  space  is  limited  to  Medical-Dental 
and  affiliated  tenants — centrally  located  in 
dynamic  downtown  Denver.  Call  or  write 
the  building  manager  for  details. 


Telephone  534-5271 


Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 


MRS.  GLADYS  ELLIS 
Administrator 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.— TEL.  388-5731— DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  MEIrose  5-8768 

Salt  Lake  City,  Utah 

21  Kensington  Street,  HUnter  5-8262 

Albuquerque,  New  Mexico 
3013  Carolina  N.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 
Medical  and  Laboratory 
Nuclear  Instrumentation 
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WANT  ADS 


$2,000  GROSS  INCOME  MONTHLY — Unusual  oppor- 
tunity for  general  practitioner  in  well-established 
Denver  location  with  great  potential  for  industrial 
medicine.  Present  physician  changing  location  to  limit 
practice.  Completely  equipped  offices  with  x-ray  and 
laboratory  facilities  available  for  rent  with  remaining 
general  practitioner  sharing  all  personnel  and  mainte- 
nance expense.  Will  offer  most  attractive  rental  terms 
on  percentage  basis  of  gross  practice.  Large  part  of 
already  established  practice  will  be  referred  to  the 
new  physician.  Call  or  write  to  3405  Downing  St., 
Denver  80205.  623-6171.  9-4-TF 


OFFICES  FOR  RENT — Two  medical  suites  available 
in  established  medical  building  in  southwest  Denver. 
Air  conditioned,  laboratory,  3 examining  rooms,  pri- 
vate office,  large  waiting  room,  and  X-ray  room.  All 
utilities  furnished,  ample  parking.  For  information, 
write  to  2210  So.  Federal  Blvd.,  or  call  935-4689. 

10-4-TF 


OFFICE  SUITE  AVAILABLE  in  established  medical 
building  in  Centennial  Acres  area  (Littleton-Engle- 
wood).  3 examination  rooms.  X-ray,  lab,  private  of- 
fice, large  waiting  room,  ample  parking,  air-condi- 
tioned, background  music,  all  utilities  and  janitorial 
services  provided.  For  further  information,  write  to 
5025  So.  Federal  Blvd.,  or  call  935-4689.  10-5-TF 


NEEDED — Internist,  GP,  Oph,  Peds,  eastern  Montana 
prosperous  ranching,  farming,  oil  producing  city 
9,000,  trade  area  25,000.  New  modern  air  conditioned 
clinic  with  offices  available.  Fully  equipped  hospital 
same  block.  Income  limited  only  by  desire  to  work. 
Glendive  Medical  Center,  Inc.,  Glendive,  Montana. 

1-1-3 


OWN  YOUR  OWN — New  Medical-Dental  Building  at 
South  Wadsworth  and  West  Arkansas.  Tenant  will 
design  own  suite.  Three-year  lease  with  option  to 
buy.  Building  will  accommodate  two  physicians  and 
two  dentists.  For  information,  call  Dr.  W.  B. 
Fitzgerald  at  237-1705.  2-2-3 


WANTED:  G.P.  to  join  6 man  G.P.  Group.  Salary: 

$15,000  first  year,  no  expenses.  Opportunity  to  join 
on  a percentage  basis  after  first  year.  2 Hospitals. 
Group  owns  their  own  building,  lab  and  x-ray.  12,000 
population.  Good  hunting  and  outdoor  activities. 
Write:  L.  J.  Dunton,  Eastern  Nevada  Medical  Group, 
Box  306,  East  Ely,  Nevada.  2-1-3 


COUNTY  SEAT  FARMING  COMMUNITY  in  central 
Montana  desires  full  or  part-time  doctor.  Completely 
equipped  clinic.  Excellent  outdoor  recreation  area. 
Ideal  location  for  any  doctor  desiring  semi-retirement. 
For  full  details,  contact  R.  William  Hammer,  Stanford 
Commercial  Club,  Stanford,  Montana.  3-4-2 


ASSOCIATE  WANTED:  General  Practitioner,  age  34, 
who  is  a board  qualified  specialist,  in  developing 
medical  center.  Building  completed  November  1963 
with  space  for  associate  (2400  sq.  ft.)  in  most  rapidly 
growing  section  of  Albuquerque.  Equipped  with  X-ray, 
Laboratory,  Minor  Surgery,  Physical  Therapy.  Reply 
to  Box  3-7-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Ave.,  Denver,  Colorado  80218.  3-7-1 


GREEN  MOUNTAIN  MEDICAL  CENTER 

Now  leasing  for  October  1964  occupancy  at  S.  Union 
Blvd.  and  W.  Alameda  Ave.  Only  medical  building 
for  population  of  15.000.  16  Suites  available  including 
Guild  optician  and  pharmacy.  Contact  Howard  Troxel, 
D.  C.  BURNS  REALTY  & TRUST  CO.,  1536  Welton 
St.,  Denver,  Colorado  80202.  Phone  222-2651.  3-8-1 


EARNEST  DRUG 

217  16th  Street 

Quality  Drugs  Courteous  Service 

Prescription  Specialists 

Jess  L.  Kincaid 

Telephones  KEystone  4-7237 — KEystone  4-3265 

ADJUSTABLE  CRUTCHES  FOR  RENT 

FRESH— CLEAN — COMPLETE 

SURGICAL  SUPPLIES 

DRUGS  AND  PRESCRIPTIONS 

PRESCRIPTION  STOCK 

Free  Delivery  in  Lakewood 

Free  Delivery 

and  Vicinity 

Oculist  Prescription  S Guild  Dispensing 

Service  Exclusively  s Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  ( 

f 1140  Spruce  Street 
) Boulder,  Colorado 


dijowdi^ 

Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark  A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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WONDERFUL,  OPPORTUNITY  FOR  A SURGEON: 

Doctor’s  office  for  rent  or  sale,  centrally  located, 
completely  equipped.  Four  rooms.  Air  conditioned. 
For  information,  contact  Mrs.  A.  D.  Waroshill,  110 
West  Second  Street,  Florence,  Colorado.  Phone 
784-6921.  3-1-1 


SMALL  PRIVATE  HOSPITAL  has  opening-  for  Emer- 
gency Room  Physician.  Ideal  location  for  older  or 
semi-retired  physician.  North  Las  Vegas  Hospital,  Inc., 
1401  E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada 
89031.  3-2-4 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING 
SUBURBIA?  FAVORABLE  LEASE?  The  Paramount 
Medical  Building  at  26th  and  Kipling  in  the  Wheat 
Ridge-Lakewood  area  is  the  answer.  This  fast  grow- 
ing community  of  high  income  families  offers  tre- 
mendous potentials  for  a new  doctor  just  starting, 
or  a general  practitioner  looking  for  ‘‘greener  pas- 
tures.” As  of  July  1st,  we  -will  have  available  two 
suites,  one  arranged  for  two  doctors  and  the  other 
for  one.  Ample  off-street  parking.  For  further  infor- 
mation write  or  call  Lee  W.  Doud,  10080  W.  27th 
Ave.,  Denver  80215.  Phone  237-1329.  3-5-3 


SPACE  AVAILABLE  in  new  Kipling  Village  Profes- 
sional Building  to  be  completed  July  1 at  26th  and 
Kipling  in  Lakewood,  Colo.  Specialists  wanted.  Will 
finish  to  suit  your  needs.  Call  237-2788.  3-6-3 


NORTHGLENN,  COLORADO— 1000  sq.  feet  available 
March  1,  1964,  in  new  Professional  building,  for 
specialist  or  G.P.  Population  over  10,000  presently 
being  served  by  one  G.P.  W.  J.  Plese,  D.D.S.,  681 
Badding  Drive,  Denver,  Colo.  80229.  Phone:  287-4823. 

3-3-1 


James  E.  Mogan,  c.l.u. 

Special  Agent 

NEW  YORK  LIFE  INSURANCE  COMPANY 


Specializing  in 
ESTATE 
PLANNING 
for  Physicians 


LIFE  INSURANCE  GROUP  INSURANCE 
ANNUITIES 

PENSION  PLANS  DISABILITY  INCOME 


WANTED:  Registered  laboratory  technician.  Modern, 
well  equipped  laboratory,  long  established  six  man 
medical  group.  University  town.  Reply  to  Box  2-3-3, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  2-3-3 


210  Guaranty  Bank  Building,  Denver 
Bus.  TA.  5-6281  Res.  SK.  7-2365 
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...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 

Office  and  Plant,  5512  Leetsdale  Drive  < 


Farm,  Brighton,  Colorado 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available;  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas 
sium  salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VIRGINIA 
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For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Mters,  m.d.,  Medical  Director 
Alan  Jacobson,  m.d..  Psychiatrist 
Henry  T.  Penlet,  m.d..  Psychiatrist 
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3^  Sw?lMraymi  Sa/m|)le^ 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOIMA  LINDA  FOODS 

RIVERSIDE.  CALIFORNIA  • M T.  VERNON,  OHIO 


Fibre-free 

HYPOALLERGENIC 

formula 

^Provides  balanced  nutritional  values. 

^An  excellent  formula  for  regular 
infant  feeding. 

^An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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Nevada  House  of  Delegates  Proceedings 


Medical  Manpower  Needs 
Postoperative  Care  of  Ileostomies 
Growtli  of  a Contraceptive  Clinic 
and  other  articles 


1 


Table  of  contents  page  2 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use_,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.  and  0.03  Gm. 

*Roseman,  E,:  Neurology  11:912,  1961.  33664 


PARKE-DAViS 

PARKr,  DAVIS  4 COMPANY.  CMlmt,  MitMgan  44244 
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For  that  extra  bit  of  knowledge  which  may  offer  you  the  key  to  a 
puzzling  diagnostic  or  therapeutic  problem  . . . 


S 


NEW! 


AUNDERS  PRACTICAL  "SPECIALIZED  ” VOLUMES 

Avery  — The  Lung  and  its  Disorders  in  Newborn  Infants 


This  is  Volume  I of  a new  monograph  series, 
“Major  Problems  in  Clinical  Pediatrics.”  Each 
volume  will  take  a significant  problem  facing 
pediatricians  today  and  exhaustively  delineate 
current  knowledge  about  the  disorder  and  how  it 
may  best  be  managed.  Other  volumes  scheduled 
in  addition  to  the  one  below  will  cover  Jaundice, 
Severe  Infections,  and  Hypoglycemias.  Consulting 
Editor  of  the  Series — Alexander  J.  Schaffer.  M.D. 

The  Lung  and  its  Disorders  in  Newborn 
Infants  exemplifies  the  entire  series.  Dr.  Avery  first 
draws  a superb  picture  of  the  significant  anatomic  and 
physiologic  aspects  of  fetal  and  neonatal  respiration. 
She  follows  this  with  clinical,  up-to-the-minute  assess- 


In  this  New  (Srd)  Edition  outstanding  specialists 
pinpoint  important  clues  to  diagnosis  and  effective 
treatment  for  those  diseases  and  conditions  of  a 
specialized  nature  that  are  often  encountered  by  the 
non-specialist.  You’ll  find  precise,  specific  information 
to  help  you  in  successful  management  of  patients  with 
diseases  of  the  bladder  and  kidney;  anorectal  diseases; 
ophthalmologic  disorders;  neuroses  and  psychoses;  etc. 
For  each  disorder  you’ll  find  information  on  normal 
anatomy,  physiology,  differential  diagnosis,  treatment, 
complications,  pathologic  physiology,  dietary  regimens, 
therapeutic  schedules,  etc.  Danger  points  are  carefully 
pointed  out — those  symptoms  and  findings  which 

NEW! 

Here  is  a stimulating  new  book  based  on  tbe  case-study 
method  of  instruction.  It  will  aid  you  greatly  in 
management  of  virtually  all  the  important  problems 
encountered  in  the  practice  of  obstetrics  and  gyne- 
cology. 60  problems  are  discussed,  ranging  from 
premenstrual  tension  to  Rh  isoimmunization.  Dr.  Stod- 
dard begins  each  discussion  with  a typical  case  history, 
describing  symptoms  and  signs,  results  of  the  physical 
examination  and  laboratory  tests,  type  of  treatment 
offered,  and  long-term  results.  Next  you’ll  find  a 
thoughtful  discussion  in  which  that  particular  type  of 
disorder  is  described  as  to  incidence,  pathology, 
prognosis,  etc.  Then  follows  a series  of  provocative 
questions  (the  type  a consultant  would  be  asked)  with 
sensible  answers  on  pathology,  type  of  treatment 


ment  of  respiratory  distress — in  disorders  ranging 
from  choanal  atresia  to  pulmonary  hemorrhage.  You’ll 
find  a wealth  of  practical,  well -illustrated  advice  on 
management  of  hyaline  membrane  disease,  on  differential 
diagnosis  of  the  various  respiratory  abnormalities,  on 
resuscitation  of  the  asphyxiated  newborn,  on  data  showing 
normal  lung  volumes  in  infants,  and  on  recognition  of 
both  normal  and  abnormal  chest  films.  Here  is  a complete, 
definitive  picture  in  one  single  source. 

By  Mary  Ellen  Avery,  A.B.,  M.D.,  Assistant  Professor  of  Pediat- 
rics, Johns  Hopkins  School  of  Medicine;  Pediatrician-in-charge, 
Newborn  Nurseries,  Johns  Hopkins  Hospital.  About  225  pages, 
6H"  X illustrated.  About  $7.50. 

Netv — Just  Ready! 

- The  Specialties  in  General  Practice 

demand  immediate  referral  for  special  management. 
For  this  New  {3rd)  Edition  there  are  new  contributors 
for  the  sections  on  Surgery,  Orthopedic  Trauma; 
Gynecology  and  Obstetrics;  Nose  and  Throat;  Larynx, 
Bronchi  and  Esophagus;  and  Otology.  In  addition, 
entirely  new  chapters  give  you  extra  help  on  using  the 
clinical  laboratory  more  effectively,  and  on  problems 
met  by  the  general  practitioner  in  industrial  medicine. 

By  15  Outstanding  Specialists.  Edited  by  Russell  L.  Cecil,  MD., 
Professor  of  Clinical  Medicine,  Emeritus,  Cornell  University  Medical 
College;  and  Howard  F.  Conn,  M.D.,  Editor,  Annual  Current 
Therapy  Volume.  About  832  pages,  7"  x iO'^,  with  about  247  illus- 
trations. About  $19.00. 

New  (Srd)  Edition — Ready  May! 


prescribed,  alternative  methods  of  treatment,  effective- 
ness of  therapy,  etc.  You’ll  welcome  the  advice  set 
forth  on  such  vital  disorders  as:  early  abortion;  cancer 
and  pregnancy;  dysmenorrhea;  adrenal  virilism;  car- 
cinoma in  situ  of  the  cervix;  toxemia  of  pregnancy; 
obstetrical  anesthesia  accident;  etc.  This  valuable  new 
book  will  help  you  screen  important  from  unimportant 
aspects  of  a case,  help  you  avoid  a stereotyped  approach 
to  management,  give  you  details  of  unusual  cases  you 
may  not  yet  have  encountered. 

By  F.  Jackson  Stoddard,  M.D.,  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  Marquette  University  School  of  Medicine,  Milwau- 
kee, Wisconsin.  312  pages,  6]/^"  x 9 illustrated.  About  $10.00. 

Neu^Just  Ready! 
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Stoddard  — Case  Studies  in  Obstetrics  and  Gynecology 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • we  1 1 -tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROU  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabohc  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 

l^mf/frop 

Winthrop  Laboratories,  New  York,  N.  Y. 


The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it's 


versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions  of 
patients  throughout  the  world— plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  [meprobamate).  This  is  why  it  "belongs 
in  every  practice.” 


dependable:  ‘Miltown’  [meprobamate)  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate)  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  gen- 
erally developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partic- 
ularly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM.ni4 


The  insomniac 


The  tense,  nervous  patient 


The  heart-disease  patient 


The  surgical  patient 


'he  girl  with  dermatosis 


Tension  headache 


The  woman  in  menopause 


Anxious  depression 


Premenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


cjCette  rS  to  tlie  (Editor 


Editor,  Rocky  Mountain  Medical  Journal 
Dear  Sir; 

I am  a 1961  graduate  of  the  Denver  General- 
Community  Rotating  Internship  and  am  now  on 
active  duty  with  the  U.  S.  Navy.  I read  with  great 
interest  the  article  in  the  January,  1964,  issue  of 
the  Journal  by  Dr.  Bernard  T.  Daniels  entitled 
“A  Suggested  New  Internship  Program.”  The  solo 
G.P.  today  must  be  either  a very  learned  or  a 
very  brave  man.  The  benefits  to  the  internship 
program  at  private  hospitals  (which  have  many 
general  practitioners  on  their  staffs)  is  noteworthy 
and  benefit  to  the  young  M.D.  who  could  work 
closely  with  these  men  is  immeasurable.  The  G.P. 
who  also  does  surgery  is  giving  way  to  the  surgeon 
who  also  does  general  practice  as  emphasized  by 
an  article  in  the  December  23,  1963,  AMA  News 
calling  for  more  such  qualified  men  to  serve  in 
rural  communities. 

A 1960  medical  school  graduate,  I am  about 
to  embark  on  a four-year  General  Surgery  Resi- 
dency, to  gain  the  necessary  training  in  the  field 
once  delegated  to  the  barbers  so  I may  earn  “full” 
staff  privileges  in  the  modern  day  hospital.  As 
Dr.  Daniels  intimates,  surgeons  are  probably  most 
guilty  of  using  the  straight  internship  to  feed 
their  residency  programs.  Thus  they  have  con- 
tributed considerably  to  development  of  inde- 
pendent systems  of  medicine  and  to  the  idea  that 
the  rotating  or  medical  intern  is  inadequately 
trained  and,  therefore,  a second  class  citizen.  How- 
ever, I do  not  believe  that  a straight  medicine 


internship,  modified  by  a period  with  a general 
practitioner  preceptor,  is  the  panacea  for  our 
present  dilemma,  either.  In  line  with  the  philos- 
ophy that  a family  physician  should  be  learned 
(rather  than  brave)  the  internship  must  include 
training  in  all  four  of  the  major  specialties  of 
medicine,  surgery,  OB-gyn  and  pediatrics.  These 
elements  are  contained  in  the  present  rotating 
internship. 

The  time  needed  for  a three-  or  four-month 
preceptorship  can  be  taken  most  properly  from 
each  of  these  four  specialties,  or  from  the  “Labora- 
tory Service”  (the  ultimate  in  redundancy  after 
medical  school)  or  from  the  medical  out-patient 
clinics  (resident’s  territory  anyway).  Whatever 
the  program  is,  the  concept  is  to  me  the  most 
progressive  new  idea  since  the  advent  of  group 
practice.  Those  of  us  who  are  recent  graduates  of 
an  internship  and  those  who  are  presently  ponder- 
ing the  future  can  appreciate  the  value  of  a pro- 
gram built  along  the  concepts  outlined  by  Dr. 
Daniels  and  will  applaud  such  a scheme  no  matter 
what  the  final  details  of  the  program. 

We  often  look  to  the  West  for  bold  new  con- 
cepts in  everything,  and  to  Colorado  which  has 
already  pioneered  in  the  community-rotating  in- 
ternship with  its  large  number  of  private  hos- 
pitals. With  the  present  special  situation  at  Denver 
General  Hospital,  Denver  and  Colorado  are  in  a 
good  position  to  lead  the  way  toward  providing 
the  medical  profession  and  the  people  with  the 
type  of  physicians  they  so  sorely  need  and  declare 
that  they  want — the  “good  old  Family  Doctor.” 

W.  Robert  Felix,  Jr.,  M.D. 


Mid-Central  States  Orthopaedic  Society 

May  7-9,  1964 — Continental  Denver,  Denver, 
Colorado. 

March  25-27,  1965— Velda  Rose  Motel,  Hot 
Springs,  Arkansas. 

Southwestern  Surgical  Congress 

This  meeting  will  be  held  at  the  Granada  Hotel 
in  San  Antonio,  Texas,  April  27-30,  1964.  Guest 
speakers  include  Dr.  Simeone,  Cleveland;  Dr. 
Curtis  Artz,  Galevston;  Dr.  Oscar  Hampton,  St. 
Louis;  Dr.  Dean  Warren,  Miami;  Dr.  James  Lewis, 
St.  Louis;  Dr.  Layman  Gray,  Louisville.  In  addi- 
tion, there  will  be  numerous  scientific  papers  and 
panel  discussions  each  day  of  the  meeting.  All 
physicians  are  cordially  invited.  Please  write  di- 
rectly to  the  Granada  Hotel  in  San  Antonio  for 
reservations. 


Western  Montana  Clinic  Foundation 
Cardiac  Dynamics — Selected  Topics 

Physicians  of  the  area  are  invited  to  a series 
of  lectures  on  recent  developments  in  cardiac 
physiology  as  it  applies  to  the  practicing  physician. 
These  developments  have  been  fundamental  in 
expanding  modern  diagnosis  and  treatment.  Talks 
will  be  supplemented  by  visual  aids,  outlines  and 
discussion  sessions. 

The  meetings  will  be  held  in  the  library  of 
St.  Patrick  Hospital  from  7. '45  to  9:30  p.m.  on  the 
five  Wednesday  evenings  of  April.  A registration 
fee  of  $5  is  payable  to  the  Western  Montana  Clinic 
Foundation. 

April  1.  The  nature  of  contractile  protein  (Dr. 
Diettert).  The  heart  as  a pump.  Coronary  blood 
flow  and  its  regulation  (Dr.  Braun). 

April  8.  Heart  sounds  and  other  precordial  vi- 
brations (Dr.  Braun).  Electrical  and  mechanical 
events  of  the  heart  cycle  (Dr.  Diettert). 

April  15.  Mechanisms  which  regulate  blood 
pressure  (Dr.  John  Gilson).  Mechanisms  which 
regulate  blood  volume  (Dr.  Robert  Davidson). 

April  22.  Cardiac  output  (Drs.  Braun  and 
Diettert). 

April  29.  Changes  in  cardiac  regulation  due  to 
physical  training  (Dr.  Braun). 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  1 12,  1450  Broadway,  New  York  18,  New  York. 


for  April,  1964 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 


The  federal  government  is  requiring  assurances 
from  sponsors  of  pending  future  Hill-Burton  hos- 
pital projects  that  there  will  be  no  racial  discrim- 
ination as  to  either  patients  or  physicians. 

Anthony  J.  Celebrezze,  Secretary  of  Health, 
Education  and  Welfare,  disclosed  the  new  policy 
in  testimony  before  the  House  Commerce  Com- 
mittee during  testimony  on  legislation  that  would 
enlarge  the  Hill-Burton  program  and  extend  it  for 
five  more  years. 

His  testimony  came  a week  after  a Supreme 
Court  decision  that  let  stand  an  anti-segregation 
order  against  two  Greensboro,  N.  C.,  hospitals. 

Following  the  action  by  the  Supreme  Court, 
Celebrezze  said,  “I  directed  that  the  following 
additional  steps  be  taken: 

“(1)  That  we  make  permanent  the  earlier  deci- 
sion to  approve  no  new  applications  under  the 
‘separate  but  equal’  provision  of  the  (Hill-Burton) 
law; 

“(2)  That  we  require  a nondiscrimination  as- 
surance in  admittance  from  those  pending  projects 
previously  approved  on  a ‘separate  but  equal’ 
basis; 

“(3)  That  we  seek  from  all  pending  projects 
an  assurance  that  there  will  be  no  discrimination 
on  the  basis  of  race,  creed,  or  color  in  granting 
staff  privileges;  and 

“(4)  That  the  application  forms  to  be  used 
hereafter  be  amended  to  require  of  all  applicants 
whose  application  has  not  been  finally  approved, 
a nondiscrimination  assurance  covering  staff  priv- 
ileges and  admissions,  and  that  ail  portions  and 
services  of  the  facilities  be  made  available  with- 
out discrimination  on  account  of  race,  creed  or 
color.” 

Celebrezze  also  said  that  consideration  was 
being  given  to  calling  a meeting  of  the  leaders 
in  organized  medicine,  in  the  hospital  and  related 
health  fields,  with  a view  toward  implementing 
non-discrimination  programs  voluntarily.  ‘‘I  would 
hope  that  such  a voluntary  program  would  en- 
compass not  only  Hill-Burton  hospital  facilities 
but  all  hospitals  in  the  United  States,”  he  said. 

The  Supreme  Court’s  “let  stand”  ruling  fore- 
shadowed a hospital  desegregation  drive  through- 
out the  south. 

A spokesman  for  the  National  Association  for 
the  Advancement  of  Colored  People  said  hospital 
desegregation  law  suits  were  planned  for  a num- 
ber of  other  southern  cities.  A spring  trial  already 
has  been  scheduled  on  a complaint  against  Grady 


Memorial  Hospital  in  Atlanta,  the  largest  public 
hospital  there.  Another  suit  involved  a hospital 
in  Newport  News,  Va. 

The  Supreme  Court  let  stand  a decision  handed 
down  Nov.  1,  1963,  by  the  Fourth  U.  S.  Circuit 
Court  of  Appeals  which  held  that  hospitals  built 
with  Hill-Burton  funds  could  not  practice  racial 
segregation  as  to  both  doctors  and  patients  despite 
the  “separate  but  equal”  provision  in  the  Hill- 
Burton  act  of  1946. 

The  Supreme  Court  issued  only  a brief  order, 
with  no  explanatory  opinion. 

Eleven  negro  doctors,  dentists  and  patients 
brought  suit  against  the  Wesley  Long  Community 
and  Moses  H.  Cone  Memorial  hospitals  in  Greens- 
boro federal  district  court  in  1962.  The  negro  liti- 
gants petitioned  for  an  anti-segregation  order  and 
for  elimination  of  the  “separate  but  equal”  provi- 
sion in  the  law. 

The  issue  was  whether  participation  by  the 
state  or  federal  government,  or  both,  brings  gov- 
ernment into  the  picture  sufficiently  to  invoke 
the  protection  to  individuals  guaranteed  in  the 
U.  S.  Constitution.  The  guarantee  of  “equal  protec- 
tion of  the  laws”  laid  down  in  the  14th  amend- 
ment, and  other  constitutional  rights,  may  be 
enforced  only  against  governments,  not  against 
private  individuals. 

The  district  court  at  Greensboro  dismissed  the 
suit  of  the  negroes  but  it  was  overruled  by  the 
circuit  court  of  appeals  which  held  that  the  degree 
of  state  and  federal  involvement  is  sufficient 
under  the  Hill-Burton  Program  to  bring  the  hos- 
pitals within  the  framework  of  constitutional 
requirements.  This  opinion  noted  that  the  United 
States  had  appropriated  more  than  $1.2  million 
to  Cone  Memorial  and  almost  $2  million  to  Wesley 
Long. 

“The  massive  use  of  public  funds  and  exten- 
sive state-federal  sharing  in  the  common  plan  are 
all  relevant  factors,”  the  circuit  court  said. 

At  the  time  the  suit  was  filed.  Cone  Memorial 
did  not  afford  Negro  doctors  and  dentists  staff 
privileges  and  admitted  only  a few  Negro  patients. 
Long  Hospital  was  completely  segregated.  Both 
are  non-profit  charitable  corporations  under  North 
Carolina  law. 

Later,  Cone  Hospital  announced  it  would  con- 
sider staff  applications  from  Negroes. 

W.  B.  SAUNDERS  COMPANY 

features  the  following  new  books  and  new  editions 
in  their  full  page  advertisement  appearing  elsewhere 
in  this  issue: 

■AVERY— -THE  LUNG  AND  ITS  DISORDERS  IN  NEWBORN 
INFANTS — New! — The  first  of  a projected  series  of  mono- 
graphs on  individual  fopics  in  Pediatrics.  Covers  all  aspects 
of  each  subject. 

• CECIL-CONN — THE  SPECIALTIES  IN  GENERAL  PRACTICE— 

New  (3rd)  Edition! — The  general  practitioner's  guide  to 
those  special  conditions  he  can  handle  himself. 

• STODDARD — CASE  STUDIES  IN  OBSTETRICS  AND  GYNECOL- 

OGY— -New! — Sixty  case  problems  give  you  a wealth  of 
medical  information.  A veritable  treasure-trove  of  practical, 
clinical  advice. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
lias  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


eMe-1969 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


why  does 
150  mg. 


do  more  than 
250  mg. 


tetracyclines? 


Because  it  has  up  to  S’/a  times  the  in  vitro  antibacterial  activity' .. .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /nv/Voactivity  with 
as  much  as  2 days’  extra  activity. 


® 


DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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in  maintenance  therapy... 

Arthralgen^ 

a working  analgesic  for  the  active  arthritic 


ARTHRALGEN® 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen ....  250  mg, 

Ascorbic  acid 

(Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated 
I analgesic  formulation  of  time- 
I tested  ingredients,  works  faster 
i to  free  the  arthritic  from  his 
i pain  without  salicylate  side 
I effects.  Since  its  analgesic 
components  require  no  chem- 
ical conversion  to  act  in  the 
body,  Arthraigen’s  pain  reliev- 
ing benefits  are  immediately 
available  to  provide  a smoother, 
more  rapid  obtundation  of  pain 
than  can  be  achieved  with 
many  true  salicylates. 

j 

j Arthralgen  is  especially  useful 
I for  the  prompt  relief  of  early 
morning  stiffness  and  pain  with 
less  risk  of  gastric  irritation. 


And  since  Arthralgen  contains 
no  sodium  it  is  safe  for  long- 
term use  in  arthritics  who  have 
other  conditions  which  neces- 
sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains; 


Salicylamide 250  mg. 

Acetaminophen ....  250  mg. 

Ascorbic  acid 

(Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formula- 
tion plus  prednisone  is  indica- 
ted for  patients  who  require 
steroids,  Prednisone  has  three 
advantages  over  cortisone,  hy- 
drocortisone, and  ACTH.  They 
are;  (1)  lack  of  sodium  reten- 
tion, (2)  absence  of  increased 
potassium  excretion,  and  (3)the 
unlikelihood  of  steroid-induced 
hypertension.*  Robins 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu, 
and  various  myalgias. 

DOSAGE;  One  or  two  tablets 
four  times  a day.  After  remission 
of  symptoms,  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  up- 
set, or  mild  salicylism  may  rarely 
occur.  Symptoms  of  hypercorti- 
coidism  dictate  reduction  of  dos- 
age of  Arthralgen-PR. 
PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hyper- 
sensitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or  Cushing's  disease),  overwhelm- 
ing spreading  (systemic)  infec- 
tion, or  predisposition  to  throm- 
bophlebitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomylitis,  vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 
SUPPLY:  Arthralgen  (white, 
scored)  and  Arthralgen-PR  (yel- 
low, scored)  tablets  are  available 
In  bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA 


In  theory,  allergy  works  like  this... 

It  is  generally  accepted  that  a complex  antigen-antibody  reaction  underlies  allergy. 
The  reaction  may  be  visualized  in  this  simplified  graphic  form : 


At  first  exposure  to  antigens 
(green)  specific  antibodies 
(yellow)  are  formed  chiefiy 
by  plasma  cells. 


Circulating  antibodies  in  the 
blood  stream  may  become  at- 
tached to  mast  cells  in  the  tissues. 


If  the  same  antigen  again  enters 
the  body  and  reacts  with  anti- 
bodies attached  to  cell  walls,  dis- 
turbances occur.  The  cell  disrupts 


. . . depositing  granules  con- 
taining bound  histamine  or 
histamine-like  substance  in 
intercellular  spaces. 


Calcium  ions  and  enzymes  act  on 
the  granules  breaking  the  bind- 
ing and  releasing  histamine  or 
histamine-like  substance. 


Theoretically,  this  liberated  hista- 
mine (purple)  acts  at  receptor  sites 
in  target  tissues  resulting  in  aller- 
gic manifestations. 


Antihistamine  (orange)  is  believed 
to  compete  with  histamine  at  the 
receptor  sites  in  target  tissues  — 
thus  counteracting  allergic  effects. 


in  allergy,  this  antihistamine  werks 

with  no  more 
sedation  than 
placebo* 

The  therapeutic  response  to  Dimetane  (brom- 
pheniramine maleate)  is  eloquent  proof  that  a 
potent  antihistamine  does  not  have  to  be  a sed- 
ative, too.  You  may  expect  unsurpassed  relief 
of  symptoms  promptly  in  most  types  of  allergy 
because  Dimetane  (brompheniramine  male- 
ate) works  with  a very  low  incidence  of  side 
effects.  Indeed,  as  shown  in  a double-blind 
crossover  study,  with  no  greater  incidence  of 
sedation  than  placebo.* 

*Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  261 :478,  1959. 

CONTINUOUS  ACTION  UP  TO  10-12  HOURS 

Dimetand  Extentabd 

(brompheniramine  maleate, 8mg,&12mg.) 

BRIEF  SUMMARY:  Indications:  Dimetane  (bromphenira- 
mine maleate)  is  a potent  antihistamine  effective  in  a 
wide  variety  of  allergic  states. 

Side  Effects:  Hypersensitivity  reactions,  including  skin 
rashes,  urticaria,  hypotension,  and  thrombocytopenia, 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  or  giddiness  may  be 
encountered.  Dryness  of  the  mouth  and  mydriasis 
have  been  reported  infrequently. 

Precautions:  Until  response  is  determined,  patient 
should  be  cautioned  against  engaging  in  mechanical 
operations  requiring  alertness. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 

ALSO  AVAILABLE : New  lower  strength  Dimetane  8 mg. 

Extentabs  (brompheniramine  maleate  8 mg.);  conven- 
tional tablets  (4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc.  in  2 cc.  vials). 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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The  discharged 


mental  patient . . . 
and  Thorazine^ 

brand  of  cklorprommine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  iciine,  n.s.:  Postgrad.  Med.  27:620  (May)  iseo. 


The  family  physician  must  often  assume  r^pon- 
sibiiity  for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,-  the  former  me-ntal 
patient— and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  SK&P)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” —with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a pat'ient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine,  SK&F')— -regardless  of  dosage-over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients*  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effecis:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  'include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  sgranidooytosis,  extrapyramida!  symptoms. 
Contraindications;  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  plesae  see  PDR  or 
available  literature. 

Smith  Klim  <fe  French  Laboratories 
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Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


I W 200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIEs/Crantwry.V.y. 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication,  'Soma' 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addictidn  is 
relatively  rare  and  easily  broken,  the  same  precautions  mu^  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vorhiiing. 
Constipation  and  miosis  are  possible  codeine  side  effects,  ^hduld 
symptoms  of  hypersensitivity  occur,  discontinue  mediciatiOn. 


Contraindications;  None  reported. 

Completp  product  Information  available  in  the  product  package, 
end  to  physicians  upon  request 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
order  form  required)  is  available  in  white,  lozenge-shaped  tab- 
lets; bottles  of  50. 
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The  bane  of  the  steroids,  new  and  old,  has  been  tha 
certain  undesirable  metabolic  effects  — including  sa  (jdi 
and  water  retention,  edema,  overstimulation  of  th  )ftis 
appetite,  excessive  weight  gain,  mood  swings - 
seemed  to  be  firmly  linked  to  the  primary  ant 
inflammatory  action.  For  arthritics  already  overweigh- 
or  with  cardiovascular  disease  complicated  by  edem? 
or  those  who  were  tense  and  anxious,  steroid  trea 
ment  could  aggravate  their  problems.  But  with  th 
advent  of  ARISTOCORT®  Triamcinolone,  many  c 
these  arthritics  became  “steroid-treatable.”  The  rej 
son;  Not  only  did  this  steroid  provide  gratifying  relief^''' 
of  inflammation  and  pain,  but  it  did  so  without  th 
penalty  of  overstimulation  of  the  appetite,  excessiv|i(lic 
weight  gain,  salt  and  water  retention,  edema,  an 
undesirable  euphoria.  Six  years  of  widespread  use  ha 
confirmed  these  benefits  for  other  arthritics  as  well  a 
those  formerly  untreatable. 
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ide  Effects:  Since  it  may,  under  some  circumstances, 
oduce  many  of  the  unwanted  effects  common  to  all 
/)rtisone-like  drugs,  discrimination  should  always  be 
tercised  in  administering  ARISTOCORT®  Triamcino- 
:ne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
prpura,  G.l.  ulceration,  increased  intracranial  pres- 
•ire  and  subcapsular  cataract.  Corticosteroids  gen- 
plly  may  mask  outward  signs  of  bacterial  or  viral 
ifections.  Catabolic  effects  to  watch  for  include 
l uscle  weakness  and  osteoporosis.  Weight  loss  may 
ccur  early  in  treatment  but  is  usually  self-limiting. 
ontraindications:  While  the  only  absolute  contra- 
tdications  are  tuberculosis,  herpes  simplex  and 
nicken  pox,  there  are  some  relative  contraindications 
fteptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

Why  not  consider  ARISTOCORT®  Triamcinolone  when 
you  are  contemplating  steroid  therapy?  Both  you  and 
your  patient  will  be  gratified  with  the  results. 

MAXIMUM  STEKOID  BENEFIT- MINIMUM  STEROID  PENALTY 

Aristpcorf 

Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


:1:DERLE  laboratories  • a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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One  Thing 
We  Know 


T IS  WRONG  for  Britain  to  sell  ten  thousand 
buses  to  communist  Cuba,  but  it  is  right  for 
the  United  States  to  sell  fifty  billion  bushels 
of  wheat  to  communist  Russia — in  fact  Amer- 
ica is  lending  Russia  the  money  to  buy  the 
wheat.  There  are  many 
things  about  government 
and  politics  we  do  not 
understand. 

However,  there  is  one 
thing  of  which  we  are  certain!  We  know  that 
the  actions  of  the  Congress  of  the  United 
States  depend  upon  pressures  exerted  upon 
its  members  by  their  constituents.  This  is  as 
it  should  be.  This  is  representative  govern- 
ment. The  congressman  is  elected  to  repre- 
sent his  area,  that  is,  to  carry  out  the  wishes 
of  the  people  of  his  district.  These  wishes  are 
conveyed  to  him  in  many  ways.  Active,  stren- 
uous effort  for  representation  is  pressure. 


It  is  a fact  of  government  and  politics  that 
pressure  molds  the  actions  of  our  representa- 
tives. As  an  example,  in  February  of  this 
year.  Senator  Ribicoff  of  Connecticut  spon- 
sored a proposal  which  would  insert  into  the 
Administration’s  tax  reform  bill  a measure 
for  tax  relief  for  expenses  of  education.  By 
this  proposal,  parents  could  claim  tax  credit 
against  financial  outlays  for  a part  of  each 
child’s  college  tuition,  fees,  and  books.  The 
proposal  has  the  advantage  of  giving  govern- 
ment aid  to  education  without  any  new  cost 
to  government;  no  new  bureaus,  offices,  em- 
ployees (and  incidental  political  patronage) 
would  be  required.  The  proposal  has  been 
before  Congress  for  many  years,  but  Senator 
Ribicoff  pushed  it  to  a serious  vote  for  the 
first  time,  in  cooperation  with  sixteen  co- 
sponsors of  both  parties  (including  Senator 
Dominick  of  Colorado).  However,  the  Senate 
succumbed  to  pressure  by  the  Administration 
and  defeated  the  proposal  48  to  45.  To  defeat 
it,  the  White  House  helped  to  line  up  a last 


minute  majority  that  included  some  of  the 
original  co-sponsors. 

The  Administration  favors  federal  aid  to 
education  through  grants,  scholarships,  and 
other  gifts,  and  it  opposed  the  Ribicoff  pro- 
posal because  it  would  result  in  a revenue 
loss  to  the  government.  The  Administration 
wants  to  give  back  tax  money  in  the  form 
of  federal  aid,  and  somehow  this  is  not  a 
monetary  loss  which  affects  the  balance  of 
the  national  budget — whoops,  we  are  back  to 
some  of  the  things  that  we  apparently  do 
not  understand  about  government.  However, 
again,  what  we  do  understand  is  that  Senator 
Ribicoff,  representing  Connecticut  and  its 
many  colleges,  was  defeated  by  the  Admin- 
istration with  its  own  plan  for  federal  aid 
to  education.  Paradoxically  a year  ago  the 
same  Mr.  Ribicoff  was  leader  and  spokesman 
for  this  latter  plan  of  the  same  Administra- 
tion, because  as  Secretary  of  H.E.W.  he  was 
responsive  to  the  wishes  and  pressures  of 
the  Administration. 

Our  Constitution  guarantees  us  govern- 
ment by  representation — but  on  the  predica- 
tion that  we  are  interested  enough  to  be 
represented.  We  have  the  responsibility  to 
keep  our  representatives  informed  of  our  de- 
sires— and  with  as  much  enthusiasm  as  we 
deem  necessary.  In  this  fast  changing  world, 
with  incredibly  rapid  communication,  we 
cannot  expect  our  legislator  to  know  our 
wishes  this  year  on  the  basis  of  what  we  told 
him  last  year  or  the  last  time  he  ran  for 
office.  More  simply,  if  we  are  interested  in 
certain  legislation  (and  our  congressman  acts 
on  over  400  bills  every  session)  we  must 
apply  more  pressure  than  those  who  oppose 
our  interests. 

As  citizens,  and  on  the  basis  of  our  experi- 
ence as  doctors,  we  are  opposed  to  the  King- 
Anderson  Bill.  If  we  wish  to  be  represented 
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in  our  form  of  government — the  best  yet  de- 
veloped by  man — we  have  the  clear  duty  to 
inform  our  legislators  that  we  are  opposed 
to  any  type  of  compulsory  health  care  for 
the  aged  through  the  social  security  mechan- 
ism. Be  a citizen!  Be  represented  in  your  gov- 
ernment! Write  your  Senator  or  Congress- 
man today! 

P.S.  There  will  be  those  pseudo-intelli- 
gentsia who  are  not  interested  in  “politics.” 
Write  two  letters! 
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.SEWHERE  IN  THIS  ISSUE,  there  appears  an 
article  (page  28)  which  describes  the  physi- 
cian’s responsibility  to  the  patient  in  manage- 
ment of  ileostomy.  When  the  copy  came  to 
our  Journal  office  it  was  accompanied  by 
an  interesting  letter  from 
its  author,  Dr.  Roy  L. 
McKittrick.  The  following 
paragraph  taken  from  the 
letter  points  up  one  of  sev- 
eral areas  in  which  a physician  is  inclined 
to  forget  details  of  instruction  which,  al- 
though minor  to  him,  are  of  greatest  im- 
portance to  the  patient: 


Instructions 
To  Patients 


While  speaking  with  a friend  who  runs  a sur- 
gical supply  firm  in  two  of  the  larger  cities  of 
Colorado,  he  stated  that  cities’  surgeons  should 
be  made  more  aware  of  the  postoperative  care  of 
ileostomies.  When  asked  to  elucidate,  he  stated 
that  he  had  had  two  patients  sent  directly  from 
a hospital  with  advice  to  find  a surgical  supply 
house  which  might  help  them.  Both  were  ex- 
tremely abject  and  discouraged,  trying  to  catch 
the  ileal  discharge  in  clothes  and  other  objects 
and  yet  maintain  their  dignity.  Fortunately  this 
individual  could  give  them  the  needed  help.  For 
this  the  patients  immediately  replied:  “Do  you 
know,  you  have  helped  me  more  in  15  minutes 
than  that  doctor  did  the  whole  time  I was  in  the 
hospital.”  I,  too,  have  seen  two  such  patients,  not 
my  own,  one  and  three  years  after  surgery  whose 
lives  were  miserable  from  lack  of  knowledgeable 
management  of  their  ileostomies. 

It  is  unfortunate  that  these  patients  are  be- 


holden to  a surgical  supply  house  manager  rather 
than  their  surgeons.  It  also  signifies  an  unaware- 
ness on  the  surgeons’  part  of  the  ever  potential 
problems  which  may  plague  the  life  of  an  ileostomy 
patient.  This  unawareness,  I am  sure,  is  due  to  a 
lack  of  dissemination  of  information. 

This  message  is  a poignant  reminder  of 
the  importance  of  the  art  of  medicine.  May 
it  never  become  a “lost  art”! 
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HE  Journal  invites  your  attention  to  the 
article  in  this  issue.  Medical  Manpower  Needs 
in  The  Four  State  Area  of  Idaho,  Montana, 
Nevada  and  Wyoming.  This  paper  was  writ- 
ten at  the  request  of  this  Journal  to  the  end 

that  the  doctors 
More  Medical  Schools  of  the  Rocky 
Needed  in  Rocky  Mountain  area 

Mountain  States  ^^y  be  informed 

of  important  cur- 
rent developments  in  medical  education  of 
this  region.  The  study  is  conducted  and  re- 
ported by  Dr.  James  Faulkner,  a distin- 
guished medical  educator,  and  is  unique  in 
that  it  represents  an  original  approach  to 
the  solution  of  provision  of  medical  school 
facilities  by  states  that  independently  are 
unable  to  support  such  institutions.  The  ap- 
proach of  regional  cooperation  of  these  states 
is  of  signal  importance  to  the  future  of  medi- 
cine in  this  area. 

Although  the  final  report  will  not  be  com- 
pleted until  this  summer,  some  tentative  con- 
clusions are  indicated.  At  completion,  it  is 
believed  that  the  “Faulkner  Report”  will  be 
a landmark  in  medical  progress.  It  is  impor- 
tant that  our  physicians  shall  receive  the 
information  developed  by  this  study  so  that 
they  may  assume  a position  of  leadership  in 
promotion  of  medical  education. 

Francis  A.  Barrett,  M.D.* 
Cheyenne 

•Editor,  Wyoming  section  of  the  Rocky  Mountain  Medical 
Journal. 


The  Red  Cross  idea  was  conceived  more  than  a century  ago  in  the  heart  and  mind 
of  one  man,  Henri  Dunant.  Today  the  movement  has  spread  to  88  national  societies 
that  have  an  active  membership  of  more  than  157,000,000  persons. 
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Medical  manpower  needs  in 
Idaho,  Montana,  Nevada  and  Wyoming 

James  M.  Faulkner,  M.D.,  Boston,  Massachusetts* 


Preliminary  report  on  analysis  of  the  need 
for  furthering  medical  education  in  those 
of  our  states  which  do  not  yet  have  a 
medical  school. 

The  Bayne-Jones  Report  of  1958  sounded  an 
alarm  to  the  nation  that  our  medical  schools 
were  not  graduating  enough  physicians  to 
keep  pace  with  the  anticipated  growth  of  the 
population.^  The  report  caused  particular 
concern  in  the  West  where  the  population 
was  growing  faster  than  in  the  nation  as  a 
whole  and  which  had  never  met  its  own 
needs  for  medical  education.  In  this  report 
the  belief  was  expressed  that  “it  would  not 
be  in  the  public  interest  for  the  number  of 
physicians  per  100,000  population  to  fall  be- 
low the  1955  ratio  of  132  per  100,000,”  a ratio 
which  had  remained  remarkably  constant  for 
30  years.  To  maintain  this  ratio  it  was  esti- 
mated that  the  annual  domestic  output  of 
physicians  would  have  to  increase  by  1,900 
by  the  year  1970.  It  was  pointed  out  that  700 
of  the  medical  school  places  required  to  pro- 
duce the  additional  doctors  might  be  filled  by 
students  transferring  from  new  two-year  pro- 
grams to  existing  four-year  schools  for  their 
last  two  years.  This  left  1,200  graduates  to 
be  produced  by  new  four-year  schools  (or 
the  equivalent  of  14  average-sized  medical 
schools) . 

In  the  West  as  a whole  the  doctor/popula- 
tion  ratio  was  above  the  national  average 

•Director,  Mountain  States  Medical  Education  Study,  Western 
Interstate  Commission  for  Higher  Education. 


with  a figure  of  137  per  100,000,  but  this  was 
due  entirely  to  the  high  concentration  of 
doctors  in  California  and  Colorado.  All  other 
western  states  were  below  the  national  aver- 
age. Arizona  with  95  and  New  Mexico  with 
78  doctors  per  100,000  were  faced  with  very 
substantial  projected  increases  in  population.^ 
These  two  states  have  faced  the  problem  by 
establishing  their  own  medical  schools.  New 
Mexico  will  open  its  two-year  school  in  Al- 
buquerque in  1964.  Arizona  has  appointed 
a Dean  and  will  probably  be  admitting  stu- 
dents to  a four-year  school  in  Tucson  by  1966. 
There  remained  in  the  mountain  region  four 
states  without  a medical  school  and  with  low 
doctor/population  levels,  namely,  Idaho  with 
88,  Montana  with  95,  Nevada  with  96  and 
Wyoming  with  81  doctors  per  100,000  popu- 
lation. 

Population  trends  suggested  that  admis- 
sions to  public  medical  schools  in  the  western 
states  might  be  preempted  to  an  increasing 
degree  by  in-state  residents.  Conversely,  op- 
portunities for  medical  education  open  to 
residents  of  states  without  medical  schools 
would  diminish. 

With  these  concerns  in  mind  a conference 
was  held  under  the  auspices  of  the  Western 
Interstate  Commission  for  Higher  Education 
in  Denver  in  January  1962,  attended  by  rep- 
resentatives of  the  Governors,  the  Universi- 
ties, and  the  State  Medical  Societies  of  Idaho, 
Montana,  Nevada  and  Wyoming.  At  this  con- 
ference it  was  agreed  to  look  for  a regional 
solution  to  the  problem,  and  it  was  voted  to 
request  WICHE  to  seek  funds  to  finance  such 


for  April,  1964 
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a study.  WICHE  accordingly  made  applica- 
tion to  the  Commonwealth  Fund  of  New  York 
which  made  a grant  to  support  it. 

The  study  has  been  carried  on  from 
WICHE  headquarters  in  Boulder,  Colorado, 
since  January  2,  1963,  under  the  direction  of 
the  author  and  with  the  invaluable  assistance 
of  many  individuals  and  groups.  I wish  to 
acknowledge  particularly  the  help  given  me 
by  a Regional  Doctors’  Committee  consisting 
of  Drs.  Alfred  M.  Popma  of  Boise,  Frank  L. 
McPhail  of  Great  Falls,  Fred  M.  Anderson  of 
Reno,  and  Francis  A.  Barrett  of  Cheyenne, 
each  of  whom  is  a WICHE  commissioner. 

In  the  course  of  the  study  a great  deal 
of  data  has  been  collected  on  the  health  re- 
sources and  the  economies  of  the  several 
states  with  particular  reference  to  medical 
manpower  and  opportunities  for  medical  edu- 
cation open  to  residents.  This  paper  will  be 
limited  to  an  evaluation  of  the  need  for  medi- 
cal education  in  the  four-state  area.  It  is 
expected  that  a full  report  will  be  completed 
by  July,  1964. 

The  needs  of  the  region  for  medical  edu- 
cation will  be  considered  under  two  separate 
headings,  (1)  the  number  of  physicians  to 
supply  service  to  the  population,  and  (2)  the 
availability  of  medical  education  at  all  levels, 
undergraduate,  graduate  and  postgraduate. 

Supply  of  physicians 

The  crude  doctor/population  ratio  for  the 
nation  is  useful  for  comparative  purposes  al- 
though it  does  not  necessarily  represent  an 
optimum  figure.  The  significance  of  this  ratio 
will  be  better  understood  if  we  consider  the 


factors  which  tend  to  increase  the  demand 
for  services  of  physicians  and  the  factors  that 
will  make  possible  the  provision  of  medical 
services  with  fewer  physicians. 

Factors  which  tend  to  increase  the  de- 
mand for  services  of  physicians  are  (1)  an 
increasing  urbanization  of  the  population, 
(2)  a rising  standard  of  living,  (3)  a rising 
educational  level,  (4)  an  increasing  health 
insurance  coverage,  (5)  an  increasing  per- 
centage of  aged  persons  and  (6)  an  increased 
public  awareness  of  the  benefits  of  modern 
medicine. 

Factors  which  tend  to  make  possible  the 
provision  of  medical  services  with  fewer  phy- 
sicians are  (1)  improved  highways  and  com- 
munication, (2)  concentration  of  patient  care 
in  the  office  and  in  the  hospital  rather  than 
in  the  home,  (3)  increasing  application  of 
principles  of  preventive  medicine  in  practice, 
(4)  better  organization  for  rendering  medical 
services,  and  (5)  more  effective  utilization  of 
auxiliary  health  personnel. 

On  balance  it  appears  reasonable  to  agree 
with  the  Bayne-Jones  Report  that  the  total 
demand  for  physicians’  services  will  require 
at  least  the  maintenance  of  the  present  doc- 
tor/population ratio  for  the  nation  at  large. 
The  ratio  of  132  doctors  per  100,000  population 
is  a gross  figure  including  doctors  who  have 
been  retired,  doctors  who  are  engaged  in  full 
time  research  or  administration,  interns  and 
residents,  and  members  of  the  armed  forces. 
If  we  limit  our  considerations  to  active,  non- 
federal  physicians  providing  direct  care  to 
patients  we  arrive  at  the  figure  listed  in 
Table  1.  The  table  indicates  that  even  in  this 
restricted  category  the  four-state  region  is 


TABLE  1 

Number  of  active,  non-jederal  physicians  (M.D.’s)  for  selected  locations 

and  years 

1950  1959  1963 


Number  Number  Number 

Location  Number  per  100,000  Number  per  100,000  Number  per  100,000 


Idaho 444  75.4  545  82.8  570  79.9 

Montana 542  91.7  598  89.7  613  86.7 

Nevada 178  111.3  264  94.6  307  83.4 

Wyoming 222  76.3  256  78.8  278  82.5 

Four-state  region 1,386  85.0  1,663  86.2  1,768  83.2 

Mountain  states 5,490  108.2  6,796  101.2  7,611  99.6 

United  States* 184,327  121.8  208,253  118.1  222,044  118.4 


•Continental.  In  order  to  show  the  trend  approximately  6,500  foreign  interns  and  residents  and  2,000  osteopaths  who  re- 
cently became  M.D.’s  were  excluded.  Neither  of  these  groups  had  been  included  in  the  previous  year’s  AMA  figures. 
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well  below  the  U.  S.  average.  The  significance 
of  this  low  ratio  is  not  so  clear.  Physician/ 
population  ratios  are  higher  in  urban  centers, 
and  to  a considerable  degree  the  low  physi- 
cian/population ratio  of  the  region  may  be 
attributed  to  its  predominantly  rural  char- 
acter. 

Most  of  the  physicians  practicing  in  the 
four-state  region  have  migrated  from  else- 
where. In  Montana  the  figure  is  75  per  cent,^ 
and  it  is  probably  of  roughly  the  same  magni- 
tude in  the  other  three  states.  Doctors  mi- 
grate to  locations  where  opportunities  for 
practice  and  living  conditions  are  good.  Hos- 
pitals, schools,  economic  conditions  and  cli- 
mate all  play  a role.  Easy  access  to  superb 
scenic  hunting  and  fishing  areas  have  lured 
many  physicians  to  settle  in  the  mountain 
states. 

Within  the  region  itself  there  has  been  a 
movement  of  population  away  from  the  rural 
areas  into  the  urban  centers.  This  has  been 
more  true  of  the  doctors  than  of  the  general 
population.  As  a result,  a few  rural  areas 
have  been  left  without  a doctor.  In  the  region 
as  a whole  88  per  cent  of  the  population  live 
within  25  miles  of  a physician. 

Each  of  the  four  states  has  within  its 
boundaries  one  or  more  medical  centers  with 


well-staffed  hospitals  equipped  to  furnish 
special  diagnostic  and  therapeutic  services 
for  a large  area.  However,  there  is  not  a 
single  active  internship  or  residency  program 
in  the  entire  area.  This  is  regrettable  because 
graduate  programs  in  the  hospitals  would 
bring  young  graduates  into  the  area,  many 
of  whom  would  remain.  Such  programs  would 
have  a stimulating  effect  on  the  entire  medi- 
cal community.  To  be  successful  they  would 
probably  have  to  be  sponsored  by  a medical 
school. 

Opportunity  for  medical  education 

The  number  of  students  from  the  region 
applying  to  medical  school  and  the  number 
entering  medical  school  in  1962-63  were  both 
well  below  the  U.  S.  ratios.  Applicants  from 
the  four  states  combined  were  6.5  per  100,000 
population  compared  to  8.3  for  the  U.  S.  The 
ratio  of  freshman  medical  students  was  3.5 
compared  to  4.6.  The  per  cent  of  applicants 
accepted  has  compared  favorably  to  the  U.  S. 
figures  in  recent  years. 

Table  2 shows  where  students  from  the 
four  states  have  been  going  for  their  medical 
education.  It  will  be  seen  that  the  vast  ma- 
jority who  attend  Western  schools  go  to  the 


TABLE  2 

Total  number  of  entering  medical  students,  1954-1962,  by  schools, 

selected  locations 


School 

Four-state 

region 

Idaho 

Montana 

Nevada 

Wyoming 

Utah 

California 

UCSF 

2 

1 

0 

0 

1 

1 

UCLA 

3 

3 

0 

0 

0 

1 

use 

7 

2 

1 

4 

0 

0 

Loma  Linda 

16 

6 

3 

6 

1 

3 

St.  U 

14 

2 

8 

2 

2 

1 

CCM* 

0 

0 

0 

0 

0 

1 

Colorado 

U.  Colorado 

44 

2 

6 

0 

36 

0 

Oregon 

U.  Oregon 

71 

43 

20 

6 

2 

1 

Utah 

U.  Utah 

41 

29 

6 

5 

1 

346 

Washington 

U.  Washington 

48 

22 

24 

1 

1 

0 



— 

■ 

— 

— 



Total  to  all  Western  schools 

246 

110 

68 

24 

44 

354 

Total  to  Colo.,  Ore.,  Utah,  or  Wash. 

schools 

204 

96 

56 

12 

40 

347 

Total  to  all  U.  S.  schools 

581 

216 

212 

45 

108 

463 

•Became  medical  school  in  1962.  Figures 

are  included 

for  that  year 

alone.  Source: 

American 

Medical  Association 

Journal. 

Annual  Education  Numbers. 
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adjacent  states  of  Washington,  Oregon,  Colo- 
rado or  Utah.  More  than  half  of  the  students 
go  outside  of  the  West  for  their  medical  edu- 
cation and  the  majority  of  these  attend  pri- 
vate schools.  (In  the  period  1948-1955,  48  per 
cent  of  students  entering  medical  school  from 
the  region  had  taken  their  premedical  work 
outside  of  their  home  state.) 

Table  3 shows  where  students  from  the 
four-state  region  settle  after  graduation  from 
medical  school.  A ten-year  period  was  chosen 
after  admission  to  allow  time  to  complete 
residency  training  and  military  service.  Pre- 
sumably the  vast  majority  of  these  individ- 
uals were  established  in  practice  at  the  end 
of  this  period.  The  data  are  based  on  279 
medical  students  who  as  entering  freshmen 
between  1948  and  1952  gave  Idaho,  Montana, 
Nevada  and  Wyoming  as  their  home  address. 
In  1962  177  of  these  were  located  in  the  West, 
157  were  located  outside  of  the  West  and 
only  73  came  back  to  the  four-state  region 
to  practice. 

These  figures  may  be  compared  to 
Weiskotten’s  findings  in  his  exhaustive  fol- 
low-up studies  on  over  25,000  medical  school 
graduates.^  The  data  he  collected  allowed  an 
evaluation  of  the  relative  importance  of  var- 
ious factors  influencing  location  of  practice. 
Table  4 taken  from  Weiskotten’s  report  indi- 
cates that  in  determining  where  a doctor 
settles  to  practice,  where  he  takes  his  resi- 
dency training  is  more  important  than  his 
prior  residence  or  where  he  took  his  intern- 
ship, and  all  of  these  factors  are  more  im- 
portant than  where  he  went  to  medical  school 
in  the  first  place. 

Weiskotten’s  observations  are  relevant  to 
the  problem  of  meeting  the  four-state  re- 


TABLE  4 

Factors  influencing  location  of  practice 


Percent  of  graduates  with 
residency  training  practicing 
in  same  state  as: 

Year  of  graduation 
1945  1950 

Residency  training  

58.8 

62.8 

Prior  residence  

54.6 

52.5 

Internship  

42.3 

47.5 

Medical  college  

42.4 

42.3 

gion’s  need  for  medical  education.  If  there 
is  a need  to  attract  more  young  doctors  to 
practice  in  the  area  the  provision  of  facilities 
for  undergraduate  medical  education  may 
not  be  enough.  Efforts  should  be  made  to 
establish  residency  programs  in  each  of  the 
states  under  the  aegis  of  a regional  medical 
school. 

The  Student  Exchange  Program  of 
WICHE  was  originally  designed  to  provide 
opportunity  for  education  in  the  health  pro- 
fessions for  residents  of  the  Western  states 
which  lacked  the  appropriate  professional 
schools.  It  gave  these  states  some  of  the  ad- 
vantages of  having  professional  schools  of 
their  own  at  nominal  expense.  In  the  medical 
program  the  sending  state  has  paid  $2,000  a 
year  to  the  receiving  medical  school  for  each 
student  accepted.  This  figure  was  accepted 
as  adequate  when  the  program  started  in  1953 
but  comes  far  from  meeting  the  costs  of  in- 
struction today.  The  Student  Exchange  Pro- 
gram did  not  create  any  new  places  in  the 
medical  schools  but  it  has  unquestionably 
made  more  places  available  to  the  participat- 
ing states.  Table  5 gives  the  10-year  totals 
of  freshman  medical  students  from  the  four- 
state  region  for  the  period  1953-62.  Although 
the  number  of  students  participating  in  the 


TABLE  3 

Location  of  practice  of  physicians  who,  as  students,  came  from  the  four  states 


Home  state 
during  1948-52 

Idaho 

Mon- 

tana 

Ne- 

vada 

Present  location  of  practice 
Ad-  Fed- 
dress  eral 

Wy-  four  un-  serv- 

oming  states  known  icesi 

(1962) 

Other 

loca- 

tions 

N.E. 

N.  Cen. 

s. 

West2 

Idaho 

98 

15 

2 

0 

0 

17 

0 

22 

59 

2 

13 

1 

60 

Montana 

....  109 

3 

37 

0 

1 

41 

0 

15 

53 

2 

17 

1 

74 

Nevada 

15 

0 

0 

2 

0 

2 

0 

2 

11 

0 

1 

2 

10 

Wyoming 

57 

1 

0 

0 

12 

13 

1 

9 

34 

4 

10 

0 

33 

Four  states 

...  279 

19 

39 

2 

13 

73 

1 

48 

157 

8 

41 

4 

177 

ilncludes  physicians  temporarily  in  foreign  countries. 

^Includes  Alaska  and  Hawaii. 

Sources:  1.  Association  of  American  Medical  Colleges,  special  project.  2.  American  Medical  Directory.  22nd  Edition  1963. 
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program  is  growing,  only  one-third  of  those 
eligible  are  enrolled  in  it  at  present.  It  is 
not  more  fully  utilized  partly  because  of 
severe  indentured  practice  requirements  in 
Idaho,  Nevada  and  Wyoming,  and  partly  be- 
cause of  insufficient  state  appropriations  in 
repeated  instances.  In  spite  of  serious  handi- 
caps the  Student  Exchange  Program  has  es- 
tablished important  precedents  for  interstate 
sharing  of  responsibility  for  higher  educa- 
tion. Its  future  role  in  medical  education  will 
be  limited  by  the  number  of  places  available 
to  out-of-state  students. 

TABLE  5 

Students  entering  medical  school  from  the 
four-state  region  1953-1962,  inclusive* 


Public  Private  WICHE 

State  of  Total  medical  medical  supported 

residence  students  schools  schools  students 


Idaho  278  147  131  50 

Montana  260  115  145  24 

Nevada  55  22  33  7 

Wyoming  133  60  73  47 


•Montana  and  Wyoming  have  participated  in  the  Student 
Exchange  Program  of  WICHE  since  1953.  Idaho  entered 
the  Program  in  Medicine  in  1959  and  Nevada  in  1960. 

As  population  of  the  West  grows  in  num- 
bers, density,  degree  of  urbanization  and 
industrialization  it  may  be  assumed  that  the 
state  supported  schools  will  be  saturated  with 
in-state  students  and  out-of-state  students 
will  encounter  increasing  difficulty  in  gain- 
ing admission.  These  factors  will  be  analyzed 
in  detail  in  the  complete  report. 


Postoperative 


Instruction  in  management  of  ileostomy — 
responsibility  of  the  surgeon. 

One  of  the  significant  advances  in  intestinal 
surgery  was  description  by  Brooke  of  England 
in  1952  of  his  method  of  ileostomy  construc- 
tion. Crile  and  Turnbull  contributed  the  re- 
finement of  mucosal  grafted  ileostomy.  These 


♦A  list  of  eleven  references  has  been  deleted  because  of  space 
limitations. 


Any  long  range  plans  for  medical  educa- 
tion in  the  region  should  include  the  graduate 
or  hospital  phase.  The  lack  of  any  graduate 
hospital  training  program  in  the  region  has 
been  pointed  out.  The  resources  for  such  pro- 
grams exist  in  each  of  the  four  states  and  we 
have  been  assured  there  would  be  strong  local 
support  on  the  part  of  the  medical  profession 
and  the  hospitals.  With  the  backing  of  a 
regional  medical  school  it  should  be  possible 
to  establish  residency  programs  which  would 
attract  young  doctors  into  the  area  to  prac- 
tice. Such  an  indigenous  school,  responsive 
to  the  needs  of  the  entire  region,  would  be 
expected  to  contribute  its  resources  also  to 
postgraduate  programs  of  medical  education 
throuhgout  the  area  in  conjunction  with  local 
medical  societies  and  hospitals.  The  medical 
school  ideally  suited  to  meet  the  total  needs 
of  the  region  would  be  one  equipped  to  pro- 
vide education  at  all  levels — undergraduate, 
graduate  and  postgraduate.  This  is  a goal 
which  may  not  be  realizable  within  the  near 
future.  Other  alternatives  will  be  fully  ex- 
plored in  the  complete  report.  • 
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care  of  ileostomies* 


Roy  L.  McKittrick,  M.D.,  Pueblo,  Colorado 

operative  innovations  provided  the  solution 
for  the  problem  of  “ileostomy  dysfunction,” 
a term  used  by  Warren  and  McKittrick  to 
describe  the  pathophysiology  of  small  bowel 
obstruction  at  the  level  of  the  ileostomy 
stoma.  Postoperative  care,  previously  strenu- 
ous and  time  consuming  for  both  patients  and 
medical  personnel,  was  simplified.  Ileostomy 
is  now  contemplated  and  managed  with  less 
misgivings,  and  it  is  used  more  frequently  and 
more  widely.  Bricker’s  report  in  1956  firmly 
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established  its  value  (ileal  bladder)  in  man- 
agement of  various  lower  urinary  tract  dis- 
orders. More  recently,  ileostomy  and  ileal 
bladder  are  being  employed  in  pediatric  in- 
testinal and  urologic  disorders. 

With  its  wider  application  in  benign  as 
well  as  cancerous  disease,  the  inherent  pit- 
falls  of  ileostomy  must  be  recognized  and 
corrected  as  they  arise,  if  patients  are  to 
approach  normal  living,  physically  as  well  as 
socially — especially  when  used  to  manage  be- 
nign disease  and  good  long  term  results  are 
anticipated.  It  is  essential  that  both  surgeon 
and  patient  understand  the  care  of  the  ile- 
ostomy. 

Immediately  postoperatively,  plastic  re- 
ceptables  such  as  the  Atlantic§  or  Bongort^f 
bags  may  be  used  until  the  reactive  stomal 
edema  has  subsided  sufficiently  to  allow  use 
of  more  permanent  equipment.  A permanent 
appliance  should  be  obtained  (preferably  two 
complete  sets)  and  the  patient  coached  in  its 
use  before  leaving  the  hospital.  The  diameter 
of  the  aperture  of  the  permanent  appliance 
should  be  about  one-eighth  inch  greater  than 
the  diameter  of  the  stoma.  At  three  months 
postoperative,  the  patient  should  be  re- 
measured because  the  ileal  stoma  will  have 
reached  its  final  size.  A closer  fitting  appli- 
ance may  be  necessary  to  reduce  the  area  of 
exposed  skin  at  the  periphery  of  the  stoma. 
Companies  whose  equipment  has  been  satis- 
factory to  patients  are  the  Marlent  and 
Torbott  companies.  They  supply  bags,  sol- 
vents, cements,  and  brand  name  karaya  gum 
powders. 

The  most  frequent,  and  ever  potential, 
problems  of  ileostomy  center  about  the  ileal 
stoma  and  are  associated  with  appliances 
which  must  be  worn.  These  problems  fall 
into  three  categories:  mechanical,  chemical 
and  dermatologic.  The  end  result  of  all  three, 
if  uncorrected,  is  obstruction  at  the  level  of 
the  stoma,  either  by  direct  misapplication 
of  the  appliance  or  periostomal  skin  condi- 
tions which  preclude  firm  anchorage  of  equip- 
ment. 

§Atlantic  Surgical  Company,  Inc.,  Rosedale  22,  Queens,  N.  Y. 
^United  Surgical  Supply  Company,  Portchester,  New  York. 
tMarlen  Manufacturing  and  Development  Company,  18407 
Kinsman  Avenue,  Cleveland,  Ohio. 

JThe  Torbot  Company,  170  Vine  Avenue,  Warwick,  R.  I. 


Mechanical  problems 

All  cement  on  appliances  should  be  re- 
moved daily  and  the  underlying  skin  bathed 
in  water.  This  is  best  Hone  before  breakfast 
since  there  is  less  ileal  discharge  after  the 
overnight  fast.  Though  various  manufactur- 
ers advertise  that  appliances  may  be  left 
longer  than  twenty-four  hours,  there  are  in- 
herent dangers  in  doing  so.  Appliances  inad- 
vertently positioned  against  the  stoma  and 
left  longer  than  twenty-four  hours  will  cause 
erosion,  swelling,  and  obstruction.  Erosion 
occurs  usually  on  the  underside  of  the  stoma, 
and  patients  should  therefore  be  instructed 
to  view  this  area  with  a hand  mirror  at  the 
time  of  bag  changes.  When  appliances  are 
worn  for  long  periods,  occasionally  a stoma 
will  be  cut  so  severely  as  to  produce  a skin 
level  fistula.  Belts  worn  too  tightly  will  cause 
the  appliance  to  produce  chronic  lacerations 
at  the  sides  of  the  stoma. 

Forceful  pulling  of  appliance  from  the 
skin  will  eventually  remove  the  cornified 
layer  of  skin  leaving  an  erythematous  weep- 
ing surface  to  which  an  appliance  cannot  be 
anchored.  It  is  important,  therefore,  that  ap- 
pliances be  removed  with  solvent.  Should 
skin  become  irritated,  as  is  likely  in  the 
immediate  postoperative  period,  the  wet  sur- 
face should  be  lightly  covered  with  karaya 
gum  powder,  over  which  cement  can  then 
be  applied.  The  reader  is  probably  already 
aware  that  karaya  gum  powder  is  the  basic 
ingredient  in  powders  used  for  anchoring 
false  teeth.  It  not  only  adheres  to,  but  in  this 
instance  protects,  moist  skin.  However,  it 
cannot  be  used  to  anchor  appliances. 

Patients  not  infrequently  have  hair  on 
the  abdominal  periostomal  skin.  It  is  im- 
material whether  this  be  shaved  regularly  or 
left  alone.  Forceful  pulling  of  appliances  in 
this  instance  will  irritate  hair  follicles,  pro- 
ducing folliculitis  and  eventually  superfi- 
cial abscesses  which  require  special  and  te- 
dious care  to  heal.  Removal  of  appliances 
with  solvents  is  of  paramount  importance  for 
these  patients. 

Occasionally  it  becomes  necessary  to 
place  the  ileal  stoma  in  an  area  of  previous 
scarring  on  the  right  side  of  abdomen.  Leak- 
age problems  under  the  bag,  due  to  uneven 
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skin  surface,  may  be  obviated  with  the  use 
of  foam  rubber  pads  made  by  the  Torbot 
company.!  Under  no  circumstances,  however, 
should  the  ileal  stoma  be  placed  in  the  vicin- 
ity of  an  old  incision  closed  with  buried 
metallic  sutures  because  pressure  of  the  ap- 
pliance will  lead  to  ulcerations  over  sutures. 

Chemical  problems 

The  majority  of  adhesive  cements  are  in- 
nocuous and  cause  few  reactions.  Solvents  in 
these  cements,  however,  may  lead  to  severe 
dermatitis.  Solvents  should  be  allowed  to 
evaporate  completely  from  applied  cement 
before  positioning  the  appliance.  Patients  in- 
tolerant to  solvents  will  complain  of  burning 
when  the  solvent  has  not  evaporated  from 
the  cement  before  attaching  the  appliance 
to  the  skin,  or  they  will  experience  redness 
and  burning  when  using  them  to  remove  ap- 
pliances. The  skin  should  therefore  be  imme- 
diately cleansed  with  a moist  cloth,  or  better 
still,  the  patient  should  enter  a tub  or  shower 
bath  to  wash  the  periostomal  skin. 

Dermatologic  problems 

Tincture  of  benzoin  is  harmless  but  tinc- 
ture of  benzoin  compound  is  to  be  condemned 
because  a chemical  dermatitis  will  invariably 
arise  with  repeated  use  of  it  for  attaching 
appliances  to  the  skin.  The  most  frequently 
encountered  dermatologic  problem,  however, 
is  superimposed  yeast  infection  upon  skin 
immediately  adjacent  to  the  stoma.  This  pre- 
sents a red  weepy  skin  which  itches.  My  co- 
statin Ointment®?  applied  directly  at  the  time 
of  bag  changes  is  effective  in  irradicating 
this. 

Allergy  to  rubber  appliances  is  occasion- 
ally seen  which  manifests  itself  as  a pseudo- 
membrane over  the  stoma  which  is  quite 
friable  and  bleeds  easily.  Plastic  appliances 
are  effective  in  handling  this  problem. 

§E.  R.  Squibb  Laboratories. 


Recommended  program 

The  regimen  recommended  for  patients 
with  ileostomy  is  as  follows: 

1.  On  arising  in  the  morning,  apply  a thin 
coat  of  cement  to  appliance  to  be  worn  that 
day  and  set  aside  for  the  solvent  to  evaporate. 

2.  Remove  present  appliance  from  skin 
with  solvent.  Solvent  may  be  applied  with 
an  eyedropper  or  cotton  swab  to  separate  the 
appliance  from  the  skin. 

3.  Proceed  with  daily  shower  or  tub  bath. 

4.  After  bathing  inspect  periostomal  skin 
(under  side  of  stoma  with  a hand  mirror)  to 
detect  any  points  of  irritation. 

5.  While  leaning  forward,  seated  or  stand- 
ing, to  prevent  ileal  discharge  from  soiling 
the  periostomal  skin,  apply  karaya  gum  pow- 
der and  blow  away  the  excess.  Powder  ad- 
hering to  the  stoma  is  harmless  and  may  be 
ignored. 

6.  Next,  apply  a thin  coat  of  cement  to 
the  periostomal  skin,  taking  care  not  to  touch 
the  stoma  and  carry  mucus  over  the  cemented 
area  and  destroy  its  adhesive  quality.  Allow 
a minute  or  two  for  the  solvent  to  evaporate 
from  this  cement. 

7.  Apply  the  previously  prepared  bag  to 
the  skin,  taking  care  again  not  to  touch  the 
cement  bearing  ring  to  the  stoma  for  mucus 
again  will  destroy  adhesiveness  of  the  ce- 
ment. The  previously  removed  appliance  may 
now  be  cleaned  at  the  patient’s  leisure. 

Summary 

Ileostomy  is  now  a frequently  used  and 
successful  procedure.  It  is  essential  that  both 
surgeon  and  patient  understand  its  manage- 
ment. The  most  frequent  problems  of  care 
of  the  ileostomy  are  discussed,  and  a detailed 
recommended  regimen  is  presented.  • 
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Acetohexamide,  a new  oral 
hypoglycemic  agent 

A preliminary  report  of  a clinical  trial 


Karl  E.  Sussman,  M.D.,  Thomas  Follingstad,  and  Robert  Benson,  Denver* 


Preliminary  study  of  a new  oral 
hypoglycemic  agent,  currently  on  trial 
in  the  United  States,  is  reported, 
including  discussion  of  methods  and 
standards  of  evaluation  of  such  drugs. 

The  use  of  the  oral  hypoglycemic  AGENTst  in 
the  treatment  of  diabetes  mellitus  undoubted- 
ly represents  a major  advance  in  medical 
therapy.  It  has  been  estimated  that  twenty 
per  cent  of  diabetic  patients  in  all  countries 
of  the  world  are  treated  with  these  com- 
pounds.^ Although  many  oral  hypoglycemic 
agents  have  been  developed,  only  three  drugs 
are  in  current  clinical  use  in  the  United 
States,  and  these  have  their  limitations.  Tol- 
butamide, having  the  least  toxicity,  is  effec- 
tive in  a limited  number  of  patients.  It  is 
generally  believed  that  Chlorpropamide  is 
more  potent  and  that  it  may  be  useful  in 
controlling  the  blood  sugar  of  a larger  num- 
ber of  patients.  However,  there  have  been  a 
few  reports  of  toxicity  to  the  liver,  particu- 
larly when  large  doses  of  the  drug  are  given. 
Phenformin  has  proved  helpful  in  some  dia- 
betics, but  the  precise  mode  of  action  is  un- 
known, and  a number  of  side  effects  have 
been  attributed  to  its  administration.  Consid- 

*Dr. Sussman  is  Assistant  Professor  of  Medicine  of  University 
of  Colorado  School  of  Medicine.  Mr.  Follingstad  and  Mr. 
Benson  are  medical  students  who  served  a summer  clinical 
research  fellowship  in  the  Division  of  Endocrinology.  The 
support  for  their  participation  in  this  study  was  provided  by 
the  Diabetes  Research  Foundation,  Denver,  and  the  United 
States  Public  Health  Service  Grant  MSRT-2R62. 
tProprietary  names  of  the  oral  hypoglycemic  agents  noted  in 
this  study  are  as  follows:  Tolbutamide — Orinase;  Chlorpropa- 
mide— Diabinese;  Phenformin  (Phenethylbiguanide) — DBI; 
Acetohexamide — Dymelor. 


erable  effort  is  being  made  to  find  a more 
potent  oral  hypoglycemic  agent  in  which  tox- 
icity and  side  effects  are  minimal.  Acetohexa- 
mide differs  from  Tolbutamide  and  Chlorpro- 
pamide in  that  an  acetyl  group  is  substituted 
in  the  para  position  on  the  phenyl  ring  and 
a cyclohexyl  ring  is  on  the  urea  moiety  (Fig. 
1).^  It  lowers  blood  sugar  by  acting  on  the 
beta  cells  of  the  pancreas  to  stimulate  release 
of  endogenous  insulin.  The  particular  ad- 
vantage that  this  agent  is  purported  to  have 
over  presently  used  oral  hypoglycemic  agents 
is  that  it  is  excreted  slowly  and  may  be 
administered  as  a single  daily  dose. 

This  report  will  deal  with  a preliminary 
evaluation  of  Acetohexamide,  with  particular 
regard  to  its  efficacy  in  controlling  diabetes 
as  compared  with  Tolbutamide.  The  purpose 
is  to  assess  the  usefulness  of  this  compound 
in  diabetic  control  of  patients  who  have  pre- 
viously failed  to  respond  to  Tolbutamide. 

Methods 

Twenty-four  patients  with  diabetes  melli- 
tus, aged  39  to  82,  were  studied  in  the  Metab- 
olism Clinic  of  the  University  of  Colorado 
Medical  Center.  The  duration  of  diabetes  ex- 
tended from  1 to  24  years.  Nineteen  patients 
had  proved  to  be  primary  or  secondary  fail- 
ures on  previous  Tolbutamide  therapy.  Three 
patients  were  placed  on  Acetohexamide  as 
an  initial  trial,  having  received  no  previous 
treatment  for  diabetes  mellitus.  In  addition, 
two  patients  with  particularly  mild  diabetes, 
who  had  been  controlled  on  insulin,  were 
started  on  Acetohexamide. 
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Fig.  1.  Chemical  formulae  of  oral  hypoglycemic 
agents. 


An  initial  dose  of  Acetohexamide  of  500 
mg.  was  adjusted  depending  upon  whether 
sufficient  control  was  obtained  or  whether 
any  signs  of  toxicity  were  manifest.  Although 
doses  as  high  as  2 gm.  have  been  administered 
previously,  in  this  study  no  attempt  was 
made  to  go  beyond  a dose  of  1.5  gm.  when 
diabetic  control  appeared  inadequate.  Stand- 
ards for  evaluating  diabetic  control  are  simi- 
lar to  those  employed  in  previously  reported 
studies  of  oral  hypoglycemic  agents.^  In  some 
patients,  when  control  could  not  be  achieved 
with  a single  daily  dose,  a second  dose  was 
administered  in  the  evening.  This,  however, 
did  not  appear  to  increase  the  number  of 
therapeutic  successes.  Because  of  the  small 
number  of  patients  included  in  this  study 
and  the  high  incidence  of  therapeutic  failures, 
it  was  elected  not  to  have  a trial  on  placebo 
therapy  at  this  time.  Duration  of  Acetohexa- 
mide therapy  ranges  from  15  to  245  days, 
with  the  majority  of  patients  being  treated 
for  approximately  120  days.  All  patients  were 
placed  upon  standard  diets  of  the  American 
Diabetes  Association,  directed  at  controlling 
their  dietary  carbohydrate  intake  and  at 
obtaining  their  ideal  weight.  It  must  be 
stated,  however,  that  this  was  generally  an 
obese  diabetic  population  in  whom  dietary 
adherence  was  not  entirely  successful. 


TABLE  1 

Study  of  twenty-four  patients  with  diabetes  mellitus  treated  with 

Acetohexamide. 

AGE  DISTEIBUTION  (YEARS) 

20-39  40-59  Over  60 


Number  of  Patients — Males 0 3 4 

Females 1 4 12 


DURATION  OF  DIABETES  (YEARS) 


0-1 

2-5  6-10  11-20 

Over  20 

Number  of  patients 

7 

9 4 3 

1 

DEGREE  OF 

CONTROL 

Number  of 
Patients 

Tolbutamide 

Failures 

Degree  of 

Control 

Blood  Glucose  Values  (mg/100  cc) 

Fasting  1 hr.  p.c.  2 hrs.  p.c. 

7 

5 

Good 

110 

150 

130 

2 

2 

Fair 

130 

180 

150 

10 

8 

Poor 

Values  greater  than  above 

5 

4 

Not  estimated 

Stopped  treatment  before  blood 

glucose  obtained 
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Blood  sugars  were  analyzed  by  the 
Somogi-Nelson  method,  using  the  autoana- 
lyzer. Blood  sugar  and  urinalysis  were  ob- 
tained at  each  visit  to  the  clinic.  In  addition, 
hematocrit,  white  blood  cell  count  and  differ- 
ential, bilirubin,  alkaline  phosphatase,  serum 
glutamic  oxalacetic  transaminase,  and  serum 
glutamic  pyruvic  transaminase  were  deter- 
mined at  intervals. 

Results 

Table  1 indicates  the  age  distribution  and 
duration  of  diabetes  mellitus  of  the  patients 
included  in  this  study.  It  may  be  noted  that, 
by  and  large,  an  older  age  group  was  selected 
for  trial  on  oral  hypoglycemic  therapy  and 
that  the  female  to  male  ratio  corresponds  to 
that  of  diabetes  in  the  general  population. 
Most  of  the  subjects  have  had  diabetes  for  a 
period  less  than  5 years  and  represent  a 
group  which  is  free  from  complications  which 
are  associated  with  diabetes  of  longer  dura- 
tion. 

The  degree  of  control  of  diabetes  mellitus 
achieved  with  Acetohexamide  is  indicated 
in  Table  1.  This  study  has  concerned  itself 
chiefly  with  the  response  to  Acetohexamide 
in  patients  who  had  previously  failed  to  be 
controlled  with  Tolbutamide.  Five  out  of 
these  nineteen  patients  showed  a good  to  ex- 
cellent response  to  Acetohexamide.  Ten  pa- 
tients manifested  fair  to  poor  control. 

Of  a total  of  twenty-four  patients  included 
in  this  study,  only  eight  patients  were  able 
to  continue  taking  Acetohexamide.  In  Table  2 
are  listed  the  various  reasons  for  discontinu- 
ing Acetohexamide.  Seven  patients  proved 
to  be  primary  and  secondary  therapeutic 
failures.  Three  patients  who  developed  mild 
hypoglycemic  reactions  discontinued  their 
medication  and  refused  to  continue  in  the 
study.  In  three  patients,  vague  abdominal 
pains  and  nausea  caused  a fair  amount  of 
discomfort  and  two  of  these  stopped  taking 
Acetohexamide.  Due  to  the  few  patients  in- 
cluded in  this  study,  and  because  of  the  rela- 
tively short  duration,  it  is  impossible  to  make 
any  final  judgment  concerning  the  toxic  ef- 
fects of  Acetohexamide.  Nevertheless,  no  ab- 
normalities were  noted  in  the  blood  count 
or  urinalysis.  In  one  patient  there  was  slight 


elevation  of  serum  bilirubin  which  could  not 
be  directly  attributed  to  the  sulfonylurea 
medication,  as  on  subsequent  determinations 
the  bilirubin  was  within  normal  limits  al- 
though medication  was  continued.  Otherwise, 
no  abnormalities  in  liver  function  tests  were 
noted.  There  were  no  evidences  of  allergic 
manifestations,  skin  rashes  or  frank  jaundice. 

TABLE  2 

Reasons  for  discontinuing  Acetohexamide 
therapy 

No.  of 
Patients 

Primary  failure  (poor  response  in  first 


four  weeks)  5 

Secondary  failure  (good  response  in 
first  four  weeks  but  subsequent 

failure)  2 

Hypoglycemia  3 

Gastrointestinal  intolerance  2 

Blurred  vision  1 

Dizziness  1 

Intercurrent  illness  (acute  thyroiditis)  1 

No  apparent  reason 1 


Discussion 

Substitution  of  an  oral  hypoglycemic 
agent  for  insulin  in  treatment  of  diabetes 
mellitus  is  obviously  more  convenient  and 
satisfying  to  the  patient.  The  so-called  ideal 
oral  agent  would  be  one  that  could  be  ad- 
ministered once  daily,  would  give  the  patient 
as  close  control  as  does  insulin  itself,  and 
would  not  be  associated  with  any  striking 
toxic  manifestations.  Whether  one  agent  is  to 
be  preferred  to  another  will  depend  partly 
on  the  degree  to  which  these  criteria  are  ful- 
filled. To  answer  the  question  whether  Aceto- 
hexamide is  more  potent  than  Tolbutamide, 
patients  who  failed  to  respond  to  previous 
Tolbutamide  therapy  were  selected  for  study. 

Acetohexamide  has  proved  to  be  of  limited 
value  in  that  five  of  nineteen  Tolbutamide 
failures  showed  excellent  to  good  control  on 
this  new  agent.  Field,  employing  a more  elab- 
orate study  using  placebo  therapy,  found  only 
one  patient  out  of  sixteen  who  responded  to 
Acetohexamide  after  having  previously  failed 
on  Tolbutamide.^  In  contrast,  Boshell  has 
reported  22  per  cent  success  rate  with  Aceto- 
hexamide in  a group  of  Tolbutamide  failures.® 
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In  the  present  study,  those  patients  who 
have  demonstrated  some  therapeutic  success 
with  Acetohexamide  are  now  being  placed  on 
Tolbutamide  or  placebo  therapy  for  compari- 
son. It  appears,  however,  that  in  selected  pa- 
tients who  have  failed  to  be  controlled  with 
Tolbutamide,  it  would  be  worthwhile  to.  try 
them  on  Acetohexamide  before  placing  them 
on  insulin.  They  should  be  well  motivated 
and  willing  to  follow  a diabetic  diet.  A trial 
of  one  to  two  weeks  is  sufficient  time  to 
evaluate  the  degree  of  diabetic  control  which 
can  be  achieved  with  Acetohexamide. 

Six  patients  of  the  nineteen  Tolbutamide 
failures  who  were  placed  on  Acetohexamide 
are  still  taking  the  medication.  Two  of  these 
patients  are  poorly  controlled  with  blood 
sugars  well  above  200  mg.  per  cent.  Both  of 
these  have  been  maintained  on  this  therapy, 
because  they  were  not  capable  of  being  placed 
on  insulin.  From  the  practical  standpoint,  as 
yet  it  has  not  been  shown  that  patients  who 
are  poorly  controlled  on  oral  hypoglycemic 
therapy  suffer  any  long-range  adverse  effects, 
as  long  as  they  are  maintained  free  from  keto- 
acidosis. Experience  with  insulin,  however, 
would  indicate  that  patients  in  whom  ade- 
quate control  is  not  achieved  are  more  likely 
to  develop  complications  associated  with 
long-standing  diabetes  mellitus.®  Marble  has 
indicated  that  the  standards  for  oral  hypo- 
glycemic therapy  which  he  and  his  group 
have  arbitrarily  chosen  for  good  and  fair  con- 
trol are  relatively  strict  as  compared  to  those 
commonly  used  for  patients  maintained  on 
insulin  therapy.®  He  feels  that  good  control 
should  be  insisted  upon  and  that  since  sig- 
nificant and  symptomatic  hypoglycemia  is 
relatively  rare  using  the  oral  hypoglycemic 
agents,  one  should  aim  for  more  normal  blood 
sugar  values.  In  the  older  age  patients,  who 
are  the  most  suitable  candidates  for  oral 
hypoglycemic  therapy,  one  is  led  to  speculate 
whether  these  standards  for  diabetic  control 
are  realistic.  It  has  been  well  documented 
that  the  glucose  tolerance  test  becomes  pro- 
gressively abnormal  with  advancing  age/  and 
it  remains  to  be  shown  whether  the  existence 


of  hyperglycemia  without  ketoacidosis  being 
present  really  presents  a significant  hazard 
to  this  group.  This  is  not  to  deny  the  benefits 
of  diabetic  control,  but  merely  poses  the  ques- 
tion whether  the  therapeutic  standards  should 
be  the  same  for  all  age  groups. 

The  incidence  of  side-effects  with  Aceto- 
hexamide therapy  has  been  significant  in  this 
study.  Three  patients  complained  of  nausea 
and  vague  gastrointestinal  distress.  Because 
the  agent  is  probably  more  potent  than  Tol- 
butamide, hypoglycemia  tended  to  occur 
more  frequently.  In  one  patient,  some  dizzi- 
ness and  dysequilibrium  was  noted  but  could 
not  be  further  characterized.  None  of  the  side- 
effects  were  particularly  serious,  and  in  no 
instance  was  the  patient  left  with  any  per- 
manent sequellae  as  a result  of  Acetohexa- 
mide therapy. 


Summary 

A new  oral  hypoglycemic  agent,  Aceto- 
hexamide, was  administered  to  twenty-four 
patients  with  diabetes  mellitus.  Nineteen  of 
these  subjects  were  failures  to  previous  Tol- 
butamide therapy.  Of  the  Tolbutamide  fail- 
ures, five  patients  achieved  excellent  to  good 
control  on  Acetohexamide.  As  Acetohexa- 
mide appears  to  be  more  potent  than  Tolbuta- 
mide, hypoglycemia  was  noted  more  fre- 
quently. There  is  an  increased  incidence  of 
vague  gastrointestinal  complaints  with  Aceto- 
hexamide.* • 

♦Acknowledgement:  The  Acetohexamide  used  in  this  study 
was  supplied  through  the  courtesy  of  Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Growth  of  a contraceptive  clinic* 


Acceptance  of  a pill 


Walter  J.  Grund,  M.D.,  Littleton,  Colorado 


The  purpose  of  this  report  is  to  review  the 
experience  of  a moderate-sized  Planned  Par- 
enthood Clinic  with  emphasis  on  acceptance 
of  a pill  in  comparison  to  other  chemical  and/ 
or  mechanical  means  previously  employed  for 
contraception.  Chemical  and  biologic  actions 
of  the  progestins  combined  with  an  estrogenic 
compound,  including  their  effectiveness  in 
preventing  ovulation,  are  well  known  to  all 
gynecologists  and  will  not  be  discussed  here. 

Policies  of  the  clinic  as  to 
methods  prescribed 

Medical  policies  of  the  Denver  Planned 
Parenthood  Clinic  are  under  supervision  of 
a Medical  Advisory  Committee  composed  of 
twenty-two  interested  physicians,  represent- 
ing a variety  of  specialties  from  private  and 
academic  practices.  One  of  these  physicians 
is  appointed  Medical  Director  and  devotes 
time  to  personal  supervision  of  the  clinics. 
Physicians  who  staff  the  clinics  are  chosen 
from  residents  in  obstetrics  and  gynecology 
from  several  Denver  hospitals. 

Patients  who  enter  the  clinic  for  contra- 
ceptive advice  and  supplies  are  charged  on 
a sliding  scale  according  to  monthly  income 
and  number  of  children  in  the  family  unit. 
On  each,  a complete  pelvic  examination,  in- 
cluding a Papanicolaou  smear,  is  performed 

•Presented  before  the  Central  Association  of  Obstetricians  and 
Gynecologists,  September  13,  1963.  Dr.  Grund  was  formerly 
Chairman,  Medical  Advisory  Committee,  Denver  Chapter 
Planned  Parenthood  Clinic.  Clinical  Instructor,  Obstetrics 
and  Gynecology,  University  of  Colorado  School  of  Medicine, 
Denver. 

tEnovid®  is  manufactured  by  G.  D.  Searle  and  Co. 


and  the  recommended  method  is  prescribed, 
acknowledging  the  wishes  of  the  patient  if 
possible.  Indigent  patients  are  given  supplies 
free  of  charge  except  for  the  pills. 

When  5 mg.  Enovid®  (Norethynodrel  with 
Ethynlestrodiol  3-Methyl  Ether)  t first  be- 
came available  in  October,  1960,  it  was  the 
decision  of  the  Medical  Advisory  Committee 
that  all  patients  desiring  the  pills  should  be 
charged  at  least  their  cost  to  Planned  Parent- 
hood. In  order  to  obviate  competition  with 
private  practitioners,  the  fee  scale  was  al- 
tered upward.  All  persons  whose  income  ex- 
ceed $100  a week  are  asked  to  see  their  pri- 
vate doctor  for  birth  control  help  unless  the 
doctor  refuses  the  service.  If  the  patient’s 
family  has  an  income  of  over  $100  a week 
and  she  has  no  physician,  referral  is  sug- 
gested, giving  the  names  of  three  gynecolo- 
gists in  rotation  from  a list  of  physicians. 

Patients  who  are  placed  on  oral  contra- 
ceptive are  sold  a two-month  supply  and 
must  return  for  an  interview  at  the  end  of 
the  two-month  period.  The  questionnaire 
shown  in  Fig.  1 is  then  filled  out  by  the 
clinician.  If  complaints  warrant  it,  or  if  my- 
omas had  been  palpated  on  the  first  visit, 
pelvic  examination  is  repeated.  Complete  per- 
sonal follow-up  by  a Planned  Parenthood 
nurse  is  attempted  if  the  patient  does  not 
return.  Thereafter  the  patient  returns  for 
regular  examinations  every  six  months.  She 
is  never  given  more  than  a four-month  sup- 
ply at  one  time,  so  that  constant  contact  is 
maintained. 
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NAME Case  No. 


CHECK  APPROPRIATE  SQUARE 

Symptoms 2 mos.  6 mos.  I year  18  mos,  24  mos. 


Date 

Breakthrough  bleeding 

Nausea 

Vomiting 

Breast  Soreness 

Loss  of  Libido 

Increased  Libido 

Decrease  in  menstrual 
flow 

Weight  Gain 

Decrease  in  pre- 
menstrual tension 
& menstrual  dis- 
comfort 

Increase  in  size  of 

Myomas,  cysts,  etc. 

Comments: 


Fig.  1.  Questionnaire  to  he  filled  out  by  clinician 
at  end  of  two  months  on  oral  contraceptive. 

Methods  and  materials 

Experience  of  the  clinic  for  1959  and  1960 
is  compared  with  that  of  1961-62.  Since  the 
pill  did  not  become  available  until  October, 
1960,  and  only  ten  patients  were  placed  on 
it  that  year,  the  comparison  is  a valid  one. 
Charts  of  550  patients  using  oral  contracep- 
tives were  reviewed  in  detail  and  side  effects 
recorded.  The  graph  (Fig.  2)  illustrates  the 
patient  load  in  these  four  years,  charted  in 
terms  of  new  patients  and  total  patient  visits. 
It  has  been  necessary  to  add  two  additional 
weekly  clinics  and  two  more  physicians  dur- 
ing this  latter  period  to  handle  the  increased 
patient  load.  Because  more  strict  follow-up 


of  those  taking  oral  contraceptives  is  neces- 
sary, total  patient  visits  have  increased  at 
a faster  rate  than  new  patients. 


r > TOtAi  MTICNI  WIilTS 
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Fig.  2.  Patient  load  over  period  of  four  years. 

In  Table  I are  listed  the  methods  of  contra- 
ception chosen  by  new  patients  or  prescribed 
by  the  staff  doctor.  The  phenomenal  demand 
for  oral  contraceptive  and  concomitant  de- 
crease in  use  of  the  diaphragm  and  jelly 
method  is  striking.  A significant  increase  in 
the  use  of  a vaginal  foam  is  apparent  in  1961; 
however,  in  1962  70  per  cent  of  new  patients 
were  placed  on  the  pills.  Enovid®  was  used 
exclusively  as  the  oral  contraceptive  until 
November,  1962,  when  a study  was  under- 
taken employing  norethindrone  in  a dosage 
of  2 mg.  combined  with  ethynyl  esrtodiol  0.06 
mg.  Some  of  the  patients  on  the  latter  drugs 
are  included  in  the  study,  no  attempt  being 
made  to  separate  these  patients  from  those 
on  Enovid®. 

Table  2 is  a survey  of  patients  who  aban- 
doned the  prescribed  oral  contraceptives,  and 
the  reasons  given.  It  is  noted  that  479  patients, 


TABLE  1 

Methods  of  contraception  chosen  hy  new  patients. 

1959  I960  1961  1962  Totals 


Oral  contraceptive 0 10  666  1310  1986 

Diaphragm  and  jelly 695  753  419  222  2089 

Aerosol  foam 6 156  629  282  1073 

Jel  or  creme  alone 210  200  69  58  537 

Rhythm 0 0 2 5 7 


911  1119  1785  1877  5692 

Source:  Denver  Chapter  Planned  Parenthood  Clinic. 
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Table  2 

Number  of  patients  who  abandoned  oral  contraceptives  and  reasons 


Less  than 

2 months 

3-6  months 

7-12  months 

more  than 

12  months 

Nausea 

16 

8 

2 

0 

Breakthrough 

2 

1 

0 

0 

Fibroids 

0 

0 

1 

0 

Preferred  other  method 

11 

15 

9 

6 

Other  reasons  (sterilization,  cost,  adverse 

38 

54 

56 

30 

publicity,  depression,  etc.) 

No  reason  given 

412 

195 

113 

47 







— 

Totals 

479 

273 

181 

83 

Source:  Denver  Chapter  Planned  Parenthood  Clinic. 


or  47  per  cent,  dropping  the  method,  did  so 
by  the  end  of  two  months.  In  77  per  cent  of 
cases  no  reason  could  be  ascertained.  Over 
36  per  cent  of  patients  started  on  the  oral 
contraceptives  have  dropped  the  method. 
However,  most  of  the  women  listed  under 
“no  reason  given”  are  persons  who  could  not 
be  located.  They  are  therefore  truly  delin- 
quent, and  the  statistics  reflect  the  high  mo- 
bility of  our  clinic  population.  The  per  cent 
of  drop-outs  compares  favorably  with  other 
reported  series.^ 

Oral  contraceptives  have  been  prescribed 
for  2,796  patients  during  the  27-month  period. 
Analysis  of  550  random  charts  revealed  side 
effects  listed  in  Table  3.  These  women  are 
captive  patients,  for  if  they  do  not  return  for 
periodic  examinations,  they  cannot  obtain 
their  pills.  There  have  been  no  pregnancies 
reported. 

TABLE  3 

Side  effects  of  oral  contraceptives 
Analysis  of  charts  of  550  patients  at  two-month 
examination 

Slight  Significant* 


Breakthrough  144  1 

Nausea  and  vomiting  142  1 

Change  of  libido 50  0 

Myoma  1 0 

Weight  gain  120  0 

Decrease  in  premenstrual 
tension  and  menstrual 

discomfort  80  0 

Thrombophlebitis  0 0 


•Enough  to  cause  drop-out. 

Source;  Denver  Chapter  Planned  Parenthood  Clinic. 

Discussion 

It  is  not  the  purpose  of  this  paper  to  extol 
the  efficacy  of  the  oral  contraceptives,  but 


to  illustrate  the  impact  of  their  use  on  a 
Planned  Parenthood  Clinic  population.  In 
some  patients  these  drugs  are  potentially 
dangerous.^  Certainly  they  can  produce  any 
side  effect  associated  with  endocrine  changes 
of  pregnancy. 

Patients  who  remain  on  the  pills  longer 
than  six  months  are  enthusiastic  about  con- 
tinuing their  use.  The  most  indigent  among 
them  will  save  the  necessary  money  from 
their  cigarette  or  coke  allowance,  or  even 
from  the  food  budget.  No  pregnancies  have 
occurred  in  our  patients  on  the  oral  method 
during  the  period  included  in  the  study.  Part 
of  the  credit  for  phenomenal  growth  of  the 
clinic  must  be  attributed  to  increased  work 
and  enthusiasm  of  those  interested  in  and 
working  for  the  organization,  and  to  more 
favorable  publicity  for  the  population  control 
movement.  However,  the  major  credit  must 
go  to  the  nature  and  surety  of  the  contracep- 
tive available  in  the  clinic. 

Conclusion 

Review  of  the  experience  of  a Planned 
Parenthood  Clinic  over  a four-year  period 
has  been  presented.  During  1959-1962,  new 
patient  load  has  more  than  doubled.  Oral 
contraceptives  are  primarily  responsible  for 
the  increase  in  size  of  the  clinic.  • 
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Tyropanoate  sodium* 

A new  oral  cholecysto graphic  medium 

Jack  J.  Davis,  M.D.,  Salt  Lake  City,  Utah 


W ith  laboratory  data  as  background,  it  is 
the  purpose  of  this  paper  to  present  some 
of  the  clinical  characteristics  of  the  new 
oral  cholecystographic  medium  tyropanoate 
sodium. 


Use  of  oral  cholecystographic  media  is  well 
established  in  elucidating  gallbladder  disease. 
However,  even  with  selection  of  contrast 
raedia  now  available  there  are  certain  addi- 
tional features  to  be  desired.  It  is  known 
that  numerous  aromatic  amino  compounds 
are  detoxified  in  vivo  by  acetylation  and 
that  introduction  of  acetylamino  groups  into 
the  aromatic  rings  of  contrast  media  de- 
creases their  toxicity.^  With  this  in  mind 
Ackerman^  synthesized  a butyryl  derivative 
of  iopanoic  acid  which  was  found  significant- 
ly less  toxic  in  the  cat  than  iopanoic  acid 
or  bunamiodyl  and  yet  maintained  a level 
of  cholecytographic  visualization  equal  to  or 
better  than  either  of  the  latter.^  This  new 
compound  is  tyropanoate  sodiumt  for  which 
the  chemical  designation  is  sodium  2-(3-bu- 
tyramido-2,4,6-triiodobenzyl)  butanoate : 


CH,-CII-«X)Na  CH,-CH-COOH 

2 , 

CH  CII  CH-CH, 

2 3 A J 

Tvrotaanoate  Sodlun  Iopanoic  Acid 

It  is  soluble  in  water  to  14.7  per  cent  and 
contains  57.4  per  cent  iodine  compared  to 
iopanoic  acid  which  contains  66.68  per  cent. 
Both  tyropanoate  and  iopanoic  acid,  to  which 
it  is  related,  are  saturated  compounds,  where- 

‘From  the  Department  of  Radiology,  Salt  Lake  Clinic,  Salt 
Lake  City. 

tBilopaque  sodium,  brand  of  tyropanoate  sodium,  Winthrop 
Laboratories,  N.  Y. 


as  bunamiodyl,  although  similar  in  structure 
to  tyropanoate  sodium,  is  an  unsaturated 
compound. 

Laboratory  studies  indicated  that  dosages 
employed  in  rats,  dogs,  and  monkeys  up  to 
15  times  the  expected  human  dose  were  tol- 
erated without  untoward  effects.'*  Evaluation 
of  these  animals  included  liver  and  kidney 
function  tests  and  postmortem  tissue  studies. 
Hematologic  studies  and  urinalyses  revealed 
no  abnormalities.  Toxicity  data  established 
the  intravenous  LD-50  in  mice  to  be  720 
mg/kg  compared  with  418  mg/kg  for  bunami- 
odyl. 

Human  biochemical  studies*  showed  that 
following  oral  ingestion  of  4.5  grams  of  tyro- 
panoate sodium  a peak  serum  iodine  level 
ranging  from  330  to  460  mg  per  liter  was 
reached  in  from  one  to  four  hours  in  different 
patients.  It  was  also  determined  that  approxi- 
mately 50  per  cent  of  tyropanoate  sodium  is 
excreted  in  the  urine  and  50  per  cent  in  the 
feces.  It  has  been  inferred*^  *®  that  a prefer- 
ential route  of  excretion  by  the  kidney  might 
be  responsible  for  the  toxic  renal  effects 
reported  with  bunamiodyl.*®  **^  However,  con- 
trary to  the  frequently  quoted  figure  of  70 
per  cent,  a dose  of  bunamiodyl  in  man  is 
actually  excreted  only  25  per  cent  via  the 
kidney,®  the  former  figure  being  for  dogs.*' 
Since  iopanoic  acid  is  excreted  in  a similar 
amount  (37.5  per  cent)  by  the  kidney  in 
humans,*  and  has  not  shown  the  same  tend- 
ency to  cause  renal  failure,  the  relationship 
between  route  of  excretion  and  toxicity 
would  not  seem  to  be  established.  (The  two 
cases  of  renal  insufficiency  after  iopanoic 
acid  reported  in  1959**  had  both  received  an- 
other contrast  agent  just  before,  bunamiodyl 


for  April,  1964 


35 


in  one  instance.)  It  is  possible  that  a differ- 
ence in  chemical  configuration  may  be  an 
influence  in  this  respect. 

The  effect  of  tyropanoate  sodium  on  pro- 
tein-bound iodine  levels  was  studied  in  five 
patients;^  in  four,  levels  returned  to  normal 
after  10  weeks,  in  the  fifth  after  approxi- 
mately 18  weeks.  Studies  of  blood  urea  nitro- 
gen were  conducted  by  several  investigators 
in  a total  of  108  patients,'*  all  of  whom  re- 
ceived a standard  dose  of  tyropanoate  sodium 
(4.5  grams),  except  16  who  received  a double 
dose;  the  day  before  and  the  day  following 
cholecystography  all  studies  were  normal. 

Material  and  methods 

A nine-month  study  of  tyropanoate  sodi- 
um was  conducted  at  the  Department  of 
Radiology  of  the  Salt  Lake  Clinic  with  317 
unselected  outpatients  who  received  340  cho- 
lecystographic  examinations.  There  were  al- 
most two  times  as  many  females  (207)  as 
males  (110)  with  ages  for  the  group  ranging 
from  13  to  84. 

Patients  were  given  a 4.5  gram  dose  of 
tyropanoate  sodium  in  six  capsules,  0.75  gram 
each.  If  nonvisualization  of  gallbladder  had 
been  the  result  in  examinations  elsewhere, 
initial  dose  was  6.75  grams  (nine  capsules). 
Twenty  patients  whose  gallbladder  shadow 
was  equivocal  or  absent  in  the  initial  roent- 
genograms were  given  repeat  doses  of  4.5 
grams,  while  two  were  given  9 grams.  Pa- 
tients were  told  to  take  the  capsules  following 
supper  of  usual  selection  at  about  6:00  p.m. 
or  approximately  15  hours  before  the  exam- 
ination was  scheduled.  In  order  to  evaluate 
the  side  effects  of  tyropanoate  sodium,  ca- 
tharsis was  avoided  in  all  but  33  patients 
for  whom  barium  enemas  were  planned  on 
the  same  day  as  cholecystography.  Upon  ar- 
rival in  the  x-ray  department,  each  patient 
was  asked  if  he  had  taken  the  capsules,  at 
what  hour,  and  if  any  symptoms  followed 
ingestion. 

After  appropriate  roentgenograms  were 
made,  a fatty  meal  was  given  to  the  patients 
whose  cholecystograms  had  shown  good  gall- 
bladder shadows.  With  the  primary  aim  being 
to  obtain  visualization  of  the  bile  ducts,  ex- 
posures were  made  at  10,  20,  or  30-minute 

36 


intervals  following  administration  of  a cho- 
lecystagogue,  in  most  instances  neocholex. 
Films  taken  prior  to  fatty  meal  were  evalu- 
ated as  excellent,  good,  fair,  or  poor  on  the 
basis  of  criteria  propounded  by  Hoppe  as 
quoted  by  Everett  and  Rigler.®  Evaluation  of 
films  following  fatty  meal  for  visualization 
of  ducts  were  based  on  the  following  criteria: 

Excellent:  Cystic  and  common  bile  ducts  seen 
in  good  intensity.  Some  opaque 
medium  also  usually  visible  in  the 
descending  portion  of  the  duode- 
num. 

Good;  Cystic  and  common  bile  ducts 
definitely  but  somewhat  dimly 
made  out. 

Fair:  Cystic  duct  only  seen,  usually  in- 

cluding outline  of  valves  of  Heister 
and  occasionally  faint  demonstra- 
tion of  common  bile  duct. 

Poor:  Cystic  duct  seen  faintly  with  ques- 

tionable, if  any,  visualization  of 
common  bile  duct. 

Results 

From  the  cholecystograms  obtained  in  this 
series,  diagnoses  shown  in  Table  1 were  made. 
Findings  for  269  of  the  317  patients  examined 
were  regarded  within  normal  limits.  Roent- 
genograms of  36  patients  contained  definite 
cholecystographic  evidence  of  disease  with 
gallstones  being  demonstrated  in  22. 

TABLE  1 

Cholecystographic  diagnosis 

No.  of 
Patients 


Within  normal  limits  269 

Definite  evidence  of  disease 

Gall  stones  22 

Absent  shadow  10 

Papillomata  2 

Calcified  gall  bladder  wall  1 

Rokitansky-Aschoff  sinuses  1 

Equivocal  studies 

Possible  gall  stones  3 

Possible  papillomata  3 

Indeterminate  6 


317 


Visualization  of  the  gallbladder  was 
deemed  diagnostically  usable  in  90.8  per  cent 
of  the  results,  while  78  per  cent  were  con- 
sidered excellent  or  good  (Table  2).  Since  all 
of  the  examinations  resulting  in  nonvisualiza- 
tion were  later  found  to  represent  disease. 

Rocky  Mountain  Medical  Journal 


i 


these  too  could  have  been  considered  “diag- 
nostic,” bringing  the  total  utility  of  films 
with  tyropanoate  sodium  to  95.4  per  cent. 


TABLE  2 

Quality  of  initial  gall  bladder  shadow 
with  tyropanoate  sodium 


Degree  of 

Visualization 

No.  of 

Examinations 

Per  cent 

Excellent  

100 

29.4) 

Good  

166 

48.8  pO.8 

Fair  

42 

12.6  J 

Poor  - 

16 

4.6 

Non-visualization 

16 

4.6 

340 

100.0 

The  initial  films  were  exposed  usually  be- 
tween 15  and  16  hours  after  ingestion  of  the 
contrast  medium.  On  a few  occasions  when 
the  initial  shadow  was  dim,  the  patient  was 
detained  and  further  exposures  made  2 to  4 
hours  later.  At  this  time  there  was  often  an 
increase  in  intensity  sufficient  to  produce  a 
definitive  shadow.  This  increase  in  intensity 
was  also  seen  when  other  studies  (upper  di- 
gestive tract,  barium  enema,  etc.)  were  made 
later  in  the  day. 

Sixteen  examinations  of  12  patients  result- 
ed in  nonvisualization  of  gallbladder.  In  this 
study,  an  absent  shadow  was  on  each  occa- 
sion an  indication  of  gallbladder  dysfunction 
as  each  had  clinical  evidence  of  biliary  dis- 
ease. Thus  with  the  use  of  tyropanoate  so- 
dium, reliability  of  the  absent  shadow  as  an 
indicator  of  gallbladder  pathosis  would  seem 
to  be  demonstrated  in  these  patients. 

After  the  fatty  meal,  53.9  per  cent  of  the 
102  exposures  for  visualization  of  the  ducts 
were  rated  as  “diagnostic,”  that  is,  excellent, 
good,  or  fair  (Table  3).  The  gallbladder  shad- 
ow in  these  films  was  noted  to  be  generally 


TABLE  3 

Visualization  of  bile  ducts  with  tyropanoate 
sodium  after  fatty  meal 


Degree  of 

Visualization 

No.  of 

Examinations 

Per  cent  of 
Examinations 

Excellent  

7 

6.8) 

Good  

16 

15.7  }.53.9 

Fair  

32 

31.4  J 

Poor 

20 

19.6 

Non-visualization  . 

27 

26.5 

102 

100.0 

either  the  same  size  or  somewhat  enlarged, 
although  in  16  it  was  diminished. 

In  the  small  intestine,  no  significant  resi- 
due of  contrast  medium  was  seen  with  the 
use  of  tyropanoate  sodium,  although  in  the 
large  intestine  a slight  amount  of  amorphous 
opaque  residue  was  at  times  observed.  This 
was  not  considered  sufficient  to  interfere 
with  adequate  visualization  of  the  gallbladder 
(Table  4). 

TABLE  4 

Residual  of  opaque  material 


De  'ree  ot  No.  of 

Residual  Examinations  Per  cent 


0 98  28.7  ) 

1+  105  30.9  J.  82.0 

2-K  76  22.4  J 

3+  - 30  8.8 

4+  23  6.8 


Previous  barium  in  colon  8 2.4 

340  100.0 


The  presence  of  fecal  material  in  the  colon 
occasionally  was  such  as  to  require  reposi- 
tioning of  the  patient  in  order  to  clear  the 
gallbladder  outline  from  its  shadow.  If  this 
did  not  produce  the  desired  results,  a cleans- 
ing enema  was  administered.  Apparently 
tyropanoate  sodium  does  not  have  the  mild 
laxative  effect  of  iopanoic  acid  which  the 
author  relied  on  previously  to  produce  an 
acceptable  state  of  bowel  evacuation.  It  was 
found  in  examinations  subsequent  to  this 
study  that  these  manipulations  could  be 
avoided  if  the  patient  was  given  4 tablets 
(20  mg.)  of  bisacodyl  laxative  the  night  be- 
fore and  1 bisacodyl  suppository  (10  mg.) 
two  hours  before  x-ray.  This  left  an  excep- 
tionally clean  cholecystographic  field  in  the 
right  side  of  the  abdomen.  The  bisacodyl  did 
not  interfere  with  absorption  of  tyropanoate 
sodium  nor  did  it  appear  to  influence  size 
or  state  of  contraction  of  gallbladder.  Utiliz- 
ing this  combination  in  conjunction  with 
tyropanoate  sodium,  only  20  minutes  are  now 
scheduled  for  each  cholecystogram  when  a 
fatty  meal  and  duct  study  are  not  planned. 
Considerable  time  is  thus  saved. 

In  evaluation  of  side  effects,  33  patients 
who  received  a cathartic  in  preparation  for 
barium  enema  were  excluded  from  the  tabu- 
lation. Of  the  remaining  284  patients,  no 
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symptoms  were  reported  by  203  or  71.5  per 
cent.  The  incidence  of  the  various  symptoms 
experienced  by  81  patients  are  listed  in  Table 
5.  Also  in  the  same  table  are  those  occurring 
with  other  oral  cholecystographic  media  as 
noted  by  various  authors.  Some  patients  were, 
of  course,  already  ill  with  symptoms  which 
are  also  produced  by  oral  cholecystographic 
media.  Most  such  patients  did  not  experience 
an  exacerbation  of  these  symptoms  following 
ingestion  of  tyropanoate  sodium. 

The  low  incidence  of  dysuria  (1.4  per 
cent)  in  patients  following  tyropanoate  so- 
dium is  striking  when  compared  to  that  with 
the  other  contrast  media  in  the  table.  (In 
this  series,  several  of  the  four  patients  who 
experienced  mild  to  moderate  burning  on 
urination  had  given  a past  history  of  urinary 
infections.)  In  addition,  the  incidence  of  diar- 
rhea was  found  to  be  noticeably  less  than 


tioned,  outnumbered  males  in  this  series  two 
to  one. 

One  patient  with  high  serum  bilirubin  and 
jaundice  received  a 4.5  gram  dose  of  tyro- 
panoate sodium  and  experienced  no  specific 
effects.  There  was  no  visualization  of  the 
gallbladder  and  surgery  revealed  adenocar- 
cinoma of  the  gallbladder  with  two  stones. 
The  two  patients  who  received  9 grams  of 
tyropanoate  sodium  as  repeat  dose  reported 
no  subsequent  symptoms.  None  of  the  symp- 
toms reported  by  any  patient  in  this  study 
was  severe  enough  to  contraindicate  a repeat 
cholecystogram  using  tyropanoate  sodium. 

Summary 

A group  of  317  unselected  outpatients  re- 
ceived 340  cholecystographic  examinations 
using  a standard  dose  of  tyropanoate  sodium. 


TABLE  5 

Incidence  of  side  effects,  present  study  compared  with  various  authors 


Tyropanoate  Sodium 
Present  Study 

4.5  gm  dose 

Per  cent  of 

284  Patients 

Bunamiodyl 

Whitehouse® 

4.50  gm  dose 

Per  cent  of 

500  Patients 

Iopanoic  Acid 
Whitehouse® 

2.0  gm  dose 

Per  cent  of 

500  Patients 

Iopanoic  Acid 
Shehadi® 

3.0  gm  dose 

Per  cent  of 

310  Patients 

Iopanoic  Acid 
Everett® 

3.0  gm  dose 

Per  cent  of 

83  Patients 

None 

....  71.5 

74.0 

64.0 

72.3 

*Nausea 

...  15.6 

11.0 

7.4 

10.0 

12.0 

Vomiting 

0.4 

1.0 

2.2 

0.3 

Diarrhea 

....  5.6 

3.0 

19.0 

15.0 

9.6 

Cramps 

7.7 

4.4 

5.8 

1.2 

Dysuria 

....  1.4 

3.0 

9.6 

6.0 

Skin  eruption 

....  1.4 

Other 

....  3.2 

11.0 

5.6 

5.0 

8.4 

Percent  of  patients 
reporting  symptoms. 

...  28.5 

26.0 

36 

27.7 

•Mild  14.2  per  cent.  Marked  1.4  per  cent. 


with  iopanoic  acid.  This  is  in  keeping  with 
the  previously  noted  absence  of  laxative  ef- 
fects with  tyropanoate  sodium. 

Mild  nausea  as  distinct  from  marked  nau- 
sea is  a symptom  difficult  to  evaluate.  The 
incidence  of  the  former  was  14.2  per  cent 
while  that  of  the  latter  was  only  1.4  per  cent. 
Many  persons  are  slightly  nauseated  when 
breakfast  is  delayed,  even  in  the  absence  of 
any  specific  disease.  Nausea  is  apparently 
more  frequent  among  females,  who,  as  men- 


a  new  contrast  medium.  Of  these  examina- 
tions, 90.8  per  cent  were  deemed  diagnosti- 
cally usable.  Visualization  of  the  biliary  ducts 
was  at  least  partially  successful  in  53.9  per 
cent  of  102  patients  given  a cholecystagogue. 

An  outstanding  characteristic  of  tyro- 
panoate sodium  is  its  low  incidence  of  side 
effects.  Excluding  patients  who  received 
cathartics  for  barium  enema,  no  side  effects 
were  reported  by  71.5  per  cent  of  this  series. 
The  incidence  of  dysuria  and  diarrhea,  a 
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matter  of  patient  comfort,  was  found  to  be 
lower  than  reported  with  iopanoic  acid.  Resi- 
due of  the  radiopaque  medium  in  the  colon 
was  negligible.  The  absence  of  a laxative 
effect  with  tyropanoate  sodium  permitted  the 
use  of  a cathartic  which  provided  a clearer 
cholecystographic  field  in  the  region  of  the 
colon  than  obtained  without  it.  Repeat  doses 
and  two  double  doses  were  well  tolerated. 
Tyropanoate  sodium  was  found  to  be  effec- 
tive, reliable,  of  low  toxicity  and,  therefore, 
a highly  acceptable  medium  in  performing 
oral  cholecystography.  Addendum*  • 

^Generic  and  Trade  Names  of  Drugs 
Bunamiodyl  sodium — Orabilex  (Fougera  and  Co.) 

Iopanoic  acid — Telepaque  (Winthrop  Laboratories) 

Bisacodyl — Dulcolax  (Geigy  Pharmaceuticals) 

Tyropanoate  sodium — Bilopaque  Sodium  (Winthrop  Labora- 
tories) 

Neo-cholex — Neo-Cholex 
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American  Board  of  Obstetrics  and  Gynecology 

The  Part  II  (oral  and  clinical  examination)  for  all  scheduled  candidates  is  being  con- 
ducted by  the  entire  Board  at  The  Edgewater  Beach  Hotel,  Chicago,  Illinois,  April  27 -May 
2,  1964. 

New  and  reopened  applications  and  requests  for  re-examination  in  1965  will  be  accepted 
in  the  Office  of  the  Secretary  on  or  before  July  1,  1964  (see  notice  below  for  correct  mailing 
address). 

Current  Bulletins  outlining  present  requirements,  and  application  forms  may  be  ob- 
tained by  writing  to  the  Office  of  the  Secretary.  Applicants  are  urged  to  familiarize  them- 
selves with  the  current  rules  and  regulations. 

Diplomates  of  this  Board  are  requested  to  keep  the  Board  office  informed  of  their  cur- 
rent address. 

Office  of  the  Executive  Secretary:  Robert  L.  Faulkner,  M.D.,  2105  Adalbert  Road,  Cleve- 
land 6,  Ohio. 

Special  Notice 

As  of  May  1,  1964,  the  office  of  the  Secretary-Treasurer  of  this  Board  will  be  located  at 
100  Meadow  Road,  Buffalo  16,  New  York.  Dr.  Clyde  L.  Randall  replaces  Dr.  Robert  L. 
Faulkner  in  assuming  the  duties  of  this  office  as  of  the  forthcoming  annual  meeting  of  the 
Board. 
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MASTECTOMY 


IDENTICAL^ 

FORM 


Surprisingly  Simple” 

breast  form 


Normal  Contour 
Natural  Alignment 
Life-like  Motion 
Self-Confidence 

through  balancing  weight  compensation 
and  natural  fluidity  of  motion 


adaptable  to  any  brassiere,  even  bathing  suit 

Recommended  by  leading  doctors  because  of  its  excellent 
cosmetic  results  and  its  ability  to  meet  the  patient’s  pre- 
viously overlooked  physiological  needs. 

Available  in  24  sizes  to  take  care  of  every  figure  type. 


Camp-Zieman 

LYMPHEDEMATOVS 

ARM  SLEEVE 

for 

Swelling  of  the  Arm 
After  Radical 
Mastectomy 


A needed  surgical  appliance 
that  provides  proven  relief, 
is  easy  for  patient  to  apply 
and  stays  in  plaee. 

Completely  adjustable  and 
comfortable  for  patient  to 
wear. 


We  have  experienced  fitters  for  both  men  and  women 
for  supports  and  appliances  for  many  needs 

Geo.  Berbert  & Sons,  Inc. 

1717  Logan  Street  DENVER,  COLORADO  80203  Telephone  255-0408 

1903-1964  — our  61st  anniversary 
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Abstract  of  Minutes* 

House  of  Delegates  Meeting 
Nevada  State  Medical  Association 

October  30-November  2,  1963 
60th  Annual  Meeting 

Two  meetings  of  the  House  of  Delegates  were 
held  during  the  60th  Annual  Session,  with  Presi- 
dent Thomas  S.  White  presiding  as  Speaker.  At 
the  first  meeting,  all  reports  published  in  the 
Delegates  Handbook  and  all  supplemental  reports 
and  resolutions  were  referred  to  appropriate  refer- 
ence committees. 

First  Meeting,  Wednesday,  October  30, 1963 

The  House  was  called  to  order  at  8:55  a.m. 
Fourteen  delegates  answered  the  roll  call  as  fol- 
lows: Thomas  S.  White,  President;  William  A. 
O’Brien  HI,  President-elect;  James  N.  Greear,  Jr., 
Immediate  Past  President;  William  H.  Tappan,  Sec- 
retary-Treasurer; Leslie  A.  Moren,  Alternate  Dele- 
gate to  the  AMA;  Clark  County — Joseph  M.  George, 
Jr.,  Harold  L.  Miller,  Jack  S.  Hirsh,  Adrien  Ver 
Brugghen,  Harry  J.  McKinnon,  Jr.,  Daniel  H.  Zim- 
merman; Lahonton  Basin — V.  E.  Elliott;  Washoe 
County — John  W.  Callister,  L.  J.  Sandars,  Arthur 
E.  Scott,  William  Welsh,  Richard  C.  Sheretz,  Lowell 
J.  Peterson. 

Following  referral  of  all  published  reports  and 
resolutions  to  the  appropriate  reference  commit- 
tees, President  White  called  on  Mrs.  Richard  A. 
Petty,  President,  Woman’s  Auxiliary,  for  her  an- 
nual report,  after  which  Mrs.  Petty  invited  mem- 
bers of  the  House  to  attend  the  Auxiliary’s  work- 
shops. 

Dr.  William  A.  O’Brien,  Chairman,  Constitution 
and  By-laws  Committee,  outlined  procedure  to  be 
followed  in  presenting  resolutions;  reported  a 
resolution  approved  by  the  Executive  Committee 
relative  to  utilizing  KO-Polio  funds  to  establish 
a Nevada  Medical  Education  and  Research  Fund, 
which  resolution  was  then  referred  to  the  Refer- 
ence Committee  on  Miscellaneous  Business.  Dr. 
O’Brien  pointed  out  the  Constitutional  changes 
approved  in  the  1962  meeting  which  must  be  acted 
on  during  this  meeting;  and  reviewed  proposed 
changes  in  the  By-laws. 

•Condensed  and  abstracted  from  the  stenographic  minutes 
made  by  Franklin  O.  Steinko,  Certified  Shorthand  Reporter. 
Reports  referred  to  were  published  in  advance  of  the  meeting 
in  the  House  of  Delegates  Handbook.  Copies  of  all  reports  are 
on  file  in  the  office  of  the  Nevada  State  Medical  Association. 


Second  Meeting,  Saturday,  November  2, 1963 
The  House  was  called  to  order  at  11:15  a.m. 
Delegates  in  attendance  were  as  follows:  Thomas 
S.  White,  President;  William  A.  O’Brien  HI,  Presi- 
dent-elect; James  N.  Greear,  Jr.,  Immediate  Past 
President;  William  M.  Tappan,  Secretary-Treasur- 
er; Leslie  A.  Moren,  Alternate  Delegate  to  the  AMA; 
Clark  County — Joseph  M.  George,  Jr.,  Harold  L. 
Boyer,  Harold  L.  Miller,  Jack  S:  Hirsh,  Adrien  Ver 
Brugghen,  Harry  McKinnon,  Jr.;  Elko  County — 
Eugene  H.  Bastien;  Lahonton  Basin — V.  E.  Elliott; 
Washoe  County — John  W.  Callister,  L.  J.  Sandars, 
Arthur  E.  Scott,  William  Welsh,  Richard  C. 
Sheretz,  Lowell  J.  Peterson. 

President  White  addressed  the  House,  review- 
ing the  program  and  progress  made  during  the  past 
year  and  expressing  his  aspirations  for  the  future 
of  medicine  in  Nevada. 

Reference  committee  reports  were  distributed 
to  each  delegate. 

Actions  by  the  House  follow: 

Reference  Committee  on  Nominations, 

Time  and  Place  of  Meetings 

Approved  unanimously  the  slate  of  officers  for 
the  coming  year.  The  following  nominees  were 
elected  by  acclamation: 

President:  William  A.  O’Brien  HI,  M.D. 
President-elect:  John  M.  Read,  M.D. 
Secretary-Treasurer:  William  M.  Tappan,  M.D. 
Approved  the  selection  of  Reno  as  site  of  the 
1964  meeting;  Elko  for  the  1965  session;  and  Las 
Vegas  for  the  1966  meeting. 

Reference  Committee  on 
Constitution  and  By-laws 

Approved  changes  to  the  Constitution  as  ap- 
proved at  first  reading  in  1962.  These  changes  are 
non-controversial,  consisting  mainly  of  language 
clarification.  By-law  changes  as  listed  in  the  Hand- 
book were  approved.  (All  changes  pertained  to 
rules  under  which  the  Association  has  operated, 
but  which  have  never  been  clarified,  regarding 
House  of  Delegates  and  its  operation.) 

Reference  Committee  on  Reports  of 
Officers  and  Ways  and  Means 

Approved  the  handbook  reports  of  the  Secre- 
tary-Treasurer, AMA  Delegate,  Finance  Commit- 
tee, Obituary  Committee,  and  Building  Committee, 
with  commendation  for  tasks  well  done. 

Approved  the  President’s  report  with  a com- 
mendation for  its  outstanding  clarity,  brevity  and 
feeling,  and  adopted  that  portion  of  the  President’s 
Report  urging  the  Nevada  State  Medical  Associa- 
tion to  work  for  the  accomplishment  of  changes 
in  the  Medical  Practice  Act. 

Paid  silent  tribute  to  the  memory  of  five  NSMA 
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members  who  had  died  during  the  past  year:  Drs. 
James  Thom,  Sidney  J.  Tillim,  Claude  C.  Scruggs, 
Albert  DaCosta  and  Wilbur  A.  Stoughton. 

Although  not  delegated  to  this  committee,  the 
RMMJ  Report  was  considered  by  it  with  recom- 
mendation that  NSMA  members  participate  ac- 
tively in  the  RMMJ  from  scientific  and  editorial 
standpoints,  pointing  out  that  NSMA  members 
have  become  conspicuous  by  their  minimal  par- 
ticipation. This  recommendation  received  House 
approval. 

Reference  Committee  on  Legislation, 

Public  and  Professional  Relations 

Legislative  Committee  report  approved  includ- 
ing recommendation  that  because  a united  medical 
front  is  all  important,  prior  to  the  next  legislative 
session,  individual  members  be  informed  of  the 
goals  and  opinions  on  known  issues  and  that  during 
the  session,  a weekly  bulletin  or  newsletter  be 
sent  to  all  NSMA  members.  Also,  in  view  of  the 
large  amount  of  medical  and  paramedical  legis- 
lation that  will  become  a part  of  the  state  political 
picture,  especially  in  the  field  of  mental  health, 
governmental  medicare,  etc.,  consideration  be 
given  to  the  employment  of  a legislative  repre- 
sentative to  work  closely  with  the  Legislative 
Committee  Chairman  and,  if  advisable,  the  Execu- 
tive Committee  include  such  an  item  in  their 
budget  to  be  presented  at  the  next  House  of  Dele- 
gates which  will  meet  prior  to  the  1965  session 
of  the  Legislature. 

Adopted  the  report  of  the  Mental  Health  Coun- 
cil, with  the  following  points  of  emphasis:  (1) 
that  the  Council  take  the  lead  in  formulation  of 
a Mental  Health  Program;  (2)  that  the  NSMA 
recommend  and  sustain  a qualified  psychiatrist  to 
direct  the  mental  health  program  of  the  State 
Department  of  Health. 

Approved  the  following  resolution: 

WHEREAS,  The  American  Medical  Association  has  taken 
specific  stands  on  many  legislative  issues  involving  the  use  of 
federal  funds  to  finance  medical  services,  staffing,  and  con- 
struction; and 

WHEREAS,  Some  of  these  stands  have  not  been  accepted 
by  the  Mental  Health  Council  of  the  American  Medical  Asso- 
ciation: and 

WHEREAS,  The  American  Psychiatric  Association  has 
taken  the  same  position  as  the  Mental  Health  Council  of  the 
American  Medical  Association  involving  the  use  of  federal 
funds  to  staff  community  mental  health  centers;  and 

WHEREAS,  The  House  of  Delegates  of  the  American  Med- 
ical Association  has  taken  a stand  for  federal  funds  to  be  used 
for  bricks  and  mortar,  and  local  funds  and  private  enterprise 
to  be  used  for  staffing,  rather  than  the  use  of  federal  funds 
similar  to  the  Hill-Burton  Act;  and 

WHEREAS,  Where  there  exists  confusion  as  to  the  stand 
of  the  Board  of  Trustees  of  the  American  Medical  Association 
with  both  the  American  Psychiatric  Association  and  the  House 
of  Delegates  claiming  that  the  Board  of  Trustees  of  the 
American  Medical  Association  has  accepted  their  different 
positions  in  regards  to  the  financing  of  the  staffing  of 
community  mental  health  centers;  therefore,  be  it 

RESOLVED,  That  the  Nevada  State  Medical  Association 
requests  the  American  Medical  Association  to  review  its  entire 
policy  regarding  the  use  of  federal  funds  for  medical  services, 
staffing  and  construction,  and  to  issue  a report  from  both  the 
American  Medical  Association  Board  of  Trustees  and  the 
House  of  Delegates  at  the  1963  clinical  session. 

Approved  and  adopted  the  following  resolu- 
tion: 

WHEREAS.  Sufficient  scientific  evidence  has  accumulated 


to  indicate  the  various  hazards  of  the  use  of  tobacco;  there- 
fore, be  it 

RESOLVED,  That  the  Nevada  State  Medical  Association 
make  known  to  its  members  and  to  the  public  the  recognition 
of  these  hazards  and  encourage  the  physicians  to  bring  to  the 
attention  of  their  patients  these  dangers. 

Accepted  the  report  of  the  Medical  Assistants 
Advisory  Committee. 

Accepted  the  report  of  the  Committee  on  Aging 
with  the  deletion  of  the  recommendation  that 
NSMA  continue  to  press  for  Kerr-Mills  legislation 
during  any  called  special  sessions  of  the  Nevada 
State  Legislature,  recognizing  that  if  a special 
session  is  called  it  will  be  for  the  purpose  of 
correcting  the  school  situation. 

Reviewed  and  accepted  the  report  of  the  Com- 
mittee on  Professional  Education,  Medical  Schools, 
and  Scholarships,  after  changing  the  date  for 
submission  of  the  study  opinion  from  WICHE  from 
January,  1965  to  July,  1964. 

Accepted  the  report  of  the  Historian  and  Ne- 
vada Centennial  Committee,  and  recommended 
that  the  Woman’s  Auxiliary  consider  as  one  of  its 
projects  for  the  Centennial  Year,  the  planning  and 
preparation  of  suitable  collections  and  displays  of 
material  of  medical  or  other  health  science  interest 
in  appropriately  located  museums,  schools,  or  other 
facilities,  and  the  state  Woman’s  Auxiliary  contact 
its  constituent  county  units  in  the  furtherance  of 
this  project. 

Although  no  meetings  were  held,  and  conse- 
quently no  reports  received  from  the  Crippled 
Children’s  Advisory  Committee,  the  Blood  Bank 
Committee,  Military  and  Veterans  Affairs  Com- 
mittee, Medical  Advisory  to  Vocational  Rehabili- 
tation Committee,  and  Public  Safety  Committee, 
the  House  recommended  as  these  committees  are 
essential,  continuing,  standing  committees,  they 
should  be  on  the  alert  to  benefit  the  health  of 
the  citizens  of  Nevada  within  the  boundaries  of 
each  committee’s  purpose. 

Approved  a plan  presented  by  the  President’s 
Committee  for  Traffic  Safety  for  workshops  to 
supplement  the  High  School  Driver  Education 
Program,  requesting  that  five  teachers  be  selected 
from  the  membership  of  NSMA  to  serve  as  par- 
ticipants in  this  workshop,  such  selection  to  be 
made  by  the  Executive  Committee. 

Accepted  the  handbook  report  of  the  Commit- 
tee on  Civil  Defense  and  Emergency  Medical  Care 
and  recommended  that  appropriate  steps  be  taken 
to  instruct  the  component  county  medical  societies 
to  appoint  members  to  be  responsible  for  civil 
defense  matters,  a primary  charge  and  responsi- 
bility of  this  assignment  would  be  in  the  fields 
of  continued  instruction  in  medical-self -help  pro- 
grams, and  in  informing  the  membership  of  loca- 
tion, setting  up,  and  necessary  information  regard- 
ing the  emergency  hospital  facilities  available 
under  the  Civil  Defense  program. 

This  Reference  Committee  on  Legislation,  Pub- 
lic and  Professional  Relations  made  specific  note 
of  the  following  points  for  future  consideration: 
the  multiplicity  of  legislative  problems  requiring 
both  time  and  money;  the  magnitude  of  the  mental 
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health  problems  and  large  finances  involved;  the 
relatively  poor  public  relations  chronically  exist- 
ing with  the  press  and  public  in  some  areas  of 
the  state  would  indicate  that  thought  be  given  to 
budgeting  of  monies,  correlation  of  a properly 
financed  public  relations  program  in  liaison  with 
legislators,  etc.,  which  will  become  an  ever  in- 
creasing phase  of  our  progress. 

Report  of  Reference  Committee 
on  Miscellaneous  Business 

Approved  the  report  of  the  Committee  on  Alco- 
holism with  the  recommendation  that  NSMA  co- 
operate with  the  Alcoholism  Agency  of  the  State 
of  Nevada. 

Approved  the  handbook  report  of  the  Maternal 
Health  Committee,  and  concurred  with  the  recom- 
mendation that  at  the  time  of  a maternal  death, 
a committee  from  the  staff  of  the  hospital  in  which 
the  death  occurs  shall  review  the  case,  make  a 
resume,  and  send  it  to  the  Chairman  of  the  Ma- 
ternal Health  Committee  for  information.  The 
House  also  approved  the  recommendation  that  a 
registry  of  maternal  and  fetal  deaths  be  set  up 
at  some  central  point  in  the  state  similar  to  the 
registry  set  up  by  the  Cancer  Commission. 

Approved  the  handbook  report  of  the  Cancer 
Commission. 

The  Public  Health  Advisory  Committee  report 
was  reviewed  by  the  House  and  this  committee 
was  commended  for  an  excellent  job  done  on  the 
KO-POLIO  Program;  the  House  disapproved  a 
proposed  state-wide  immunization  survey  in  co- 
operation with  State  Department  of  Health  in 
schools;  reapproved  the  program  for  detection  of 
phenylketonuria  in  newborn  infants;  and  urged 
the  consideration  of  local  or  county  ordinances 
requiring  routine  immunizations  of  all  dogs  against 
rabies. 

Approved  the  handbook  report  of  the  Tubercu- 
losis Committee,  specifically  recommending  that 
counties  continue  to  legislate  their  own  require- 
ments for  food  handlers. 

Approved  the  report  of  the  Insurance  Commit- 
tee and  the  reference  committee  recommendation 
that  the  Insurance  Committee  proceed  to  investi- 
gate the  possibility  of  setting  up  a Blue  Shield- 
Blue  Cross  program  in  Nevada;  and  that  our  legal 
counsel  take  steps  to  phase  out  Nevada  Medical 
Care,  Inc. 

Approved  the  following  Executive  Committee 
resolution: 

WHEREAS,  It  is  the  desire  of  the  Nevada  State  Medical 
Association  to  establish  a continuing  fund  for  the  advance- 
ment of  the  standards  of  medical  care,  education,  and  research 
in  the  State  of  Nevada,  to  be  known  as  the  Nevada  Medical 
Education  and  Research  Fund;  and 

WHEREAS,  It  is  the  hope  of  the  Association  that  this  fund 
may  be  augmented  from  time  to  time  through  public  contri- 
butions; and 

WHEREAS,  Contributions  of  the  citizens  of  Nevada  to  the 
recent  KO-POLIO  Program  were  greater  than  the  costs  in- 
curred by  the  Association  in  sponsoring  said  program,  there- 
fore be  it 

RESOLVED,  That  the  proceeds  of  the  Nevada  KO-POLIO 
immunization  projects  remaining  after  the  payment  of  all 
proper  bills  against  the  program,  shall  be  deposited  in  a 
special  fund  to  be  known  as  the  Nevada  Medical  Education 
and  Research  Fund;  and  be  it  further 


RESOLVED.  That  these  contributions  and  any  further 
contributions  to  this  fund  from  whatever  source  shall  be  and 
hereby  are  dedicated  irrevocably  to  the  advancement  of 
medical  education,  research,  and  charitable  services  for  the 
benefit  of  the  people  of  Nevada;  and  be  it  further 

RESOLVED,  That  expenditures  of  these  funds  for  the 
purpose  of  advancing  the  standard  of  medical  education, 
research,  and  services  to  the  people  of  Nevada  is  hereby 
authorized  at  the  sole  discretion  of  the  Executive  Committee 
of  the  Nevada  State  Medical  Association;  and  be  it  further 
RESOLVED,  That  any  funds  not  disbursed  pursuant  to 
the  above  authority  shall  be  retained  by  the  Association  in 
trust  for  the  furtherance  of  medical  education,  research,  and 
charitable  services  in  Nevada.  Such  funds  shall  be  deposited 
in  federally  insured  savings  accounts  to  be  known  as  Nevada 
Medical  Education  and  Research  Fund  accounts.  The  interest 
earned  on  such  deposits  shall  be  utilized  to  secure  the  services 
of  outstanding  physicians,  surgeons,  and  other  medical  edu- 
cators as  scientific  and  technical  speakers  at  the  stated  meet- 
ings of  the  Nevada  State  Medical  Association,  so  as  to 
maintain  and  improve  the  standard  of  medical  care  and 
services  available  to  the  residents  of  this  state  and  for  other 
purposes  consistent  with  the  objectives  of  this  Fund. 

It  is  the  intent  of  this  Association  that  the  Nevada 
Medical  Education  and  Research  Fund  shall  be  a public  health 
foundation  qualifying  for  registration  as  a non-profit  charitable 
organization  within  the  definition  of  the  Internal  Revenue 
Code  of  1954,  Section  501  (c)(3).  In  the  event  that  the  Nevada 
State  Medical  Association  shall  ever  elect  to  abolish  this  fund, 
the  principal  and  accumulated  interest  then  constituting  the 
fund  shall  be  paid  over  to  such  medical  education  and  re- 
search foundations  as  the  Executive  Committee  of  the  Nevada 
State  Medical  Association  shall  direct;  provided  further,  how- 
ever, that  such  organizations  shall  have  been  approved  and 
recognized  by  the  appropriate  committee  of  the  American 
Medical  Association. 

Mr.  C.  A.  Heckathorn  of  the  Nevada  Industrial 
Commission  addressed  the  House  concerning  ad- 
ministrative problems  common  to  the  commission 
and  physicians. 

After  a short  break,  Mrs.  Elaine  Walbroek, 
Reno,  and  Mrs.  Mary  Phillips,  Las  Vegas,  co- 
chairmen  of  the  Nevada  Nursing  Survey,  pre- 
sented a progress  report. 

Speaker  White  thanked  members  of  the  Exec- 
utive Committee  and  the  staff  for  their  cooperation 
during  the  past  year.  He  then  installed  William 
A.  O’Brien  HI,  M.D.,  as  President. 

Dr.  O’Brien  said,  “In  a special  meeting  of  the 
Executive  Committee  held  early  this  morning,  the 
Meridian  Fund,  Inc.,  was  approved  for  presenta- 
tion to  the  membership.”  He  urged  the  member- 
ship to  take  an  active  interest  in  NEMPAC  and 
AMPAC  as  individual  physicians  and  responsible 
citizens. 

Adjournment  was  ordered  at  3:35  p.m. 

Secretary’s  Note:  Copies  of  the  Constitution  and  By-laws 
as  amended  in  this  meeting  are  available  in  the  State  Associa- 
tion office. 


Larimer  County  Mental  Health  Clinic 

Recently  the  Larimer  County  Mental  Health 
Clinic  opened  its  Children’s  Center  east  of  Fort 
Collins.  This  center  is  for  the  purpose  of  treating 
children  from  Larimer  County  for  various  emo- 
tional problems.  Its  patients  are  between  the  ages 
of  six  and  twelve. 
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Since  this  is  the  first  center  of  its  kind,  it  is 
something  unique.  Its  curriculum  is  based  on  the 
public  school  curriculum  with  an  emphasis  on 
occupational  therapy  and  recreational  therapeu- 
tics. The  center  opened  with  the  semester  begin- 
ning in  January,  1964.  Its  enrollment  at  the  present 
is  nine  children,  with  16  the  maximum  which  will 
be  treated  at  one  time. 

Two  full-time  state  accredited  teachers  are 
employed  at  the  center,  while  services  are  also 
provided  by  a psychiatrist,  a social  worker,  an 
occupational  therapist,  a recreational  therapist  and 
two  psychologists.  The  center  derives  funds  from 
fees,  county  taxes,  the  United  Fund,  and  the  State 
Department  of  Institutions. 

Roger  W.  Ross, 

2216  10th  Ave.  Court 
Greeley,  Colo. 


Dr.  Annis  Relaxes 


Dr.  Edward  R.  Annis,  AMA  President,  takes  his 
first  skiing  lesson  from  Iris  Draper,  staff  instructor 
at  “Ski  Broadmoor”  near  Colorado  Springs.  He 
has  long  wanted  to  learn  how  to  ski,  and  began 
immediately  after  attending  the  Colorado  Medical 
Society  March  3-6  Clinical  Session  in  Denver. 


Obituary 

Dr.  Earl  James  Perkins,  prominent  retired 
Denver  surgeon,  died  February  17  in  Berkeley, 
California.  He  was  the  son  of  Dr.  James  M. 
Perkins,  who  was  elected  mayor  of  Denver  in 
June  1913,  and  Mrs.  Hattie  Perkins.  Born  May  8, 
1894,  he  attended  public  school  in  Denver  and 
the  University  of  Colorado,  receiving  his  M.D. 
degree  in  1921.  Following  an  internship  at  Kings 
County  Hospital  in  Seattle,  he  practiced  for  a 
short  time  in  Alaska  and  in  Dolores  and  Marble, 
Colorado.  Returning  to  Denver,  he  married 
Winifred  Chapman  in  June  1924  and  entered  pri- 
vate practice  with  his  two  uncles,  Drs.  I.  B.  and 
C.  C.  Perkins.  For  many  years  he  served  as  sur- 
geon to  the  Fire  and  Police  Departments. 

As  a member  of  the  Colorado  University  Med- 
ical School  faculty,  he  pioneered  in  the  injection 
treatment  of  varicose  veins  and  became  widely 
known  in  the  Rocky  Mountain  region  as  the  only 
specialist  in  this  field.  With  this  treatment  being 
replaced  by  modern  surgery  and  also  the  death 
of  his  first  wife,  he  retired  in  December  1956  after 
35  years  of  practice.  On  December  30,  1958,  he 
married  Mrs.  Christel  Cranston  in  Berkeley,  Cali- 
fornia. 

Dr.  Perkins  was  a member  of  the  Denver,  Colo- 
rado, and  American  Medical  Associations  and  a 
fellow  of  the  American  College  of  Surgeons.  Sur- 
viving besides  his  wife  is  a brother,  Mac  D.  Perkins, 
and  a nephew,  David  Perkins,  of  Berkeley,  Cali- 
fornia, and  in  Denver,  two  cousins,  R.  Carlson 
Perkins  and  Dr.  J.  M.  Perkins. 


News  from  the  University  of  Utah 
College  of  Medicine 

Dramatic  evidence  of  progress  being  made 
through  immunization  research  is  shown  by  the 
fact  that  there  was  only  one  reported  case  of  polio 
in  Utah  in  1963.  In  1953  there  were  233  cases  of 
polio  in  Utah.  The  most  recent  research  being  done 
in  laboratories  by  scientists,  such  as  Dr.  Stanley 
Marcus,  professor  of  microbiology  at  the  Univer- 
sity of  Utah  College  of  Medicine,  is  to  find  how 
immunization  actually  makes  people  resistant  to 
certain  diseases. 

The  popular  ideas  about  what  happens  when 
a vaccine  is  administered  are  over  simplified.  Ac- 
cording to  Dr.  Marcus,  “Nature  is  not  that  simple, 
the  central  issue  not  that  obvious.”  The  schoolroom 
definition  of  immunization  is  that  a mild  local 
case  of  the  disease  the  person  is  being  protected 
against  is  introduced  into  the  body,  usually  in  the 
upper  arm.  The  body  reacts  by  producing  anti- 
bodies to  fight  the  disease,  and  once  the  disease 
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is  conquered,  the  victorious  antibodies  remain  to 
guard  against  any  future  attacks  of  the  same  dis- 
ease. But  this  is  only  part  of  the  explanation  of 
how  immunization  works. 

Actually,  the  body  has  three  natural  areas  of 
protection  against  invading  disease  organisms.  The 
first  is  the  humoral,  or  fluid  part  of  the  body 
which  contains  antibodies.  These  antibodies  are 
in  the  blood  and  lymph,  and  are  manufactured 
to  help  destroy  invading  bacteria.  The  second  way 
the  body  protects  itself  is  cellular.  Certain  cells, 
in  a process  called  phagocytosis,  engulf  and  digest 
the  invaders.  A third  protection  is  physiological. 
The  skin  and  mucous  membrane  act  as  a protec- 
tive covering  through  which  invaders  cannot  pene- 
trate. According  to  Dr.  Marcus,  immunization  can 
increase  all  of  these  areas  of  protection,  not  just 
the  antibodies  as  is  commonly  believed. 

There  are  many  questions  scientists  have 
yet  to  answer  about  immunization.  For  example, 
they  still  can’t  explain  how  the  body  manufactures 
antibodies.  Further,  they  don’t  know  how  the  body 
actually  builds  resistance  when  immunized;  the 
protective  response  to  vaccination  could  be  the 
result  of  increase  in  effect  of  any  three  of  the 
protective  areas,  or  a combination  of  all  of  them. 
The  discovery  of  the  exact  way  in  which  the 
body  does  react  to  immunization,  the  degree  to 
which  each  of  the  protective  measures  is  increased 
by  a particular  vaccination,  could  provide  new 
insight  for  more  medical  discoveries. 


IP  A 

For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building 
where  space  is  limited  to  Medical-Dental 
and  affiliated  tenants — centrally  located  in 
dynamic  downtown  Denver.  Call  or  write 
the  building  manager  for  details. 

Telephone  534-5271 
Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 
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attendant 
dangers 

KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  — in  25  years  of  use 
no  report  of  an  untoward  reaction 


has  been  received;  however. 


acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 

Compleie  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 

CHATHAM  PHARMACEUTICALS,  INC. 

^ Newark  2,  New  Jersey 

Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


«CORTISPORirt«. 

POLYMYXIN  B-NEOMYCIN-GRAMICroiN 


with  HYDROCORTISONE  ACETATE  0.5% 

CEIEAM 


a jm  vanishing  cream  base 


W 


-T-1/2  02. 


ORTISPORIN’l 


a special  low  melting  point  base 

anti-inilammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM—lngredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25  % methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT —/wprediewts.-  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Vz  oz.  and  % oz. 

♦U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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COCK$<LARK 

ENGRAVING  CO. 

PHOTOENORAVERS 

DESIGNERS 


2200  ARAPAHOE  $T. 
DENVER  2, COLORADO 


PROMPT  SERVICE 


it’s  practically 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE  - 7 DAYS  A WEEK 
DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151  

1811  S.  State  St.  budget  terms 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
beadacbe,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML»1055 


MILTRATE’ 

meprobamate  200  mg. -H  pentaerythritol  tetranitrate  10  mg. 
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New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Atomic  Energy  Encyclopedia  in  the  Life  Sciences:  Editor  and 
major  contributor  Charles  W.  Shilling,  M.D.,  D.Sc.  Phila., 
1964,  Saunders.  474  p.  Price:  $10.50. 

Calcifications  of  the  Heart:  By  Jerome  H,  Shapiro,  M.D.,  and 
others.  Springfield,  111.,  1963,  Thomas.  198  p.  Price:  $12.50. 

Clinical  Urography:  An  Atlas  and  Textbook  of  Roentgenologie 
Diagnosis:  By  John  L.  Emmett,  A.B.,  M.D.  2d  ed.  Phila.,  1964, 
Saunders.  2 vols.  Price:  $45.00. 

Current  Diagnosis  and  Treatment:  By  Henry  Brainerd,  M.D., 
and  others.  Los  Altos,  Calif.,  1964,  Lange.  870  p.  Price:  $9.50. 

Current  Pediatric  Therapy:  By  Sydney  S.  Gellis,  M.D.,  and 
Benjamin  M.  Kagan,  M.D.  Phila.,  1964,  Saunders.  747  p.  Price: 
$16.00. 

Current  Therapy:  Edited  by  Howard  F.  Conn,  M.D.  Phila., 
1964,  Saunders.  797  p.  Gift. 

Diseases  of  the  Adrenal  Glands:  Radiologic  Diagnosis:  By 
Morton  A.  Meyers,  M.D.  Springfield,  111.,  1963,  Thomas.  97  p. 
Price:  $5.75. 

Gastroenterology:  The  Small  Intestine,  Absorption  and  Nutri- 
tion, the  Colon,  Peritoneum,  Mesentery  and  Omentum:  By 
Henry  L.  Bockus,  M.D.,  and  others.  2nd  ed.  Phila.,  1964, 
Saunders.  Vol.  2.  Price:  $25.00. 

The  Long  White  Line;  The  Story  of  Abbott  Laboratories:  By 
Herman  Kogan.  New  York,  1963,  Random  House.  307  p.  Gift. 


Lysosomes:  Ciba  Foundation  Symposium:  Edited  by  A.  V.  S. 
de  Reuck,  M.Sc.,  D.I.C.,  and  Margaret  P.  Cameron,  M.A. 
Boston,  1963,  Little-Brown.  446  p.  Gift. 

Natural  Foci  of  Human  Infections:  Edited  by  E.  N.  Pavlovskii. 
Translated  from  Russian.  1960,  Moscow.  201  p.  Gift. 

Obstetrics  and  Gynecology:  By  J.  Robert  Willson,  M.D.,  and 
others.  2nd  ed.  St.  Louis,  1963,  Mosby.  738  p.  Price:  $12.88. 

A Study  Guide  for  Student  X-ray  Technicians:  By  Joyce 
Oliphant,  B.Sc.,  R.T.  Springfield,  111.,  1963,  Thomas.  156  p. 
Price:  $5.50. 

Treatment  of  Cancer  and  Allied  Diseases:  Tumors  of  the  Soft 
Somatic  Tissues  and  Bone:  Edited  by  George  T.  Pack,  M.D., 
and  Irving  M.  Ariel,  M.D.  2nd  ed.  New  York,  1964,  Hoeber. 
Vol.  8.  Price:  $23.85. 

The  Vital  Balance;  The  Life  Process  in  Mental  Health  and 
Illness:  By  Karl  Menninger,  M.D.,  and  others.  New  York,  1963, 
Viking.  531  p.  Price:  $10.00. 

Book  reviews 

A Study  Guide  for  Student  X-ray  Technicians;  By  Joyce 
Oliphant,  B.S.,  R.T.  (ARXT).  Macon,  Georgia,  1963,  Charles 
C.  Thomas.  138  p.  Price:  $5.50. 

This  guide  for  student  x-ray  technicians  con- 
sists of  questions  concerning  x-ray  technology.  The 
book  has  possibilites  as  a workbook  if  used  as  a 
supplement  to  a good  teaching  program  although 
it  is  printed  in  the  form  of  a textbook  rather  than 
as  a workbook. 

There  is  a general  bibliography  at  the  begin- 
ning of  the  book  but  no  specific  references  which 
would  help  the  student  pinpoint  sources  for  ad- 
ditional information  on  a particular  subject. 

The  book  has  no  index  which  makes  it  difficult 
to  locate  quickly  any  specific  point  of  inquiry. 
While  there  are  some  very  good  questions  covering 


Recent  reports  suggest.  ..insulin  and  sulfonylureas  may  accelerate  lipo- 
genesis, . . serum  ‘‘insulin”  levels  are  often  elevated  in  obese  diabet- 
ics^’^’\ . . DBI(phenformin  HCl ) reduces  high  blood  sugars,  lowers  elevated 
“insulin”  levels,  tends  to  reduce  body  weight  toicard  normalh^-'^'^ 


most  effective  in  the  ohese  diehetio 


DBi;  DBI-L^:;e 

tablets  2S  mg.  timed-disintegration  capsules  50  mg. 


RAND  OF  PHENFO 


Cl 


In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCl)  with  a proper  diet:  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels;  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 


In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCl)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 
hypoglycemic  agent. 


Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  diabetes.  Gastrointestinal  side  effects 
occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Occasionally 
an  insulin-dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiated 
from  "insulin-lack”  ketosis,  and  treated  accordingly.  Use  with  caution  in  severe  liver  disease.  Not  recommended  without 
insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  information. 

Bibliography:  1.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819, 
1962.  3.  Grodsky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333,  1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism 
10:689,  1961.  6.  Yalow,  R.  S.  and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Welier,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  8.  Weller,  C. 
et  al.:  Metabolism  11:1134,  1962.  9.  Radding,  R.  S.  et  al.:  Metabolism  11:404,  1962. 
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a wide  range  of  information,  there  are  also  many 
' vague  and  nonspecific  ones.  This  may  be  due  to 
; the  fact  that  the  author  is  trying  to  reach  all 
schools  of  x-ray  technology  which  may  differ  in 
their  emphasis  of  technic  teaching. 

I do  not  see  the  book  as  being  of  much  help 
to  the  average  x-ray  student  unless  his  instructor 
I had  prepared  a list  of  references  for  use  with 

I each  chapter.  If  this  were  not  done,  the  book  only 

‘ presents  isolated  facts  without  sufficient  explana- 
tion of  them. 

^ Mary  Yoder,  R.T. 

The  Vital  Balance:  The  Life  Process  in  Mental  Health  and 
Illness:  By  Karl  A.  Menninger,  M.D.,  with  Martin  Mayman 
and  Paul  Pruyser.  New  York,  1963,  Viking.  531  p.  Price:  $10.00. 

Nearly  50  years  ago,  Karl  Menninger,  as  a 
Harvard  medical  student,  was  shocked  by  the 
therapeutic  nihilism  of  psychiatry.  This  book,  sub- 
titled The  life  process  in  mental  health  and  illness, 
reflects  the  remarkable  progress  in  psychiatric 
knowledge  and  achievement  within  this  period. 
But  this  is  no  dreary  catalogue  of  names,  theories 
and  techniques.  Menninger  writes  with  charm  and 
compassion,  he  ranges  far  and  wide  and  his  words 
are  not  for  the  psychiatrist  alone,  but  for  all  physi- 
cians. 

No  matter  what  the  subject,  whether  it  is  un- 
due reliance  on  drugs  or  the  role  of  faith  in  heal- 
ing, the  text  is  enlivened  by  apt  literary  quotations 
or  poignant  clinical  vignettes.  This  book  not  only 


contributes  to  our  understanding  of  human  be- 
havior but  also  reminds  us  of  the  need  to  look 
beyond  the  patient’s  pathology  to  his  assets  and 
potentialities.  If,  as  Francis  Bacon  suggested,  every 
man  is  a debtor  to  his  profession,  Menninger,  as 
author  of  this  and  other  books,  has  largely  paid 
his  debt. 

John  M.  Macdonald,  F.R.C.P.(E). 

Atomic  Energy  Encyclopedia  in  the  Life  Sciences:  Edited  by 
Charles  W Shilling,  M.D.,  D.Sc.,  and  Miriam  T.  Shilling, 
M.A.  Philadelphia,  1964,  Saunders.  474  p.  Price:  $10.50. 

Charles  Wesley  Shilling,  M.D.,  D.Sc.,  is  the 
Editor  and  principal  contributor  to  this  book.  He 
was  assisted  by  Miriam  Teed  Shilling,  M.A.,  and 
an  Advisory  Committee  composed  of  eight  eminent 
scientists.  Of  the  eight  persons  listed,  three  are 
physicians.  In  addition,  a considerable  number  of 
physicians  contributed  material  related  to  their 
special  field  of  interest.  The  volume  was  prepared 
under  the  auspices  of  the  Division  of  Technical 
Information  of  the  United  States  Atomic  Energy 
Commission. 

This  book.  The  Atomic  Energy  Encyclopedia, 
is  a unique  arrangement  of  a tremendous  amount 
of  information  related  to  the  total  subject  of 
nuclear  energy.  It  is  somewhat  less  comprehensive 
than  an  orthodox  encyclopedia  but  a great  deal 
more  detailed  than  a dictionary,  although  it  fills 
some  of  the  latter  functions.  Actually,  it  is  best 
described  as  a source  book,  a description  which 
exactly  fits  its  contents. 


A reviewer  cannot  report  on  this  book  after 
the  method  used  for  a general  textbook  or  a 
monograph.  The  book  is  best  reviewed  from  the 
viewpoint  of  its  construction.  The  material  is 
arranged  on  the  basis  of  fifteen  broad  topics 
identified  as  radiation  physics,  elements  and  radio- 
isotopes, radiation  biology,  genetic  effects,  somatic 
effects,  health  physics  and  therapy,  radiation  acci- 
dents, uses  of  radioisotopes,  means  of  protection, 
contaminations,  waste  disposal,  instrumentation 
used  in  detection,  the  principles  of  accelerators 
and  nuclear  reactors,  atomic  weapons  and  organ- 
izational matters. 

Within  these  fifteen  broad  topics,  some  1200 
individual  items  are  selected  and  arranged  in 
alphabetical  order.  The  topics  cover  very  nearly 
every  concept  and  application  of  isotopes  and 
radioactivity  that  would  be  of  likely  interest  to  a 
clinician,  biologist  or  laboratory  worker.  An  im- 
portant feature  of  the  book  for  a physician  is 
that  it  is  not  heavily  charged  with  mathematics. 

The  writing  is  lucid,  easily  read  and  well  illus- 
trated. A useful  feature  of  the  format  is  an  index 
which  appears  in  the  front  of  the  book  and  serves 
both  as  an  outline  of  the  subject  matter  and  an 
index  thereof. 

Discussion  of  subjects  is  sufficiently  complete 
to  satisfy  the  purposes  for  which  the  book  was 
written.  Not  many  books  of  this  kind  have  ap- 
peared in  the  American  literature  on  this  subject. 
Although  it  has  its  more  technical  moments,  this 
book  is  not  designed  primarily  for  research  refer- 
ence or  as  a text  for  one  who  seeks  a highly 
specialized  treatise  on  the  facts  and  principles  of 
nuclear  energy.  For  the  practicing  physician, 
biologist  or  laboratory  technologist,  the  book  has 
great  value  and  is  highly  recommended.  Atomic 
Energy  Encyclopedia  in  the  Life  Sciences  is  ex- 
ceptionally well  done. 

Thad  P.  Sears,  M.D. 

Current  Pediatric  Therapy:  Edited  by  Sydney  S.  Gellis,  M.D., 
and  Benjamin  M.  Kagan,  M.D.  Phila.,  1964,  Saunders.  747  p. 
Price:  $16.00. 

The  editors  of  this  volume  are  distinguished 
men  from  academic  pediatrics,  who  have  chosen 
well  their  248  individual  authors,  each  of  whom 
by  his  extensive  experience  is  an  authority  in  the 
field  covered. 

The  300  subjects  are  covered  quite  completely 
by  each  author  in  approximately  two  or  three  con- 
cise well  written  pages.  They  each  have  reviewed 
in  detail  and  with  brevity  the  exact  treatment  of 
the  particular  disorder,  giving  the  reader  current 
treatment,  and  when  necessary  a review  of  any 
differences  of  opinion  that  might  exist.  The  book 
contains  747  pages  covering  most  disorders  of 
infants  and  children  except  for  minor  omissions. 
The  book  is  divided  into  25  major  sections  listed 
as  follows: 

1.  Nutrition 

2.  Mental  and  emotional  disturbances 

3.  Nervous  system 

4.  Respiratory  tract 


5.  Cardiovascular  system 

6.  Gastrointestinal  tract 

7.  Blood 

8.  Spleen  and  lymphatic  system 

9.  Endocrine  system 

10.  Metabolic  disorders 

11.  Reticuloendothelioses  and  disease  of  con- 

nective tissues 

12.  Genitourinary  tract 

13.  Bones  and  joints 

14.  Muscles 

15.  Skin 

16.  Eyes 

17.  Ears 

18.  Infectious  diseases 

19.  Allergy 

20.  Poisoning 

21.  Burns 

22.  Radiation  injury 

23.  Unclassified  diseases 

24.  Miscellaneous 

25.  Diseases  peculiar  to  the  newborn 

Index 

Each  section  is  then  subdivided  into  individual 
subjects.  The  index  is  good,  and  disorders  are 
easily  found. 

The  weakness  of  any  therapy  book  is  the  diffi- 
culty in  remaining  current.  The  authors  have 
planned  biennial  published  volumes  in  order  to 
avoid  this  weakness. 

Current  Pediatric  Therapy  is  a worthwhile  ad- 
dition to  a medical  library  and  would  certainly 
augment  reference  volumes  especially  for  the 
pediatrician  and  general  practitioner,  but  also  for 
all  those  interested  in  the  current  treatment  of 
pediatric  subjects. 

The  cost  of  $16.00  is  well  worth  the  investment 
for  one  who  wishes  a concise  current  volume  on 
the  treatment  of  pediatric  problems. 

Jules  Amer,  M.D. 


Diseases  of  the  Adrenal  Glands:  Radiologic  Diagnosis:  By 
Morton  A.  Meyers,  M.D.  Springfield,  111.,  1963,  Thomas.  97  p. 
Price:  $5.75. 

This  excellent  monograph  covers  the  present 
day  knowledge  of  diseases  of  the  adrenal  glands 
in  which  radiologic  methods  are  used  for  diagnosis. 
It  is  well  organized  and  concise  in  all  descriptions. 
The  radiographic  reproductions  are  of  excellent 
quality.  The  information  presented  is  drawn  from 
the  extensive  case  material  of  the  Columbia-Pres- 
byterian  Medical  Center  together  with  a review 
of  world  literature.  The  analyses  and  conclusions 
are  carefully  drawn.  Radiologic  interpretation  of 
retroperitoneal  air  studies  is  placed  on  firm  ground 
by  correlation  with  gross  pathological  changes. 

This  work  is  put  together  in  “just  the  right 
way”  for  the  busy  clinical  radiologist.  Other  physi- 
cians dealing  with  diseases  of  the  adrenal  glands 
will  appreciate  it,  too. 

Lorenz  R.  Wurtzebach,  M.D. 
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in  virtually  aj]  diarrheas... prompt  symptomatic  control 

LOMOTIL 

TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


gastroenteritis  Functional  diarrhea  Drug-induced  diarrhea  Fostsurgical  diarrhea 


JL^omotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  welMocalized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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'methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  mth  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  {methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  centra! 
effect  v\/ith  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (Va  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuekahoe,  N.Y. 
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things  go 

better. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


/^oneHtion 

^PERFia! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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g. BENSON’S 


OPERATE  YOUR  PROJECTOR  BY  REMOTE  CONTROL  WITH  THE 

BENSO-MATIC  / Projector  Control 

/ (A.O.  1217  only) 

• mount  your  projector  off  the  floor  anywhere— away  from 
you  and  your  patient— yet  control  it  at  your  fingertips! 

Greater  efficiency  in  examinations — eliminates 

constant  reaching  and  stretching  for  the 
projector  • gives  complete  control 
of  all  slides  • feather-touch  selector 

switches  • attractive  matching  colors. 


Write  or  call  for  prices  and  detaiis  soon  — 


» BENSON  OPTICAL  COMPANY 


Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


your  service-partners 


NEW  DENVER  SERVICE  LABORATORY — 1133  BANNOCK  STREET 


6903  Edith  Blvd.,  N.E. 


Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d..  Medical  Director 
Alan  Jacobson,  m.d..  Psychiatrist 
Henry  T.  Penley,  m.d..  Psychiatrist 
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SPECIFY 

THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 
EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


ALLAN  G.  ROBERTS,  M.D.,  Medical  Director.  HENRY  COE,  Administrator 


MOKMIMGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 

Case  submitted  by  Dr.  Ross  Manganaro, 
Carlsbad,  N.  M. 


Apothegm 

We  dance  round  in  a ring  and  suppose 

But  the  secret  sits  in  the  middle  and  knows. 

(Robert  Frost) 

Clinical  data 

An  11-year-old  boy  was  admitted  for  suspected 
pneumonia  of  the  left  lung.  Other  details  of  the 
history  were  not  recorded  due  to  the  later  sudden 
death  of  the  attending  physician.  Blood  and  urine 
studies  were  within  normal  limits.  The  tempera- 
ture was  105  degrees,  pulse  120  and  respirations  30. 
An  admission  chest  x-ray  (Fig.  1)  was  interpreted 
as  showing  no  evidence  of  active  pulmonary  dis- 
ease. A calcification  in  the  right  hilum  was  re- 
corded. 


Fig.  1 

Clinical  course 

Antibiotics  were  started  on  admission  and  the 


vital  signs  became  normal  on  the  second  hospital 
day,  but  a persistent,  nonproductive  cough  re- 
mained. On  the  following  day,  the  patient  coughed 
up  a tooth  which  had  been  extracted  on  the  day 
of  admission.  A chest  film  made  at  that  time  (Fig. 
2)  shows  that  the  “calcification”  in  the  right  hilum 
had  vanished. 


Fig.  2 

Epicrisis 

Figure  1 was  shown  to  many  radiologists,  and 
the  threshold  of  suspicion  of  the  “calcification”  was 
very  low.  In  retrospect,  it  was  obvious  that  it  rep- 
resented a foreign  body  because  of  its  texture.  We 
did  not  recognize  it,  however,  because  the  hilum 
is  where  a calcification  is  supposed  to  be.  One 
remains  with  the  sad  and  unoriginal  thought  that 
we  expect  to  find  certain  things  in  certain  places 
at  certain  times  and  it  is  very  difficult  for  us  to 
recognize  what  we  don’t  expect. 
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THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 


OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


Industrial  Medical  Association 

A competition  for  a $250  award  for  the  best  manuscript  submitted  by  a medical  stu- 
dent, intern  or  resident  on  any  subject  pertinent  to  and  concerning  occupational  health 
has  been  announced  by  the  Central  States  Society  of  Industrial  Medicine  and  Surgery.  The 
contest  closes  at  midnight  on  July  31,  1964. 

A second  competition,  open  only  to  residents  in  occupational  medicine,  is  announced  by 
the  Industrial  Medical  Association.  The  award,  consisting  of  an  embossed  scroll,  will  be 
presented  at  the  Association’s  annual  meeting  to  the  author  or  authors  of  a paper  published 
in  the  open  literature  on  a subject  germane  to  occupational  medicine  which  is  judged  to 
be  the  most  outstanding  of  those  submitted.  Reprints  entered  in  the  competition  must  be 
published  before  May  31  and  submitted  prior  to  July  31,  1964. 

Both  contests  will  be  judged  by  members  of  the  Committee  on  Merit  in  Authorship 
of  the  Industrial  Medical  Association.  The  criteria  will  be  largely  based  on  clarity,  validity, 
objectivity,  originality  and  style.  Complete  contest  rules  may  be  obtained  from;  Industrial 
Medical  Association,  55  East  Washington  St.,  Chicago,  111.  60602. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.— TEL.  388-5731 

—DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  MEIrose  5-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  HUnter  5-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

3013  Carolina  N.E.,  255-1288 

Nuclear  Instrumentation 
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COMPARE  THE  BENEFITS  . . . 

COMPARE  THE  LOW  COST 

The  Disability  Income  Plan  of  the 
Colorado  Medical  Society  is 

MODERN  . REALISTIC  . LIBERAL  . LOW  COST 

Some  Outstanding  Features 

HOUSE  CONFINEMENT  NOT  REQUIRED 
TAX  FREE  PROCEEDS 

RETURN  THE  COUPON  FOR  DETAILS 


VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

C I TV STATE 


LIFETIME  ACCIDENT  BENEFITS 
TEN  YEARS’  SICKNESS  BENEFITS 
ACCIDENTAL  DEATH  BENEFIT 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Colorado  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 
President:  Vernon  L.  Bolton,  Colorado  Springs. 

President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction. 

Treasurer:  WiUiam  A.  Day,  Colorado  Springs,  1965 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John  C. 
Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver,  1965; 
J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  WiUiam  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  MUes  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  RusseU 
Hegland,  BUlings. 

Executive  Secretary:  L.  RusseU  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  BUlings.  Office  Telephone,  259-2585. 


Nevada  State  Medical  Association 

President:  WiUiam  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  EUco. 

Secretary-Treasurer:  WiUiam  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Offieio:  Wesley  W.  HaU,  Reno. 

A.M.A.  Delegate:  Earl  N.  HiUstrom,  Reno. 

Alternate  Delegate:  LesUe  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1964  Annual  Session. 

Board  of  Trustees 

President:  C.  Pardue  Bunch,  Artesia. 

President-Elect:  Omar  Legant,  Albuquerque. 

Vice  President:  Robert  P.  Beaudette,  Raton. 
Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  R.  C.  Derbyshire,  Santa  Fe. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Earl  L.  Malone,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 


Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 


Utah  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

Board  of  Trustees 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
St.,  Salt  Lake  City;  Tel.  EL  5-7477. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  WUford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Additional  Trustees:  Box  Elder  Co.  Med.  Soc.  ’63,  Otto  F. 
Smith,  Brigham  City:  Cache  Valley  Med.  Soc.  ’63,  J.  Paul 
Burgess,  Hyrum;  Carbon  Co.  Med.  Soc.  ’63,  GaU  W.  Haut, 
Price;  Central  Utah  Med.  Soc.  ’64,  Joseph  D.  Halgren,  Rich- 
field; Salt  Lake  Co.  Med.  Soc.  ’63,  Kenneth  A.  Crockett,  Salt 
Lake  City;  Southern  Utah  Med.  Soc.  ’65,  L.  V.  Broadbent, 
Cedar  City;  Uintah  Basin  Med.  Soc.  ’65,  Paul  G.  Stringham, 
Vernal:  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call,  Provo; 
Weber  County  Med.  Soc.  ’64,  Rich  Johnston,  Ogden. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  Scott  M.  Budge,  Chairman,  Logan; 
John  F.  Waldo,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake 
City;  Vincent  L.  Rees,  Salt  Lake  City;  Cyril  D.  Fullmer,  Salt 
Lake  City;  Mr.  Harold  Bowman,  Salt  Lake  City. 

BUDGET  COMMITTEE:  Cyril  D.  Fullmer,  Chairman,  Salt 
Lake  City;  Scott  M.  Budge,  Logan;  John  F.  Waldo,  Salt  Lake 
City;  Stanley  R.  Child,  Salt  Lake  City;  Vincent  L.  Rees,  Salt 
Lake  City;  Mr.  Harold  Bowman,  Salt  Lake  City. 

NOMINATING  COMMITTEE:  Scott  M.  Budge,  Chairman,  Lo- 
gan; John  F.  Waldo,  Salt  Lake  City;  Stanley  R.  Child,  Salt 
Lake  City;  Vincent  L.  Rees,  Salt  Lake  City;  Cyril  D.  Fullmer, 
Salt  Lake  City;  Mr.  Harold  Bowman,  Salt  Lake  City. 
AUXILIARY  ADVISORY:  Scott  M.  Budge,  Chairman,  Logan; 
Otto  F.  Smith,  Brigham  City;  J.  Paul  Burgess,  Hyrum;  Gail 
W.  Haut,  Price;  Joseph  D.  Halgren,  Richfield;  Kenneth  A. 
Crockett,  Salt  Lake  City;  L.  V.  Broadbent,  Cedar  City;  Paul 
G.  Stringham,  Vernal;  Richard  A.  Call,  Provo;  Rich  Johnston, 
Ogden. 


Council  on  Medical  Service 

John  F.  Waldo,  Chairman. 

MEDICAL  ECONOMICS  COMMITTEE:  Riley  G.  Clark,  Chair- 
man, Provo,  1964;  Russell  M.  Nelson,  Salt  Lake  City,  1964; 
Donald  M.  Moore.  Ogden,  1965;  O.  Wendell  Budge,  Logan,  1965; 
Roy  W.  Robinson,  Price,  1966;  Preston  R.  Cutler,  Salt  Lake 
City,  1966;  U.  R.  Bryner,  Salt  Lake  City,  1966. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Wallace  S. 
Brooke,  Chairman,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Kenneth  B.  Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo;  Mr.  Grant  Aadnesen, 
Salt  Lake  City. 

INSURANCE  PLANS  COMMITTEE:  Leland  O.  Learned,  Chair- 
man, Salt  Lake  City;  J.  Russell  Smith,  Provo;  Frank  J.  Winget, 
Salt  Lake  City;  Garner  B.  Meads,  Salt  Lake  City:  Alden  K. 
Harline,  Ogden;  Dean  L.  Bunderson,  Brigham  City;  Newell 
G.  Daines,  Jr.,  Logan. 
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RESOLUTIONS  COMMITTEE:  (To  be  named  in  May  1964). 
NURSING  HOME  LIAISON  COMMITTEE:  G.  D.  Carlyle 
Thompson,  Chairman,  Salt  Lake  City;  Arley  Flinders,  Ogden; 
Reed  M.  Broadbent,  Logan;  Charles  M.  Smith,  Sr.,  Provo; 
J.  Kyle  Clark,  Provo. 

BLOOD  BANK  COMMITTEE:  Stanley  J.  Altman,  Chairman, 
Salt  Lake  City;  LeRoy  V.  Broadbent,  Cedar  City;  Crichton 
McNeil,  Salt  Lake  City;  Phillip  M.  Chase,  Salt  Lake  City; 
W.  R.  Worley,  Jr.,  Richfield;  C.  Wallace  Sorenson,  Salt  Lake 
City;  Wilford  H.  LeCheminant,  Provo;  Warren  R.  Tepper, 
Salt  Lake  City;  Preston  J.  Burnham,  Murray;  Merrill  C. 
Daines,  Logan;  Elmer  E.  Pautler,  Ogden;  Wesley  E.  Peltzer, 
Salt  Lake  City. 

MATERNAL  MORTALITY  COMMITTEE:  Carl  T.  Woolsey, 
Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal;  Donald 
A.  Kirk,  Salt  Lake  City;  Milo  C.  Moody,  Spanish  Fork;  Cyril 
D.  Fullmer,  Salt  Lake  City;  Eric  E.  Simonson,  Salt  Lake  City; 
Agnes  J.  Rovnanek,  Salt  Lake  City;  Wilber  S.  Thain,  Logan; 
Russell  N.  Stlrland,  Ogden;  Boyd  J.  Farr,  Ogden;  Quinn  A. 
Whiting,  Price;  W.  R.  Worley,  Jr.,  Richfield;  J.  Gordon  Felt, 
Brigham  City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser,  Salt 
Lake  City. 

SPECIAL  COMMITTEE  ON  EYE  CARE:  Richard  W.  Sonntag, 
Chairman,  Salt  Lake  City;  Robert  L.  Rees,  Salt  Lake  City; 
U.  R.  Bryner,  Salt  Lake  City;  Homer  E.  Smith,  Salt  Lake 
City;  Richard  J.  Nelson,  Salt  Lake  City;  N.  F.  Hicken,  Salt 
Lake  City;  Robert  S.  Felt,  Salt  Lake  City. 

FEE  SCHEDULE  COMMITTEE:  R.  R.  Robinson.  Jr.,  Chairman. 
Salt  Lake  City;  Dean  A.  Moffat,  Salt  Lake  City;  Scott  M. 
Smith,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake  City; 
James  A.  Cleary,  Salt  Lake  City;  Preston  G.  Hughes,  Spanish 
Fork;  W.  P.  Daines,  Ogden;  Chester  B.  Powell,  Salt  Lake  City; 
Eugene  Wood,  Salt  Lake  City;  Dean  Spear,  Salt  Lake  City; 
Louis  S.  Peery,  Ogden;  O.  Edward  Ogilvie,  Salt  Lake  City; 
Roy  A.  Darke,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake 
City;  Howard  K.  Belnap,  Ogden;  Robert  G.  Weaver,  Salt 
Lake  City;  Warren  B.  West,  Ogden;  Preston  R.  Cutler,  Salt 
Lake  City;  H.  M.  Jackson,  Salt  Lake  City;  Robert  M.  Woolf, 
Salt  Lake  City. 


Council  on  Public  Health 

Stanley  R.  Child,  Chairman. 

GENERAL  COMMITTEE  ON  PUBLIC  HEALTH;  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  Harvey  P.  Wheelwright, 
Ogden;  Norman  L.  Parker,  Springville;  Angus  K.  Wilson,  Salt 
Lake  City;  Ralph  L.  Tingey,  Salt  Lake  City;  A.  M.  Okelberry, 
Salt  Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City. 
CANCER  COMMITTEE:  Wallace  L.  Chambers,  Chairman, 
Granger;  Boyd  J.  Farr,  Ogden;  John  W.  Emmett,  Logan; 
Adolph  M.  Nielsen,  Salt  Lake  City. 

MENTAL  HEALTH  COMMITTEE:  Marlow  R.  Harston,  Chair- 
man, Provo;  C.  H.  Hardin  Branch,  Salt  Lake  City;  Paul  S. 
Groneman,  Orem;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City; 
Gale  H.  Keyes,  Ogden;  H.  Edward  Beaghler,  Provo;  Paul  R. 
Ensign,  Salt  Lake  City;  Richard  Iverson,  Ogden;  Robert  C. 
Mohr,  Salt  Lake  City. 

RURAL  HEALTH  COMMITTEE:  Wallace  R.  Johnson,  Chair- 
man, Tooele;  Joseph  D.  Halgren,  Richfield;  Edwin  C.  Budge, 
Smithfield;  W.  E.  Elton  Newman,  Salt  Lake  City;  Lester 
Ludlow,  Spanish  Fork;  Edward  D.  Morton,  Tremonton. 
SANITATION  AND  POLLUTION  COMMITTEE:  Ralph  L. 
Tingey,  Chairman,  Salt  Lake  City;  Joseph  O.  Brewerton, 
Salt  Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City; 
J.  D.  Stringham.,  Salt  Lake  City;  Arley  Flinders,  Ogden; 
W.  Doyle  Cranney,  Orem;  L.  Keith  Gates,  Logan. 
CARDIO-VASCULAR  DISEASE  AND  TUBERCULOSIS  COM- 
MITTEE: John  D.  Newton,  Chairman,  Ogden;  William  Stone, 
Salt  Lake  City;  Robert  J.  Beveridge,  Salt  Lake  City;  John  L. 
Sorenson,  Logan;  Robert  W.  Petty,  Provo. 

SCHOOL  HEALTH  COMMITTEE:  Richard  P.  Bigelow,  Chair- 
man, Salt  Lake  City;  C.  M.  Smith,  Sr.,  Provo;  Kathryn  B. 
Brandon,  Salt  Lake  City;  Cloyd  C.  Hofheins,  Provo;  Merrill 
C.  Daines,  Logan. 

TRAUMA  COMMITTEE:  Mark  H.  Greene,  Jr.,  Chairman,  Salt 
Lake  City;  Robert  F.  Bitner,  Layton;  Charles  M.  Swindler, 
Ogden. 

ATHLETIC  INJURIES  COMMITTEE:  Sherman  S.  Coleman, 
Chairman,  Salt  Lake  City;  Dee  W.  Call,  Salt  Lake  City;  John 
C.  Worley,  Jr.,  Logan;  James  H.  Quinn,  Salt  Lake  City;  C.  A. 
Natoli,  Salt  Lake  City;  Louis  S.  Peery,  Ogden;  J.  Bernard 
Critchfield,  Taylorsville. 

CHILD  ADOPTION  COMMITTEE:  George  W.  Gasser,  Chair- 
man, Logan;  Lyman  Olsen,  Provo;  Richard  S.  Tanner,  Salt 
Lake  City;  Lindsay  R.  Curtis,  Ogden;  Jay  S.  Broadbent,  Provo; 
H.  A.  Theurer,  Jr.,  Salt  Lake  City. 


SPECIAL  AD  HOC  COMMITTEE  ON  T.B.  SURVEY:  John  D. 
Newton,  Chairman,  Ogden;  L.  George  Veasy,  Salt  Lake  City; 
Robert  J.  Beveridge,  Salt  Lake  City;  Alan  P.  Macfarlane, 
Salt  Lake  City. 


Council  on  Scientific  Education 

Vincent  L.  Rees,  Chairman. 

SCIENTIFIC  PROGRAM  COMMITTEE:  Vincent  L.  Rees, 
Chairman,  Salt  Lake  City;  Fred  V.  Jackman,  Provo;  Anthony 
J.  Lund,  Ogden;  John  L.  Sorenson,  Logan;  George  E. 
Cartwright,  Salt  Lake  City;  M.  Eugene  Lahey,  Salt  Lake  City; 
H.  A.  Theurer,  Jr.,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake 
City;  Sherman  S.  Coleman,  Salt  Lake  City;  Ralph  C.  Petersen, 
Clearfield. 

SCIENTIFIC  EXHIBITS  COMMITTEE:  Patrick  F.  Bray, 
Chairman,  Salt  Lake  City;  Frank  H.  Tyler,  Salt  Lake  City; 
Vincent  L.  Rees,  Salt  Lake  City. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
George  H.  Curtis,  Chairman,  Salt  Lake  City,  1965;  C.  Hilmon 
Castle,  Salt  Lake  City,  1964;  Oliver  L.  Richards,  Jr.,  Ogden, 
1966;  R.  P.  Middleton,  Salt  Lake  City,  1967;  R.  Craig  Clark, 
Provo,  1968. 

MEDICAL  ADVISORY  BOARD  TO  UNIVERSITY  OF  UTAH 
COLLEGE  OF  MEDICINE:  John  F.  Waldo,  Chairman,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo;  Scott  M.  Budge,  Logan; 
M.  Paul  Southwick,  Ogden;  Fuller  B.  Bailey,  Salt  Lake  City; 
R.  P.  Middleton,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake 
City;  ‘Kenneth  B.  Castleton,  Vice  Chairman,  Salt  Lake  City; 
‘Louis  S.  Goodman,  Salt  Lake  City;  ‘M.  E.  Lahey,  Salt  Lake 
City;  ‘President  A.  Ray  Olpin,  Salt  Lake  City;  ‘John  A.  Dixon, 
Ogden;  ‘Mr.  Leland  B.  Flint,  Salt  Lake  City;  ‘Mr.  Carvin 
Mattsson,  Richfield. 

•Represents  University  of  Utah. 

MEDICAL  EDUCATION  AND  HOSPITAL  COMMITTEE:  W.  P. 
Daines,  Chairman,  Ogden,  1965;  Rex  T.  Thomas,  Provo,  1964; 
O.  Wendell  Budge,  Logan,  1964;  C.  H.  Hardin  Branch,  Salt 
Lake  City,  1964;  U.  R.  Bryner,  Salt  Lake  City,  1964;  Robert 
G.  Weaver,  Salt  Lake  City,  1964;  Robert  M.  Dalrymple,  Salt 
Lake  City,  1965;  Talmage  W.  Nielsen,  Salt  Lake  City,  1965; 
George  H.  Curtis,  Salt  Lake  City,  1965;  Kenneth  B.  Castleton, 
Salt  Lake  City,  1965;  John  H.  Clark,  Salt  Lake  City,  1965; 
C.  Hilmon  Castle,  Salt  Lake  City,  1966;  H.  M.  Jackson,  Salt 
Lake  City,  1966;  John  F.  Waldo,  Salt  Lake  City,  1966;  Charles 
M.  Parrish,  Salt  Lake  City,  1966;  Spencer  Snow,  Salt  Lake 
City,  1966. 


Council  on  Government  Relations 

Ralph  E.  Jorgenson,  Chairman. 

LEGISLATIVE  COMMITTEE:  Allan  H.  Barker,  Chairman, 
Salt  Lake  City;  Melvin  J.  Corry,  Cedar  City;  Fred  V.  Jackman, 
Provo;  John  A.  Dixon,  Ogden;  I.  Bruce  McQuarrie,  Ogden; 
Rymal  G.  Williams,  Cedar  City;  H.  R.  Reichman,  Salt  Lake 
City;  George  R.  Aiken,  Kanab;  Thomas  L.  Hannum,  Brigham 
City;  Jay  S.  Broadbent,  Provo;  Robert  G.  Weaver,  Salt  Lake 
City;  Walter  J.  Burdette.  Salt  Lake  City;  Juel  E.  Trowbridge, 
Bountiful;  Wallace  S.  Brooke,  Salt  Lake  City;  Robert  S. 
Budge,  Smithfield;  Gale  H.  Keyes,  Ogden;  Don  Dee  Olsen, 
Ogden;  Robert  E.  Skabelund,  Logan;  Paul  G.  Stringham, 
Vernal. 

OCCUPATIONAL  HEALTH  COMMITTEE:  Burke  M.  Snow, 
Chairman,  Salt  Lake  City;  R.  Craig  Clark,  Provo;  Gilbert 
L.  Wright,  Salt  Lake  City;  William  M.  Gorishek,  Price;  Harold 
C.  Jenkins,  Murray;  Wallace  R.  Johnson,  Tooele;  W.  Lynn 
Richards,  Salt  Lake  City;  Harold  P.  Hargreaves,  Salt  Lake 
City;  Anthony  J.  Lund,  Ogden;  J.  Gordon  Felt,  Brigham 
City;  La  Ville  H.  Merrill,  Hiawatha. 

MEDICAL  ADVISORY  COMMITTEE  TO  DEPARTMENT  OF 
PUBLIC  WELFARE:  Keith  M.  Pearson,  Chairman,  Salt  Lake 
City;  Norman  R.  Beck,  Salt  Lake  City;  Harry  E.  Fisher,  Jr., 
Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H. 
Keyes,  Ogden;  Newell  G.  Daines,  Jr.,  Logan;  Preston  G. 
Hughes,  Spanish  Fork. 

DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Robert  W. 
Carson,  Chairman,  Salt  Lake  City;  Richard  J.  Nelson,  Salt 
Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  Edward 
J.  Hruska,  Salt  Lake  City;  Glenn  C.  WUson,  Granger;  C.  M. 
Smith,  Sr.,  Provo;  T.  C.  Weggland,  Salt  Lake  City;  Arley 
Flinders,  Ogden;  Preston  J.  Burnham,  Murray;  Joseph  O. 
Brewerton,  Salt  Lake  City;  W.  F.  Loomis,  Brigham  City; 
James  P.  Neeley,  Logan;  A.  Willis  Smith,  Kearns. 

AGING  COMMITTEE:  Victor  Kassel,  Chairman,  Salt  Lake 
City;  Chelton  S.  Feeny,  Ogden;  Robert  H.  Nightingale,  Spring- 
ville; Lloyd  L.  Cullimore,  Provo;  Elmer  M.  Kilpatrick,  Salt 
Lake  City;  Omar  S.  Budge,  Logan. 
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Council  on  Public  and  Professional  Relations 

Drew  M.  Petersen,  Chairman. 

GRIEVANCE  COMMITTEE:  Mark  W.  Muir,  Chairman,  Salt 
Lake  City,  1963;  E.  D.  Morton,  Tremonton,  1963;  R.  V.  Larson, 
Roosevelt,  1963;  Russell  N.  Stirland,  Ogden,  1964;  O.  W. 
Phelps,  Helper,  1965;  Garth  B.  Last,  Hurricane,  1965;  W.  R. 
Worley,  Jr..  Richfield,  1965;  Clair  L.  Payne,  Logan,  1965; 
James  W.  Webster,  Provo,  1966. 

MEDICAL  LEGAL  COMMITTEE:  Chester  B.  Powell,  Chair- 
man, Salt  Lake  City,  1964;  Robert  H.  Lamb,  Salt  Lake  City, 
1964;  H.  David  Rees,  Provo,  1964;  S.  William  Allred,  Salt  Lake 
City,  1964;  J.  R.  Wherrltt,  Salt  Lake  City,  1964;  Louis  S. 
Peery,  Ogden,  1965;  W.  F.  Loomis,  Brigham  City,  1965;  Robert 
E.  Morrow,  Salt  Lake  City,  1965;  Burke  M.  Snow,  Salt  Lake 
City,  1965;  C.  L.  Payne,  Logan,  1966;  Charles  M.  Swindler, 
Ogden,  1966;  Donald  V.  Poppen,  Provo,  1966;  Wallace  E.  Hess, 
Salt  Lake  City,  1966;  Quinn  A.  Whiting,  Price,  1966. 

ETHICS  COMMITTEE:  Louis  E.  Viko,  Chairman,  Salt  Lake 
City;  Edward  R.  McKay,  Salt  Lake  City;  Stanley  R.  Child, 
Salt  Lake  City;  I.  Bruce  McQuarrie,  Ogden;  Ralph  E. 
Jorgenson,  Provo;  Ralph  L.  Tingey,  Salt  Lake  City;  G.  D. 
Carlyle  Thompson,  Salt  Lake  City;  Kenneth  A.  Crockett,  Salt 
Lake  City. 

HOSPITAL  RELATIONS  COMMITTEE:  Robert  M.  Dalrymple, 
Chairman,  Salt  Lake  City;  Mervyn  S.  Sanders,  Salt  Lake  City; 
William  J.  Morginson,  Salt  Lake  City;  Irwin  H.  Kaiser,  Salt 
Lake  City;  H.  David  Rees,  Provo;  W.  P.  Daines,  Ogden;  Drew 
M.  Petersen,  Ogden.  (The  same  number  will  be  chosen  to 
represent  the  Hospital  Association.) 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Dean  Spear, 
Chairman,  Salt  Lake  City;  C.  C.  Hetzel,  Ogden;  Louis  E.  Viko, 
Salt  Lake  City;  Preston  J.  Burnham,  Murray;  Chester  B. 
Powell,  Salt  Lake  City. 

MEMORIAM  COMMITTEE:  Earl  L.  Skidmore,  Salt  Lake  City. 
NURSING  LIAISON  COMMITTEE:  Edward  R.  McKay,  Chair- 
man, Salt  Lake  City;  Ivan  C.  Taylor,  Ogden;  D.  R.  Skidmore, 
Salt  Lake  City;  J.  D.  Mortenson,  Salt  Lake  City. 
PHYSICIANS’  ADVISORY  COMMITTEE  TO  UTAH  MEDICAL 
ASSISTANTS  ASSN.:  Joseph  E.  Jack,  Chairman,  Salt  Lake 
City,  1966;  Richard  A.  Call,  Provo,  1966;  Chelton  S.  Feeny, 
Ogden,  1964;  Joe  Amano,  Clearfield,  1964;  Mr.  Harold  Bowman, 
Salt  Lake  City. 

GENERAL  COMMITTEE  ON  PUBLIC  RELATIONS:  Chester 
B.  Powell,  Chairman,  Salt  Lake  City;  Louis  E.  Viko,  Salt 
Lake  City;  Robert  M.  Dalrymple,  Salt  Lake  City;  Dean  Spear, 
Salt  Lake  City;  Edward  R.  McKay,  Salt  Lake  City;  Joseph 
E.  Jack,  Salt  Lake  City;  Q.  B.  Coray,  Salt  Lake  City. 
SPEAKERS  BUREAU:  Ralph  E.  Jorgenson,  Provo;  Nephi  K. 
Kezerian,  Provo;  I.  Bruce  McQuarrie,  Ogden;  Thomas  L. 
Hanniun,  Brigham  City;  W.  Ezra  Cragun,  Logan;  N.  F.  Hicken, 
Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City;  Wallace 
S.  Brooke,  Salt  Lake  City;  Milo  C.  Moody,  Spanish  Fork; 
Robert  J.  Beveridge,  Salt  Lake  City;  Gail  W.  Haut,  Price; 
A.  R.  Demman,  Helper;  Drew  M.  Petersen,  Ogden;  V.  Robert 
Kelly,  Lasdon;  Andrew  L.  Karavitis,  Salt  Lake  City;  Reed 
W.  Farnsworth,  Cedar  City;  Floyd  W.  Seager,  Ogden;  J. 
Russell  Smith,  Provo;  Lloyd  L.  Cullimore,  Provo;  John  A. 
Dixon,  Ogden;  Robert  F.  Bitner,  Layton;  Ernest  L.  Wilkinson, 
Salt  Lake  City;  R.  Wendell  Vance,  Provo;  Allan  H.  Barker, 
Salt  Lake  City;  Maurice  Taylor,  Salt  Lake  City;  Frank  F. 
Daughters,  Salt  Lake  City;  Vernon  C.  Young,  Salt  Lake  City; 
Joseph  E.  Jack,  Salt  Lake  City. 


Wyoming  State  Medical  Society 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur  R. 
Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.O.  Box  2266,  Chey- 
enne; Tel.  632-5525. 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

Dke 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  infor- 
mation write  to  your  Medical  Journal  business 
or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 


James  E.  Mogan,  c.l.u. 

Special  Agent 

NEW  YORK  LIFE  INSURANCE  COMPANY 


Specializing  in 
ESTATE 
PLANNING 
for  Physicians 


LIFE  INSURANCE  GROUP  INSURANCE 
ANNUITIES 

PENSION  PLANS  DISABILITY  INCOME 

210  Guaranty  Bank  Building,  Denver 
Bus.  TA.  5-6281  Res.  SK.  7-2365 


Jor  April,  1964 
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RECOGNIZE 
THIS  PATIENT? 


H!  don’t  sleep  well  ...  I dream  a lot . . . 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  , . . I’ll  never  be  cured.  55 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'DeproT  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
1 no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'DeoroT  is  indicated: 


I fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 
I ■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 
■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


meprobamate  400  mg.-h  benactyzine  hydrochloride  1 mg 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug' 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES /Cra/fAu/y, 


N.  J. 


for  April,  1964 


63 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 
Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions : purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide; Tablets  #I  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix' 
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WANT  ADS 


$2,000  GROSS  INCOME  MONTHLY — Unusual  oppor- 
tunity for  g'eneral  practitioner  in  well-established 
Denver  location  with  great  potential  for  industrial 
medicine.  Present  physician  changing  location  to  limit 
practice.  Completely  equipped  offices  with  x-ray  and 
laboratory  facilities  available  for  rent  with  remaining 
general  practitioner  sharing  all  personnel  and  mainte- 
nance expense.  Will  offer  most  attractive  rental  terms 
on  percentage  basis  of  gross  practice.  Large  part  of 
already  established  practice  will  be  referred  to  the 
new  physician.  Call  or  write  to  3405  Downing  St., 
Denver  80205.  623-6171.  9-4-TP 


OFFICES  FOR  RENT — Two  medical  suites  available 
in  established  medical  building  in  southwest  Denver. 
Air  conditioned,  laboratory,  3 examining  rooms,  pri- 
vate office,  large  waiting  room,  and  X-ray  room.  All 
utilities  furnished,  ample  parking.  For  information, 
write  to  2210  So.  Federal  Blvd.,  or  call  935-4689. 

10-4-TF 


OFFICE  SUITE  AVAILABLE  in  established  medical 
building  in  Centennial  Acres  area  (Littleton-Engle- 
wood).  3 examination  rooms.  X-ray,  lab,  private  of- 
fice, large  waiting  room,  ample  parking,  air-condi- 
tioned, background  music,  all  utilities  and  janitorial 
services  provided.  For  further  information,  write  to 
5025  So.  Federal  Blvd.,  or  call  935-4689.  10-5-TF 


COUNTY  SEAT  FARMING  COMMUNITY  in  central 
Montana  desires  full  or  part-time  doctor.  Completely 
equipped  clinic.  Excellent  outdoor  recreation  area. 
Ideal  location  for  any  doctor  desiring  semi-retirement. 
For  full  details,  contact  R.  William  Hammer,  Stanford 
Commercial  Club,  Stanford,  Montana.  3-4-2 


SMALL  PRIVATE  HOSPITAL  has  opening  for  Emer- 
gency Room  Physician.  Ideal  location  for  older  or 
semi-retired  physician.  North  Las  Vegas  Hospital,  Inc., 
1401  E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada 
89031.  3-2-4 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING 
SUBURBIA?  FAVORABLE  LEASEi?  The  Paramount 
Medical  Building  at  26th  and  Kipling  in  the  Wheat 
Ridge-Lakewood  area  is  the  answer.  This  fast  grow- 
ing community  of  high  income  families  offers  tre- 
mendous potentials  for  a new  doctor  just  starting, 
or  a general  practitioner  looking  for  ‘‘greener  pas- 
tures.” As  of  July  1st,  we  will  have  available  two 
suites,  one  arranged  for  two  doctors  and  the  other 
for  one.  Ample  off-street  parking.  For  further  infor- 
mation write  or  call  Lee  W.  Doud,  10080  W.  27th 
Ave.,  Denver  80215.  Phone  237-1329.  3-5-3 


SPACE  AVAILABLE  in  new  Kipling  Village  Profes- 
sional Building  to  be  completed  July  1 at  26th  and 
Kipling  in  Lakewood,  Colo.  Specialists  wanted.  Will 
finish  to  suit  your  needs.  Call  237-2788.  3-6-3 


COLORADO — ^General  Medical  Surgical  practice.  Coun- 
ty seat  4200,  irrigated  section.  New  hospital  and 
convalescent  home  in  town.  Office  and  equipment 
newer  type.  Established  eighteen  years.  Crippling 
illness  forces  retirement.  For  information  contact 
William  M.  Desmond.  M.D.,  6 Lee  Lane,  Pueblo,  Colo- 
rado 81005.  4-3-1 


CHIEF.  MEDICAL  SERVICE,  Certified  American 
Board  Internal  Medicine,  immediate  opening.  Salary 
$18,000.00  per  year.  Housing  available  on  hospital 
grounds,  including  utilities,  at  a cost  ranging  up  to 
$160.00  per  month.  Living  permitted  off  grounds  in 
Porterville.  Generous  fringe  benefits,  retirement.  So- 
cial Security,  11  paid  holidays  and  15  working  days 
vacation  annually,  paid  sick  leave.  Eligibility  Cali- 
fornia licensure  required.  Contact:  Medical  Director, 
Tulare -Kings  Counties  Hospital,  Springville,  Califor- 
nia. 4-1-1 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times 
to  give  your  patients 
the  satisfaction  they 
must  have.  In  business 
since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 


WEST  ALAMEDA 
MEDICAL  PLAZA 


NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 


MRS.  GLADYS  ELLIS 
Administrator 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


Trade  Mark 


diowdif 

Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


66 


Rocky  Mountain  Medical  Journal 


OWN  YOUR  OWN — New  Medical-Dental  Building-  at 
South  Wadsworth  and  West  Arkansas.  Tenant  will 
design  own  suite.  Three-year  lease  with  option  to 
buy.  Building  will  accommodate  two  physicians  and 
two  dentists.  For  information,  call  Dr.  W.  B. 
Fitzgerald  at  237-1705.  2-2-3 


WANTED:  G.P.  to  join  6 man  G.P.  Group.  Salary: 

$15,000  first  year,  no  expenses.  Opportunity  to  join 
on  a percentage  basis  after  first  year.  2 Hospitals. 
Group  owns  their  own  building,  lab  and  x-ray.  12,000 
population.  Good  hunting  and  outdoor  activities. 
Write:  L.  J.  Dunton,  Eastern  Nevada  Medical  Group, 
Box  306,  East  Ely,  Nevada.  2-1-3 


MEDICAL  SPECIALISTS — Board  eligible  or  certified 
with  combined  residency  and  experience,  to  develop 
and  provide  authoritative  medical  policy  and  opinions 
regarding  drugs  and  drug  products;  five-day,  forty- 
hour  week.  Entrance  salary  $15,415.  Periodic  increases 
of  $450.00  after  first  year.  Advancement  opportunities. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encour- 
aged. Liberal  benefits  of  Federal  employment  includ- 
ing life  Insurance,  health  insurance,  and  excellent  sick 
leave,  vacation  and  retirement  plans.  Major  costs  of 
travel  and  transportation  of  household  furnishings  to 
Washington,  D.  C.,  will  be  paid.  Send  complete  cur- 
riculum vitae  to:  Joseph  F.  Sadusk,  Jr.,  M.D.,  Medical 
Director,  Bureau  of  Medicine,  Food  and  Drug  Adminis- 
tration, Washington.  D.  C.  20201.  4-4-3 


WANT  A GOING,  PROFITABLE!  PRACTICE?  Fully 
equipped  modern,  air-conditioned  office,  with  x-ray, 
laboratory,  minor  surgery,  and  adequate  parking. 
Close  to  hospitals  and  shopping  centers.  Physician 
going  abroad.  Available  immediately.  Nearly  100% 
collection  on  accounts.  Practice  functioning  to  earn 
profitable  living  from  the  first  day.  A good  chance 
to  move  up  with  minimal  effort  or  investment.  Dr. 
Robert  M.  duRoy,  4101  E.  Wesley  Ave.,  Denver,  Colo- 
rado. 757-3307.  4-7-3 


WANTED — M.D.,  all  phases  of  practice  with  thriving 
completely  equipped  clinic.  Industrial  area  in  North 
Texas  with  90%  hospitalization  and  medical  insurance 
coverage.  Start  on  salary  or  percentage  basis.  Write 
c/o  Box  4-2-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver.  Colorado  80218.  4-2-3 


PHYSICIAN:  Opening  available  for  physician  quali- 
fied for  position  as  Chief,  Urological  Section  on 
Surgical  Service.  Service  consists  of  60  beds,  15  of 
which  are  in  a new  and  fully  equipped  G.U.  Suite. 
In  addition  to  Urologist,  Service  includes  Chief,  Sur- 
gical Service,  Orthopedic  Surgeon  and  Nurse  Anes- 
thetist. 215-bed  fully  accredited  General  Hospital  with 
services  in  Medicine,  Pulmonary  Disease,  General 
Surgery,  Urology,  Orthopedics,  Radiology  and  Path- 
ology. Highest  quality  institutional  practice:  research 
opportunities;  regular  hours,  magnificent  desert  and' 
mountain  environment  and  unsurpassed  year-round 
climate.  Housing  at  modest  rental  on  hospital  grounds. 
Federal  benefits  include  retirement,  life  and  health 
insurance,  disability  protection,  sick  and  annual 
leave.  U.  S.  citizenship  and  licensure  in  any  state  or 
territory  required.  Nondiscrimination  in  employment. 
Salary  dependent  on  qualifications  and  experience. 
Apply  to  Personnel  Officer,  Veterans  Administration 
Hospital,  Fort  Bayard,  New  Mexico.  4-5-1 


ANESTHESIOLOGY — Applications  invited  for  resi- 
dencies in  an  active  and  approved  program  of 
anesthesiology.  Openings  on  or  about  July  1,  1964. 
Department  of  6 fulltime  anesthesiologists.  Eligibility 
for  Illinois  licensure  required.  Stipend  $6000  first 
year.  Contact  Dr.  William  A.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois. 

4-8-3 


GENERAL  SURGEON— 44;  board  certified:  university 
trained;  subspecialty  training  in  urology,  ortho- 
pedics, and  neurosurgery;  Catholic;  married;  presently 
with  Veterans  Hospital;  desire  association  or  solo 
practice;  available  June  1.  Reply  to  Box  4-6-1,  Rocky 
Mountain  Medical  Journal,  1809  B.  18th  Avenue,  Den- 
ver, Colorado  80218.  4-6-1 


Newton  Optical 
Company 

Cotering  to  Medical  Profession  Patronage 


309  16th  Street 
Denver  2 


Telephone 
KE  4-8714 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


'fie  are  your 
local  distributors 
of  Profexray  X-ray 'j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 




SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 
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throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  MCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg,  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 
or  longer  with  Just  i tablet . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of 
Percodan  are  somev/hat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

•U.  S.  Pats.  2,628.185  and  2,907.768 
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THERAMATIC 

a n@w  electronic  achievement 


• • 


• ARTHRITIC 
M V I INFLAMMATORY 
I I I I INFECTIVi 

STIMULANT  TO  BODY  DEFENSES 


By  generating  powerful  pulses  of  high  frequency 
power  which  bombard  body  tissues  producing 
therapeutic  results  without  producing  hyperpyrexia 
or  overheating  of  tissue. 


Qolohxiudo  ^-dicu^ 

1432  Poplar  Street 
Denver,  Colorado  80220 
Phone:  322-5081 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  LT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Colorado  29th  Annual  Midwinter  Clinical  Session 
House  of  Delegates  Proceedings 


Looking  Ahead  at  the  Medical  School 
What  to  Do  With  Those  Neurotic  Patients 
Carcinoma  of  the  Cervix 

and  other  articles 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 


Throughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
allergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrima- 
tion,  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
ing keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
tive effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it. 

BENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 
several  forms  including  Kapseals®  containing  50  mg  43364 


PARKE-DAVIS 


PAPKE.  OAVIS  4 COAfPANr.  Otirol.  4 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'"®  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,®  moder- 
ate,®’'* or  severe  hypertension.^’® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  capsule-shaped  tablets  providing 

50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  „ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.:  23:248  —the  Priceless  Ingredient 
(June)  1962. 

' SQUIBB  DIVISION 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG  ), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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disability  without  debilitation . . . 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL'  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
, virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
\ dosage  is  decreased  or  therapy  discontinued.  Patients 
' with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
1 water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

'!  ‘The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
I anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 

1 activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 

! agents  currently  in  use. 

I 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  Vz  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y. 


RECOGNIZE 
THIS  PATIENT? 


Rocky  Mountain  Medical  Journal 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

- add  ‘Depror  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 
of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2..  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol’ 

meprobamate  400  mg.  -I-  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
,sional  dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES /C/-a/76t//y,  /V.  J. 
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Butazolidirf 

Butazolidirf 

alka 


brand  of  phenylbutazone 
Tablets  of  100  mg. 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 
homatropine 
methylbromide,  1.26  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


iU-2523 


Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 


MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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New  excitement  Joins  Frontier's! 
■fleet 


Luxurious  and  Mighty.  Sleek.  Swift.  Smooth. 
Hushed!  Brand  new  excitement,  inside  and  out- 
designed  and  destined  to  increase  your  total  flying 
pleasure.  Smartly-styled  in  Frontier's  rich  new  flying 
colors.  Superb  performance  . . . smooth,  quiet  flights 
now  100  miles  an  hour  faster.  The  secret?  Depend- 
ability-proved 3750  horsepower  jet-prop  Allison 
engines!  One  more  exciting  thought:  try  it!  At  your 
pleasure  beginning  June  1.  And  remember,  a!l  of 
Frontier's  money-saving  flight  plans  are  also  available 
on  the  580:  Lowest  total  Family  Fare  anywhere  . . . 
Youth  and  Military  discounts  . . . Group  and  Excursion 
fares  . . . and  all  the  rest.  Ask  about  them  I 

F/lOMTi£i^  AHUiMFS 


■W  I 


ES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CIT' 
JACKSON  / GREAT  FALLS  / MINOT  / RAPID  CITY  and  most  every  place  in  between 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAIIMED  RELEASE) 


Simplified,  convenient  dosage  for'  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 

, is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
i has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
, may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 

to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
i,  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 

Operation  of  motor  vehicles  or  machinery  or  other  activity 
\ requiring  alertness  should  be  avoided  if  these  symptoms  are 
i present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
' by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack~ 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 

capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.) , each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


min  is  almost  invariably  a presenting  ^ 

symptom  in  cases  of  skeletal  muscle  O IJCLo  ilL 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 

pTOVOCCitlVC  pCllTl,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

TCStduCil  PCllfly  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

SCV6T6  pUtfly  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

CTnOtlOtlCilly  Ct^gVClVCitcd  pmn^  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula~of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAL 

Each  pink-and-white  laminated  Tablet  contains,- 
Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.)... 

U.S.  Pat.  No.  2770649 

ROBAXISAE-PH 

Each  green-and-while  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (1%  gr.)....97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (1%  gr.) ....81  mg.  Phenobarbital  iVa  gr.)....8.1  mg. 

(Warning!  May  be  babit  forming) 


- a two-headed  dragon ! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H,  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
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Scripps  Clinic  and  Research  Foundation 

A nine-month  tutorial  program  in  cardiology, 
September  15,  1964  to  June  15,  1965,  will  be  of- 
fered by  the  Institute  for  CardioPulmonary  Dis- 
eases, Scripps  Clinic  and  Research  Foundation, 
La  Jolla,  California.  This  will  be  an  intensive 
program  covering  the  field  of  cardiovascular  dis- 
eases and  is  especially  designed  for  the  physician 
in  private  practice  who  wants  a year  of  organized 
instruction  with  freedom  from  direct  patient  re- 
sponsibility. For  details,  write:  E.  Grey  Dimond, 
M.D.,  Institute  for  CardioPulmonary  Diseases, 
Scripps  Clinic  and  Research  Foundation,  La  Jolla. 
California. 


Ruidoso  Summer  Clinic 

The  1964  Ruidoso  Summer  Clinic,  sponsored  by 
the  New  Mexico  Chapter  of  the  American  Acad- 
emy of  General  Practice,  will  be  held  in  Ruidoso, 
N.  M.,  July  20-23,  1964. 


Nevada  State  Medical  Association 
And  Reno  Surgical  Society 

The  Nevada  State  Medical  Association  will 
hold  its  Sixty-first  Annual  Meeting  in  conjunction 
with  the  Fourteenth  Annual  Conference  of  the 
Reno  Surgical  Society,  in  Reno,  Nevada  on  No- 
vember 4,  5,  6 and  7,  1964. 

For  further  information,  please  contact  Nelson 
B.  Neff,  Executive  Secretary,  Nevada  State  Medi- 
cal Association,  P.O.  Box  2790,  Reno,  Nevada. 


“Forty  Years  of  Progress” 

Alumni  Celebration 

Alumni  of  the  University  of  Colorado  School 
of  Medicine — 2,595  of  them,  scattered  throughout 
the  globe — are  being  invited  and  urged  to  “come 
home”  for  a special  “Forty  Years  of  Progress” 
Alumni  Week  celebration  in  Denver  May  28-30. 

Dr.  Hermann  B.  Stein  of  Denver,  President  of 
the  CU  Medical  Alumni  Assn.,  has  dispatched  invi- 
tational letters  to  all  his  local  and  far-flung  mem- 
bership with  copies  of  the  all-out  program  planned 
for  this  year’s  expanded  annual  meeting  of  the 
Silver  and  Gold  medics. 

The  returning  alumni  will  meet  and  honor  the 
new  dean.  Dr.  John  J.  Conger,  and  tour  the  new 
$19.3-million  University  Hospital  and  Clinical  Re- 
search Wing,  now  rapidly  approaching  completion. 
Other  highlights  of  the  celebration  will  include 
four  half-day  sessions  of  professional  and  scientific 
clinics  conducted  by  departmental  chairmen  and 
other  members  of  the  School  of  Medicine  faculty 
and  arranged  by  Dr.  Fredrick  H.  Good  of  Denver, 
program  chairman,  and  Dr.  C.  Wesley  Eisele, 
Associate  Dean  for  Postgraduate  Education;  a stag 
smoker  and  buffet;  class  reunions;  a tour  of  the 
U.  S.  Air  Force  Academy  for  wives;  the  annual 
dinner-dance  with  25-year  and  50-year  awards; 
the  annual  meeting  and  election  of  the  Alumni 
Assn.;  and  the  traditional  alumni  vs.  seniors  base- 
ball game. 

“Allow  me  to  emphasize  that  this  is  not  just  an 
ordinary  announcement,”  Dr.  Stein  said  in  his 
letter,  “but  an  invitation  for  each  alumnus  to 
participate  personally  in  a significant  occasion 
which  advances  the  progress  of  our  Alma  Mater.” 

Address  inquiries  and  advance  registrations  to: 
Alumni  Office,  University  of  Colorado  Medical 
Center,  4200  E.  Ninth  Ave.,  Denver  80220. 


Society  of  Nuclear  Medicine 

Berkeley,  California — June  17-20,  1964 

The  Society  of  Nuclear  Medicine  is  a national 
group,  rapidly  becoming  international.  It  now 
has  3,000  members,  2,000  of  whom  are  physicians. 
Other  members  include  Ph.D.’s  (and  other  de- 
grees), physicists,  chemists,  mathematicians,  en- 
gineers, biologists,  teachers,  research  personnel, 
etc.,  recruited  from  all  the  great  centers  of  nuclear 
energy  in  the  country. 

Speakers  at  this  meeting  are  from  among  the 
great  scientists  of  the  world.  Exhibits  will  be 
beautiful  and  illustrate  the  progress  of  medicine. 
This  is  an  open  meeting  and  will  be  well  worth 
the  attention  of  any  practitioner  in  the  West.  Reg- 
istration fee  $5.00. 

Thad  Sears,  M.D.,  President, 
Denver 


Montana  Chapter — 

American  College  of  Surgeons 

East  Glacier,  Montana 
Saturday,  August  22,  1964 

This  meeting  is  being  held  in  conjunction  with 
the  Montana  Academy  of  Otolaryngology  who 
will  meet  either  the  21st  or  the  23rd  of  August, 
also  at  East  Glacier,  Montana. 

Guest  speakers  will  include  Ben  Eiseman,  M.D., 
Professor  and  Chairman  of  the  Department  of 
Surgery,  University  of  Kentucky  and  Dr.  James 
H.  Allen,  Professor  of  Ophthalmology  at  Tulane 
University  Medical  School,  New  Orleans.  Other 
papers  will  be  given  by  members  of  the  Montana 
and  Alberta  Canada  surgeons.  The  complete  sci- 
entific portion  of  this  program  will  appear  in  the 
August  “What  goes  on”  bulletin. 
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Annual  Otolaryngologic  Assembly 

October  3 through  9,  1964 

The  Department  of  Otolaryngology  of  the  Uni- 
versity of  Illinois  College  of  Medicine  and  the 
new  Illinois  Eye  and  Ear  Infirmary  at  the  Medical 
Center,  Chicago,  will  present  an  intensive  post- 
graduate basic  and  clinical  program  under  the 
direction  of  Dr.  Emanuel  M.  Skolnik.  This  Assem- 
bly for  practicing  otolaryngologists  offers  a con- 
densed one  week  program.  It  is  designed  to  bring 
to  specialists  fundamental  information  and  a wide 
variety  of  current  advances  in  medical  and  surgi- 
cal management.  Basic  sciences  are  reviewed  by 
means  of  discussions  augmented  by  visual  aids. 

Panel  sessions  have  been  designed  to  empha- 
size otologic  and  reconstructive  surgery,  tumors  of 
the  head  and  neck,  otoneurology,  and  audiology. 
Luncheon  chats  with  question  and  answer  periods 
are  an  important  part  of  the  daily  instructional 
program. 

Interested  physicians  should  direct  communica- 
tions to  the  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine  at  the 
Medical  Center,  1853  West  Polk  Street,  Chicago, 
Illinois  60612. 


6th  World  Medical  Assembly  in  Israel 

The  American  Physicians  Fellowship,  an  or- 
ganization of  3,100  physicians  who  are  nonresident 
fellows  of  the  Israel  Medical  Association,  an- 
nounces that  the  Israel  Medical  Association  will 
conduct  its  6th  World  Assembly  in  Haifa,  Jerusa- 
lem and  Tel-Aviv,  Israel,  from  August  2 to  August 
14,  1964.  Many  world  famous  physicians  are  sched- 
uled to  lecture  at  this  Assembly. 

The  American  Physicians  Fellowship  is  con- 
ducting a 24-day  jet  flight  tour  to  Israel  and  three 
European  capitals  in  conjunction  with  the  6th 
World  Assembly.  Information  and  details  about  the 
Assembly  or  tour  can  be  obtained  by  writing  to 
the  American  Physicians  Fellowship  at  1622  Bea- 
con Street,  Brookline,  Massachusetts  02146. 


New  Mexico  Heart  Association 

Annual  Scientific  Meeting 
May  22,  1964 

White  Winrock  Motor  Hotel,  Albuquerque 
Morning  Session:  Cerebrovascular  Insufficiency 
Differential  Diagnosis 

Benj amine  T.  Selving,  M.D.,  Albuquerque 
Long-term  Anticoagulant  Therapy 
Leroy  J.  Miller,  M.D.,  Albuquerque 
Surgical  Treatment 

George  C.  Morris,  Jr.,  M.D.,  Associate 
Professor,  Baylor  University  College  of 
Medicine,  Houston,  Texas 
Rehabilitation  of  the  Hemiplegiac 

Freeman  Fountain,  M.D.,  Albuquerque 
Panel  Discussion:  Cerebrovascular  Insufficiency 
Moderator,  Michael  Pollay,  M.D., 
Albuquerque 

Afternoon  Session:  Hypertension 

Diagnostic  Approach  to  the  Patient 

Martin  Brandfonbrener,  M.D.,  Albuquerque 
Diagnosis  of  Pheochromocytoma 
Grace  Roth,  Ph.D.,  Albuquerque 
Surgical  Treatment 

George  C.  Morris,  M.D. 

Drug  Therapy 

Alfred  N.  Brest,  M.D.,  Associate  Professor 
of  Medicine,  Hahnemann  Medical  College 
and  Hospital,  Philadelphia 
Panel  Discussion:  Hypertension 

Moderator,  Robert  Friedenberg,  M.D., 
Albuquerque 

Banquet 

Kidney  Transplantation 

Albert  N.  Brest,  M.D. 


Pacific  Coast  Fertility  Society 

El  Mirador  Hotel 
Palm  Springs,  California 
November  12-15,  1964. 


Ameriean  Board  of  Obstetrics  and  Gynecology 

Applications  for  certification  in  the  American  Board  of  Obstetrics  and  Gynecology,  letters 
requesting  reopening  of  applications,  and  requests  for  re-examination  are  now  being  accept- 
ed in  the  office  of  the  Secretary.  All  applications  and  letters  of  request  must  be  submitted 
by  July  1,  1964,  and  accompanied  by  duplicate  lists  of  patients  dismissed  from  service  for 
the  twelve  months  immediately  preceding  application. 

Candidates  are  urged  to  carefully  review  the  current  Bulletin  of  the  Board,  with  particu- 
lar attention  to  the  existing  requirements  before  application  is  made. 

Bulletins  may  be  obtained  by  writing  to  the  office  of  the  Secretary. 

Diplomates  are  urged  to  keep  the  Board  office  informed  of  their  current  address. 

Clyde  L.  Randall,  M.D.,  Secretary-Treasurer, 
American  Board  of  Obstetrics  and  Gynecology 
100  Meadow  Road,  Buffalo  16,  New  York 


for  May,  1964 
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release 

far 

hostility? 


Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol*. 


ESKATROL 


Trademark 


Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 


Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 
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muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound, 


mg.,  caffeine  32  mg, 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medicatJon,  ■Soma- 
Compound  and  'Soma'  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  v/ith  cau- 
tion in  addiction-prone  individuals.  While  codeine  addictioni  is 
relatively  rare  and  easily  broken,  the  same  precautions  rnost  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vomiting, 
constipation  and  miosis  are  possible  codeine  side  effects  Snouid 
symptoms  of  hypersensitivity  occur,  discontinue  m.sd  oatwn. 


Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES / Cranbury. N. J. 


Contraindications:  None  reported. 

1 Complete  product  information  available  in  the  product  package, 
and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

! Supplied;  'Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
; brder  form  required)  is  available  in  white,  lozenge-shaped  tab- 
; lets;  botties  of  50. 


reduce 

or  obviete 
the  need  for 

trensfusions 
and  their 
attendant 


Editor,  Rocky  Mountain  Medical  Journal; 

Concerning  Case  26  of  the  Maternal  Mortality 
Series  in  the  March,  1964,  issue — when  complica- 
tions arise  with  anesthesia  and  obstetrics,  why 
not  consult  an  anesthesiologist  to  aid  in  evalua- 
tion? The  patient  certainly,  from  what  is  stated 
in  the  protocol,  did  not  die  from  anoxia  due  to 
anesthesia,  but  (probably)  from  hypercarbia  with 
resulting  depressed  respirations,  post-anesthetic 
cyclopropane  shock  with  hypotension  and  arrhyth- 
mias and,  ultimately,  arrest. 

First,  concerning  anoxia  — inhalation  Trilene, 
75  per  cent — 25  per  cent  nitrous  oxide — oxygen, 
and  cyclopropane  provide  adequate  amounts  of 
oxygen,  with  cyclopropane  having  the  highest  per- 
centages of  oxygen. 

Second,  Trilene  does  react  with  soda  lime  to 
produce  toxic  degradation  products  — dichlora- 
cetylene,  phosgene,  etc. — but  slowly.  It  is  prob- 
ably safe  to  use  soda  lime  absorption  for  a short 
period  of  time  and  then  change  the  soda  lime  at 
the  end  of  the  case.  An  open  system  or  a high-flow 
system  with  soda  lime  bypass  would  be  safer. 

Third,  it  certainly  is  not  safe  to  use  cyclopro- 
pane without  soda  lime  absorption,  as  it  is  a low- 
flow  agent.  Normal  vital  signs  in  this  case  merely 
show  how  well  general  anesthesia  can  mask  signs 
of  hypercarbia. 

For  about  22  minutes  this  patient  rapidly  ac- 
cumulated carbon  dioxide  to  high  levels  (try 
breathing  in  a paper  bag  or  a gas  machine  without 
the  soda  lime  filtration — even  for  five  minutes). 
Upon  terminating  anesthesia,  she  began  to  show 
classic  signs  of  cyclopropane  shock,  which  is  due 
to  hypercarbia  during  cyclopropane  anesthesia. 
This  consists  of  marked  hypotension,  tachycardia 
and,  usually,  rapid  shallow  respirations.  At  this 
point  she  could  not  be  ethically  left  by  the  physi- 
cian responsible  for  her  care — either  anesthesiolo- 
gist or  obstetrician.  Frequent  vital  signs  post- 
anesthesia until  awake — blood  pressure,  pulse,  etc. 
— would  have  shown  immediately  that  she  was 
in  shock  and  required  oxygen,  possibly  ventilation, 
and  probably  vasopressors. 

Actually,  had  she  been  awakened  following  de- 
livery and  her  episiotomy  repaired  under  local 
anesthesia,  she  probably  would  have  had  no  diffi- 
culty, since  she  would  have  had  rapid  carbon 
dioxide  accumulation  for  only  a few  minutes,  with 
rapid  recovery.  “Anoxia  from  anesthesia”  is  gen- 
erally a catch-all  meaningless  term. 

G.  A.  Gronert,  M.D.,  Denver 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  — in  25  years  of  use 
no  report  of  an  untoward  reaction 


has  been  received;  however. 


acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  lOec  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  * Paris,  Ontario 
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T1JBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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that  foils 
the  “leakers 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
shp  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect  I 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye  i 
rushes  in.  ■ With  dye  as  the  spy,  elusive  i 
"leakers”  are  quickly  spotted  and  rejected  ... 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Ahe  doctors  are  always  against  every- 
thing.” In  our  continuous  opposition  to  com- 
pulsory health  care  for  the  aged  financed 
through  Social  Security  we  are  constantly 
attacked  with  this  criticism.  Our  opponents 
attempt  to  maneuver  us  into 
a defensive  position  by  accus- 
ing us  of  being  opposed  to 
change,  especially  as  it  relates 
to  the  care  of  our  patients. 

Historically,  our  ancestors  of  the  Ply- 
mouth Settlement  are  praised  because  they 
opposed  religious  persecution;  our  forefathers 
of  the  Thirteen  Colonies  are  immortalized 
because  they  were  against  tyranny;  Lincoln 
is  revered  because  he  was  against  slavery.  It 
has  always  been  our  duty  as  citizens  to  be 
against  any  action  harmful  to  our  country. 
Yet,  in  the  political  climate  of  today  it  is 
unpopular  to  be  against  “positive”  action.  In 
an  era  in  which  we  worship  action  for  action’s 
" sake,  it  is  a political  detriment  to  be  against 
movement  or  change. 

i The  curious  paradox  of  the  present  is  that 
we  are  criticized  for  being  opposed  to  certain 
changes  when  the  basic  political  philosophy 
of  our  government  is  emphasis  on  the  nega- 
tive.  The  unfair  satire  of  today  is  that  we 
are  censured  for  being  against  change  while 
the  principal  maneuver  of  the  politicians  is 
exploitation  of  the  negative  aspects  of  our 
^ society.  The  politician  enlists  support  not  by 
extolling  our  achievement  but  by  emphasiz- 
i;;  ing  our  shortcomings  and  weaknesses  — by 
emphasizing  the  negative. 

Great  effort  is  being  expended  to  convince 
us  that  most  of  the  elderly  of  the  nation 
cannot  afford  medical  care.  The  effort  per- 
sists in  spite  of  recognition  that  the  United 
States  has  the  highest  standard  of  medicine 
in  the  world,  and  without  regard  to  a great 
body  of  evidence  that  the  elderly  receive 
excellent  medical  care  and  the  majority  can 
pay  for  it.  It  is  a hardship  for  a small  segment 
i of  our  society  (not  necessarily  only  the  aged) 


to  obtain  care,  but  the  problem  must  be 
handled  in  its  actual  perspective,  and  actions 
should  not  be  based  on  propaganda  of  poli- 
ticians exploiting  minor  deficiencies. 

Currently  we  are  bombarded  with  evi- 
dence of  great  poverty  in  our  country.  Poli- 
ticians do  not  remind  us  that  we  are  blessed 
with  the  highest  standard  of  living  in  the 
world  or  that  we  enjoy  a better  life  than 
attained  by  any  other  civilization  in  history. 
Rather,  poverty  is  emphasized  as  one  of  the 
great  problems  of  our  time.  Being  poor  is 
presented  as  unnecessary  and,  in  fact,  unfair. 
Lincoln  would  have  been  surprised  to  hear 
that  he  envisioned  a nation  where  no  one 
would  be  poor,  as  was  intimated  in  President 
Johnson’s  Lincoln  Day  address.  Being  poor 
has  been  an  important  motivation  in  the 
careers  of  many  of  our  leaders.  As  have  all 
good  men  throughout  history,  we  support  ef- 
forts to  decrease  poverty,  but  we  are  opposed 
to  efforts  to  exploit  poverty  for  political  pur- 
poses. 

To  seek  out  deficiencies  and  then  to  ex- 
ploit them  is  a standard  political  maneuver. 
To  emphasize  negative  aspects  of  our  way 
of  life  is  a successful  method  for  a politician 
to  gain  support.  However,  in  the  final  judg- 
ment these  deficiencies  must  be  judged  in 
perspective,  and  measures  to  correct  them 
must  not  jeopardize  fundamental  concepts 
which  are  the  foundation  of  our  democracy. 
Disregard  of  the  positive  achievements  of 
our  society  and  exploitation  of  the  negative 
elements  is  gradually  eroding  the  basic  fabric 
of  our  free  government — and  this,  again,  we 
are  against! 

We  physicians  have  been  maneuvered 
into  being  against  many  things  by  political 
opponents  expounding  a negative  philosophy. 
The  paradox  is  that  we  are  accused  of  having 
the  negative  approach  when  opposition  to  the 
political  tactics  of  our  opponents  is  actually 
the  positive  position.  We  are  “for”  and  our 
opposition  is  “against” — but  it’s  tough  to  ex- 
plain! 


JFho  Is 
Against? 


I 
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J-HYSiciANS  of  the  Rocky  Mountain  area  and 
their  guests  enjoyed  a successful  Midwinter 
Clinical  Session  of  the  Colorado  Medical  So- 
ciety in  Denver,  March  3 to  6.  Among  dis- 
tinguished guests  was  Dr.  Edward  R.  Annis, 

President  of  the 
Political  Intrigue  AM  A.  As  princi- 

Must  Be  pal  speaker  at  the 

Neutralized  at  Home  banquet,  his  mes- 
sage was  some- 
thing to  be  remembered,  especially  now  and 
during  the  political  campaigns.  Unfortunate- 
ly, a program  to  vilify  the  AMA  as  an  hier- 
archy is  afoot  and  the  administration  is 
falsifying  the  facts  about  costs  implied  in 
their  Medicare  program. 


Unbelievable  as  it  is,  said  Dr.  Annis,  some 
of  the  congressmen  don’t  know  the  difference 
between  the  King-Anderson  bill  and  the 
Kerr-Mills  law.  The  latter  is  implemented 
and  successful  in  most  states  in  spite  of 
political  obstacles  and  largely  because  physi- 
cians and  their  wives — willing  to  work  and 
spend  money  for  a project  in  which  they 
believe — have  become  better  citizens,  labor- 
ing on  the  home  front  to  tell  the  truth.  They 
have  shown  how  much  better,  and  more  eco- 
nomically, needs  of  elder  citizens  can  be 
answered  at  the  state  level.  The  Kerr-Mills 
law  is  designed  to  care  for  the  19  per  cent 
of  the  people  who  are  over  65  and  the  11  per 
cent  of  them  who  will  be  sick  during  the 
average  year.  We  have  the  law;  now  let’s 
make  it  work! 


Seventy-six  per  cent  of  American  people 
possess  voluntary  health  insurance.  Some  of 
the  plans  cover  hospital  expenses  to  $35.00 
per  day.  In  a few  years  it  may  be  $50.00,  and 
some  of  us  could  live  to  see  it  $100.00  if  de- 
valuation of  the  dollar  continues.  Most  people 
are  not  aware  of  the  new  and  improved  equip- 
ment in  our  hospitals  which  requires  edu- 
cated brains  and  trained  hands  to  operate. 
Labor  constitutes  about  70  per  cent  of  hos- 
pital costs;  thus,  of  a bill  of  $500.00,  $150.00 
goes  for  drugs  and  facilities  but  $350.00  is 
for  the  help.  People  look  at  the  price  tag 
rather  than  the  quality  of  what  they  receive. 
Strange  it  is  how  patients  are  anxious  to  use 
their  health,  but  not  their  life,  insurance!  It 


will  take  more  and  continued  persuasion  and 
education  before  the  majority  of  people  will 
be  thoughtful  and  unselfish  in  using,  rather 
than  abusing,  their  insurance  benefits. 

Governor  Nelson  Rockefeller  told  Dr. 
Annis  that  the  AMA  is  the  third  most  power- 
ful organization  in  America,  the  other  two 
being  the  political  parties.  To  utilize  this 
great  potential  for  attainment  of  the  greatest 
good  for  the  most  people  out  of  the  medical 
dollar,  we  must  be  heard  by  our  own  people 
at  the  local  level.  They  still  believe  their 
doctors  back  home!  Now  is  the  time  of  all 
times  for  them,  and  our  representatives  in 
Congress,  to  hear  from  us.  We  have  a duty 
to  perform  for,  as  Abraham  Lincoln  said,  “To 
sin  by  silence,  when  they  should  protest, 
makes  cowards  of  men!” 


A] 


Automotive  Safety — 
A Step  Forward 


-N  EVENT  OF  GREAT  SIGNIFICANCE  for  traffic 
safety  occurred  on  December  3,  1963.  A reso- 
lution by  State  Senator  Francis  X.  McCann 
and  the  Massachusetts  Division  of  the  Ameri- 
can Automobile  Association  was  filed  to  es- 
tablish a Code  of 
Minimum  Safety 
Standards  for  the 
Manufacture  of 
Motor  Vehicles  to 
be  sold  in  that  state.  Senator  McCann  said: 
“There  are  safety  codes  for  construction  and 
operation  of  elevators,  for  public  building 
construction,  even  for  the  construction  of  our 
homes,  the  drugs,  food  and  electrical  appli- 
ances our  families  use.  But  so  far  as  we  can 
ascertain,  there  is  no  such  code  of  minimum 
safety  standards  for  the  manufacture  of  auto- 
mobiles.” 


To  draft  this  code  the  legislature  will 
establish  an  unpaid  commission  consisting  of 
two  members  of  the  Senate,  three  members 
of  the  House,  the  Registrar  of  Motor  Ve- 
hicles, the  Commissioner  of  Public  Safety, 
and  two  persons  appointed  by  the  Governor. 
The  Commission  shall  have  the  power  to 
employ  such  consultants  and  professional  and 
research  organizations  as  may  be  necessary 
for  carrying  out  the  purpose  of  this  resolve. 
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The  commission’s  recommendations  shall  in- 
clude, but  not  be  limited  to,  a consideration 
of  the  accompanying  motor  vehicle  design 
features. 

If  and  when  the  State  of  Massachusetts 
and  a substantial  number  of  other  states  adopt 
such  a code,  then,  and  only  then,  in  the 
opinion  of  this  writer,  will  we  be  in  a position 
to  reduce  the  number  of  our  traffic  deaths 
and  injuries. 


OoME  60  per  cent  of  persons  age  65  and 
over  had  some  form  of  private  health  insur- 
ance at  the  end  of  1962.  In  addition,  at  least 
14  per  cent  or  more  were  eligible  at  that  time 
for  medical  care  under  Old  Age  Assistance 
and  the  Kerr-Mills  Law. 
Thus,  approximately  75 
per  cent  of  the  aged  have 
available  the  means  of 
meeting  health  care  costs 
either  through  private  health  insurance  or 
existing  government  programs. 

— Health  Insurance  Viewpoints.  Compiled  by 
the  Health  Insurance  Council. 


The  Aged  and 
Private  Health 
Insurance 


T 

Ahe  “catch”  is  that  once  any  medical  serv- 
ices are  provided  for  the  public  under  the 
Social  Security  or  any  other  federal  tax  sys- 
tem, it  will  be  argued  that  these  services  are 
inadequate  and  must  be  expanded.  This  argu- 
ment will  be  put  forth  and 
services  expanded  until  the 
federal  government  will 
eventually  provide,  regu- 
late and  control  virtually 
all  medical  care  for  virtually  all  citizens 
whether  or  not  they  want  them  or  need  them. 

The  Social  Security  Tax  began  at  V2  per 
cent  in  1933  and  will  be  9 per  cent  in  1969. 
This  does  not  include  any  additional  tax  for 
medical  care.  This  tax  too  would  inevitably 
increase  as  the  federal  government  adds  more 
federal  medical  services  for  more  people  who 
do  not  need  or  want  “government  medicine.” 


Whafs  the 
Catch? 


Social  Security  Medicine  will  inescapably 
become  “Socialized  Medicine.” — Am.  Soc.  of 
Int.  Med. 


A HIS  JOURNAL  does  not  have  a section  called 
Immateria  Medica,  Tonics  and  Sedatives, 
Laughs  to  Postpone  Your  Epitaph  or  the  like 
to  break  the  deadly  seriousness  of  scientific 
fare.  However,  occasionally  we  comment 
editorially  upon  something 
which  struck  a humorous 
Apology  note  as  it  crossed  the  desk. 

Sometimes  a colleague  pre- 
sents such  an  item  which 
he  believes  should  be  shared  with  our  readers. 
This  occurred  recently  with  a proposed  as- 
signment to  student  nurses.  It  appears  be- 
tween editorial  paragraphs  on  page  20  of  the 
March,  1964,  issue  of  this  journal.  The  Di- 
rector of  the  School  of  Nursing  failed  to  see 
the  humor  and  gave  expression  on  behalf  of 
herself  and  staff  in  the  following  Letter  to 
the  Editor: 


In  the  March,  1964  issue  of  ROCKY  MOIRSTTAIN  MEDICAL 
JOURNAL  an  editorial  appeared  on  “E”  FOR  EVALUATION. 
Since  this  “literary  gem”  was  a direct  quote  from  an  assign- 
ment given  to  our  senior  students,  I feel  compelled  to  remark 
on  this  issue. 

The  material  quoted  was  a proposed  assignment  under 
discussion  by  faculty  and  head  nurses.  A tentative  outline 
was  prepared  for  the  express  purpose  of  discussion  prior  to 
its  being  given  to  the  students.  A revised  explanation  of  the 
assignment  was  made  and  given  to  the  students  foUowing  a 
discussion  period. 

While  I understand  the  editorial  was  written  for  humor, 
I took  it  as  an  insult  to  nursing,  my  faculty  and  our  school. 
The  material  as  printed  was  not  written  for  publication.  We 
are  quite  aware  that  proper  form  and  word  usage  is  important, 
and  we  strive  to  instill  this  knowledge  in  our  students.  To 
this  end,  we  have  a policy  that  all  papers  submitted  are 
corrected  for  grammar,  spelling,  content  and  form. 

The  Faculty  was  interested  in  the  Evaluation  of  Nursing 
Practice.  It  was  the  intent  to  repeat  this  word,  because  that 
is  exactly  what  we  wanted.  To  us  it  had  meaning:  to  you, 
the  physician,  it  apparently  did  not. 

Rather  than  being  critical  of  one  particular  written  assign- 
ment, further  research  should  have  been  done  to  determine 
how  it  was  presented  to  the  student.  Then,  you  might  ask  the 
doctors  “to  read  it  and  think  about  the  level  of  instruction 
and  leadership  under  which  some  of  our  aspiring  nurses  are 
laboring.” 

Lillian  DeYoung,  R.N. 

Director,  School  of  Nursing  (St.  Luke’s  Hospital) 

Since  humor  fails  when  it  hurts  or  offends 
anyone,  we  regret  our  indiscretion.  At  the 
time,  having  noted  the  nurses’  assignment, 
one  could  picture  bewildered  students  won- 
dering who  was  evaluating  whom.  Merely 
amused,  criticism  of  the  faculty  and  objec- 
tives of  the  teaching  program  was  not  in- 
tended! 
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Looking  ahead  at  the  medical  school* 


John  J.  Conger,  Ph.D.,  Denver 


I AM  PRIVILEGED  to  join  the  officers  of  our 
state  and  county  medical  societies  in  explor- 
ing our  individual  and  common  goals  for  the 
future.  It  is  fair  to  say  that  medicine  has 
seldom,  and  perhaps  never  before,  faced  such 
challenging  and  exciting  prospects  as  those 
which  lie  immediately  ahead  of  us.  Each  ad- 
vance carries  with  it  a host  of  problems, 
problems  which  we  all  must  work  together  to 
handle  in  a rational,  if  not  always  satisfying, 
manner.  What  are  some  of  these  prospects 
and  problems,  and  what  are  their  implica- 
tions for  the  future  of  the  Medical  School,  as 
well  as  for  medicine  as  a whole? 

One  fact  which  is  apparent,  and  which 
must  be  dealt  with  in  some  fashion,  is  that  we 
are  entering  a revolutionary  era  in  the  basic 
medical  sciences — an  era  in  which  the  prin- 
ciples guiding  our  knowledge  of  man  and 
his  functioning  will  become  increasingly  uni- 
fied and  orderly,  and  at  the  same  time  in- 
creasingly complex.  It  is  an  era  in  which  we 
have  already  seen  such  formidable  accom- 
plishments as  a more  exact  characterization 
of  DNA,  with  its  almost  frightening  prospects 
for  improved  understanding  of  some  of  the 
basic  secrets  of  life  itself,  and  for  potential 
intervention  at  the  genetic  level  in  develop- 
ment of  this  life.  It  is  sobering  to  be  reminded 
that  90  per  cent  of  all  the  scientists  in  the 
history  of  the  world  are  alive  and  at  work 
today,  and  to  speculate  about  the  impact 
that  this  development  will  inevitably  have 
upon  the  teaching  and  practice  of  medicine, 
whether  in  the  office,  hospital,  classroom  or 
laboratory. 

•Presented  at  a meeting  of  the  officers  of  the  Colorado  Medical 
Society  and  component  county  medical  societies  on  the  topic, 
“Looking  Ahead  at  the  Medical  School,”  October  13,  1963, 
Denver,  Colorado.  The  author  is  Vice  President  for  Medical 
Affairs  and  Dean,  University  of  Colorado  School  of  Medicine. 


We  are  also  entering  a period  of  rapid 
change  in  the  development  of  society  itself, 
and  this  poses  difficult  problems  and  chal- 
lenges for  medical  education,  medical  prac- 
tice, and  for  proper  communication  among 
all  areas  of  our  expanding  medical  commu- 
nity. Some  aspects  of  this  rapidly  changing 
social  scene,  such  as  the  population  explosion, 
are  to  some  extent  products  of  medicine  it- 
self. But  there  are  others  which,  by  affecting 
all  of  society,  automatically  affect  medicine. 
For  example,  as  urbanization  and  automation 
grow,  life  becomes  more  complex  and  im- 
personal, and  problems  of  communication 
grow  more  difficult. 

This  is  true  in  all  phases  of  our  social 
relationships.  If  any  of  you  ever  lived  in  a 
small  Vermont  town,  as  I did  for  a time,  you 
will  remember  that  if  you  wanted  to  call 
Dr.  Jones,  you  placed  your  call  directly  with 
the  operator  (whose  name  was  usually  Mil- 
dred). Furthermore,  she  could  usually  tell 
you  whether  there  was  any  sense  ringing  Dr. 
Jones,  or  whether  he  was  making  an  emer- 
gency house  call  on  the  other  side  of  town. 
Now,  most  of  us  don’t  talk  to  the  operator 
at  all,  and  in  a growing  number  of  places,  if 
you  or  your  two-year-old  dials  too  many 
numbers,  you  are  likely  to  get  a surprised 
blond  in  San  Francisco  instead  of  Dr.  Jones. 
The  same  impersonality  pervades  our  lives 
whether  we  are  trying  to  purchase  an  aero- 
plane ticket,  register  a protest  with  the  city, 
or  return  a purchase  to  a department  store. 
It  poses  problems,  too,  for  our  hospitals  and 
physicians. 

In  the  face  of  all  these  revolutionary 
changes  in  science  and  technology,  and  in 
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society  itself,  with  their  corresponding  ad- 
vantages and  problems,  how  do  we  look  ahead 
in  medicine  as  a whole?  More  specifically, 
how  do  we  look  ahead  toward  the  future  of 
our  expanding  Medical  Center,  with  its  rap- 
idly forming  new  $18,000,000  hospital,  its 
soon-to-be  remodeled  Medical,  Nursing,  and 
possibly  Dental  Schools,  its  more  than  2,000 
employees,  its  nearly  1,000  students  in  one 
or  another  allied  field  of  medicine,  and  its 
tens  of  thousands  of  patients?  There  are  at 
least  four  general  considerations  that  must  be 
kept  in  mind  in  approaching  the  future  prob- 
lems of  medical  education  and  patient  care. 

First,  medical  knowledge  will  continue  to 
grow  at  geometric,  rather  than  arithmetic, 
rates.  Our  scientific  knowledge  is  already 
doubling  every  ten  years.  In  the  course  of  this 
increase,  disciplinary  boundaries  are  break- 
ing down  in  all  fields,  but  most  dramatically 
in  the  basic  medical  sciences.  As  our  knowl- 
edge becomes  more  molecular  and  unified, 
we  find  it  increasingly  hard  after  visiting  a 
man’s  laboratory  and  observing  his  experi- 
mental work  to  decide  whether  he  is  physi- 
ologist, biochemist,  anatomist,  or  microbiolo- 
gist. In  fact,  he  may  as  well  be  a pediatrician 
or  internist.  The  basic  medical  sciences  are 
moving  ever  closer  to  their  original  parent 
disciplines  of  chemistry,  physics,  biology,  and 
even  mathematics. 

Changes  in  curriculum 

At  the  same  time,  the  distance  between 
theoretical  breakthroughs  in  the  basic  medi- 
cal sciences  and  practical  clinical  applications 
is  also  being  reduced  at  a fantastic  rate. 
Obviously,  both  quantitative  and  qualitative 
changes  in  medical  knowledge  have  implica- 
tions for  the  medical  school  curriculum,  and 
will  require  us  to  adjust  to  this  change.  This 
is  not  easy.  As  one  speaker  at  a recent  meet- 
ing remarked,  “Changing  a medical  school 
curriculum  poses  all  the  problems  of  moving 
a graveyard.”  Yet  we  must  be  ready,  not  for 
impulsive  change  or  change  for  its  own  sake, 
but  for  reasonable  and  well-planned  change, 
responsive  to  demonstrated  need. 

In  addition  to  completing  the  new  hos- 
pital, we  are  planning  extensive  remodeling 
of  the  Medical  and  Nursing  Schools,  includ- 
ing expansion  into  the  soon-to-be-vacated 


facilities  of  the  present  Colorado  General 
Hospital.  After  38  years  and  a huge  increase 
in  students,  the  present  Medical  and  Nursing 
School  facilities  are  cracking  under  the  strain. 
One  of  the  most  exciting  aspects  of  this  re- 
modeling will  be  development  of  unit  labora- 
tories for  students  in  the  first  two  years.  This 
concept,  which  has  recently  been  adopted  in 
one  form  or  another  by  most  new  or  re- 
modeled medical  schools,  will  allow  the  stu- 
dent to  have  laboratory  work  space  and  study 
space  of  his  own  during  each  of  the  first  two 
years,  rather  than  running  constantly  from 
one  laboratory  to  another.  In  addition  to  im- 
proving efficiency  in  laboratory  management 
and  making  life  a little  simpler  and  more 
efficient  for  the  harried  student,  we  are  hop- 
ing that  this  development  will  also  make  it 
possible  to  integrate  further  some  of  the 
students’  studies  in  the  basic  sciences,  through 
curriculum  planning. 

As  knowledge  continues  to  grow  by  leaps 
and  bounds,  we  will  also  have  to  begin  to 
take  advantage  of  some  of  the  newer  technics 
for  processing  information  and  communicat- 
ing it  more  effectively.  This  need,  as  you 
know,  is  already  producing  revolutions  in 
the  operation  of  libraries,  with  development 
of  computerized  technics  of  information  re- 
trieval and  electronically  controlled  means 
of  communication  and  reproduction  of  infor- 
mation. A national  leader  in  this  movement 
has  been  the  National  Medical  Library  in 
Washington.  We  are  fortunate  in  having 
added  to  our  staff  Dr.  Frank  B.  Rogers,  who 
has  served  as  head  of  the  National  Library. 
Dr.  Rogers  will  serve  as  Chief  Librarian  and 
Professor  of  Medical  Bibliography  at  the 
Medical  School,  and  his  presence  will  be  of 
immense  benefit  to  the  Medical  School  and 
to  the  medical  community  of  Colorado. 

As  the  information  that  medical  students 
will  need  to  learn  grows,  we  must  remain 
alert  to  the  possibility  of  improving  our 
methods  of  teaching.  I personally  believe 
that  in  the  next  ten  years  many  medical 
schools  will  find  that  programed  learning 
and  various  audio-visual  devices  can  play  a 
valuable  role  in  this  effort,  particularly  in 
the  communication  of  standard,  well  worked 
out  information.  The  use  of  such  technics 
may  help  to  simplify  a number  of  aspects  of 
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learning  by  helping  to  clarify  material  for 
the  student,  making  it  possible  for  him  to 
proceed  at  his  own  pace  in  mastery  of  the 
material.  We  are  already  experimenting  this 
year  in  the  use  of  programed  material  in 
the  teaching  of  biostatistics,  and  a number  of 
other  medical  schools  are  making  efforts  to 
program  material  in  various  areas  of  bio- 
chemistry, anatomy,  and  physiology,  and  in 
some  specialized  areas  of  internal  medicine. 
The  aim,  rather  than  being  to  dispense  with 
the  teacher,  is  to  make  student -teacher  inter- 
actions more  fruitful  and  meaningful,  and  to 
allow  more  time  for  such  interactions  in  the 
areas  where  they  are  needed  most.  One  of 
these  is  patient  care,  which  remains  demand- 
ingly  human. 

Need  for  more  physicians 

A second  major  consideration  is  the  need 
for  increasing  the  number  of  physicians  in 
the  state  and  nation,  if  we  are  to  keep  up 
with  the  population  explosion.  On  the  other 
hand,  it  is  of  no  value  to  make  plans  for 
expansion  in  the  student  body  if  an  adequate 
number  of  capable,  well  trained,  and  respon- 
sible applicants  are  not  available  in  the  man- 
power pool.  I am  happy  to  state  that  while 
the  notion  of  a gradual  erosion  in  the  quan- 
tity and  quality  of  applicants  was  true  a few 
years  ago,  it  no  longer  is  true.  In  the  past 
couple  of  years,  and  particularly  in  the  last 
year,  almost  all  medical  schools  have  experi- 
enced a rise  in  number  and  quality  of  appli- 
cants. At  Colorado,  the  change  in  the  appli- 
cant situation  has  been  particularly  dramatic; 
our  rate  of  increase  in  applicants  recently  has 
been  approximately  double  the  national  aver- 
age. A much  larger  percentage  of  students 
from  Colorado  and  neighboring  states  now 
list  this  medical  school  as  their  first  choice, 
and  a much  larger  number  of  non-regional 
applicants  would  like  to  come  here  to  school. 
As  recently  as  1960,  we  had  a total  of  467 
applicants  for  the  85  places  in  the  entering 
class.  In  1963  the  number  of  applicants  for 
these  same  85  places  increased  to  810.  A rise 
of  40  per  cent  has  taken  place  this  year  alone. 
Significantly,  also,  where  in  1960  the  cumu- 
lative undergraduate  grade  point  average  of 
our  entering  students  fell  in  the  “C”  range. 


today  it  is  a solid  “B.”  Scores  on  the  Medical 
College  Admission  Test  have  undergone  a 
comparable  increase.  Where  we  once  worried 
about  possible  failure  of  an  admitted  student, 
resulting  both  in  personal  suffering  for  the 
applicant  and  loss  to  the  profession  of  a 
potential  future  physician,  we  are  now  be- 
ginning to  worry  about  our  inability  to  admit 
otherwise  qualified  applicants. 

I am  glad  to  report  that  when  the  new 
hospital  opens  next  year,  we  will  be  able 
gradually  to  increase  the  number  of  students 
in  the  junior  and  senior  years  from  85  to  96. 
When  the  remodeling  of  the  medical  school 
is  completed,  hopefully  in  several  years,  de- 
pending on  available  funds,  we  will  be  able 
to  go  to  about  100  students  in  the  first  year 
and  to  110  in  the  junior  and  senior  years. 

A third  major  consideration  to  be  kept  in 
mind  as  the  Medical  Center  looks  ahead  to 
our  increasingly  complex  future  is  the  need 
for  preserving  and  extending  the  human  side 
of  medicine,  including  the  essential  physician- 
patient  relationship.  Scientific  progress  in 
medicine  can  at  times  be  a two-edged  sword. 
We  see  daily  examples  of  lives  it  saves  that 
would  formerly  not  have  been  saved.  At  the 
same  time,  increasing  specialization  of  knowl- 
edge, whether  in  areas  of  research,  medical 
practice,  or  teaching,  increases  the  danger  of 
fragmentation  unless  complementary  inte- 
grating factors  can  be  found.  It  is  important 
to  realize  that  this  is  not  uniquely  a medical 
problem,  but  a problem  which  we  face  in  all 
areas  of  our  increasingly  complex,  increas- 
ingly differentiated  society. 

Nevertheless,  we  cannot  forget  the  whole 
person  in  pursuit  of  knowledge  of  his  parts, 
either  in  practice  or  in  research.  From  the 
point  of  view  of  teaching  medical  students 
as  future  practitioners  of  medicine,  the  prob- 
lem seems  to  me  to  have  two  aspects:  (1)  the 
necessity  of  preserving  in  ourselves  and 
teaching  our  students,  a knowledge  of  and  a 
fundamental  respect  for  patients  as  persons, 
with  all  of  their  hopes  and  fears  and  their 
fundamental  dignity,  despite  instances  of 
weakness  or  irritating  foibles  or  annoyances; 
(2)  the  technical  problem  of  making  mean- 
ingful physician-patient  relationships  possible 
in  the  face  of  all  the  forces  of  our  complex 
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society  that  together  tend  to  work  against 
meaningful  relationships  of  all  sorts — person- 
al, social,  and  professional. 

Here  I come  back  to  the  effects  in  our 
society  as  a whole  of  such  things  as  urbaniza- 
tion and  suburbanization,  specialization  of 
knowledge,  expansion  of  knowledge,  constant 
change,  mobility  in  space  and  time,  and  all 
the  rest.  Somehow,  however,  the  concept  of 
family  care  medicine  as  a necessary  compo- 
nent of  the  totality  of  medicine  must  be  pre- 
served. We  need  constantly  to  re-examine 
the  best  ways  of  keeping  up  with  what  the 
young  physician  must  know  in  order  to  be 
able  to  practice  family  care  medicine  of  some 
scope  in  a responsible  fashion  without  becom- 
ing overwhelmed,  and  then  making  it  possible 
for  him  to  do  so — whether  this  be  within  the 
context  of  general  practice,  internal  medi- 
cine, pediatrics,  or  whatnot.  Such  ventures 
as  the  general  medical  clinic  at  the  student 
level,  the  family  care  internship,  the  general 
practice  residency,  and  similar  programs  all 
seem  to  be  efforts  in  this  direction,  as  are 
many  of  our  postgraduate  and  continuing 
education  efforts,  both  by  medical  schools 
and  professional  groups  within  medicine. 

Problems  in  communication 

None  of  these  problems  is  easy,  and  I am 
sure  that  as  each  of  us  works  toward  trying 
to  find  partial  solutions  to  them  within  the 
context  of  the  settings  within  which  we  work 
and  function — whether  in  general  or  special- 
ty practice,  in  individual  or  clinic  practice, 
or  in  educational  or  research  setting — prob- 
lems and  difficulties  in  communication  are 
likely  to  arise.  Again,  I would  like  to  empha- 
size my  view  that  when  this  does  happen,  it 
is  not  necessarily  the  result  of  general  human 
perversity  or  inherent  faults  in  ourselves  or 
whatever  group  happens  for  the  moment  to 
be  “those  other  guys.”  As  I mentioned  above, 
the  increasing  complexity  of  our  society,  with 
its  trends  toward  fragmentation,  loss  of  com- 
munication, and  anonymity  affects  physicians 
too. 

One  of  the  principles  of  the  new  science 
of  information  theory  calls  attention  to  the 
fact  that  distance  between  receivers  and 
transmitters  (whether  at  the  level  of  the 
neurone,  the  organ,  the  man-made  telephone 


line,  or  even  the  human  society)  impairs  the 
clarity  with  which  the  signal  or  the  message 
or  the  information  comes  through  from  the 
line.  According  to  the  information  theorists, 
three  things  happen.  The  longer  the  distance, 
the  more  energy  loss  there  is.  In  other  words, 
parts  of  the  message  may  never  get  through. 
Second,  as  any  of  you  know  who  have  ever 
tried  calling  a small  town  in  Vermont,  the 
longer  the  distance,  the  worse  the  signal  to 
noise  ratio.  In  other  words,  clarity  of  the 
message  is  influenced  by  random  noise. 
Thirdly,  possibilities  of  distortion  are  in- 
creased. As  opposed  to  random  noise,  distor- 
tion is  the  result  of  a systematic  bias,  whether 
due  to  electrical  fields  or  human  bias  en- 
countered along  the  line  of  communication. 

It  seems  to  me  that  as  distance  between 
all  of  us  increases  in  our  complex,  increas- 
ingly specialized  medical  world,  we  have  suf- 
fered inevitable  effects  of  all  of  these  factors. 
Certainly,  in  the  medical  community,  parts  of 
the  message  get  lost  at  times,  between  the 
practitioner  and  his  consultant,  between  the 
members  of  a large  medical  school  faculty, 
and  between  medical  school  faculties  and 
their  colleagues  in  the  community.  I have 
even  heard  speculations  that  occasionally  the 
weakened  message  also  suffers  from  the  ef- 
fect of  a certain  amount  of  random  noise 
along  the  way,  as  well  as  from  some  distor- 
tion at  times.  This  is  a natural  event,  whether 
at  the  level  of  a neuronal  message  having  to 
cross  numerous  synapses,  or  at  the  level  of 
our  frequently  all  too  human  communica- 
tions. It  is  not,  for  the  most  part,  due  to 
general  perversity  of  the  transmitters  and 
receivers,  and  the  only  answer  is  for  us  to 
attempt  to  decrease  the  distance.  We  have 
an  obligation  to  increase  contact  and  com- 
munication to  accomplish  this,  since,  despite 
great  complexities  of  the  problems  that  we 
face,  we  share  common  and  vital  goals  which 
cannot  be  achieved  without  mutual  effort 
and  cooperation.  To  the  extent  that  we  are 
able  to  overcome  these  problems,  even  if  only 
to  a degree  and  imperfectly,  to  that  degree 
we  are  opening  the  door  to  an  era  in  medicine 
filled  with  great  intellectual  excitement, 
emotional  satisfaction  for  its  practitioners, 
and  immense  practical  benefits  for  that  strug- 
gling society  of  which  we  are  all  a part.  • 
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Salivary  gland  tumors* 


Lesions  of  the  salivary  glands  constitute 
common  clinical  entities  which  must  of  ne- 
cessity be  separated  into  tumorous  and  non- 
tumorous  categories.  The  purpose  of  this 
paper  is  to  demonstrate  the  characteristics  of 
salivary  gland  tumors,  both  benign  and  ma- 
lignant, in  an  analysis  of  125  such  neoplasms 
seen  at  the  Medical  College  of  Virginia  and 
other  Richmond,  Virginia,  hospitals  between 
1946  and  1961.  Methods  of  early  diagnosis  are 
outlined  and  the  various  histopathologic  en- 
tities described.  Proper  surgical  resection  is 
emphasized  in  an  attempt  to  improve  cure 
rates  and  prevent  local  wound  recurrence  or 
metastases. 

Definition 

The  glands  of  salivary  secretion  consist 
of  the  major  paired  organs  (parotid,  submax- 
illary and  sublingual)  as  well  as  the  minute, 
minor,  submucosal  glands  of  the  oral  cavity 
which  are  most  numerous  in  the  palate.  Non- 
tumorous  enlargements  of  the  major  salivary 
glands  have  been  recognized  for  centuries 
and  include  various  etiologic  factors.  Thus 
the  major  glands  are  of  particular  interest  in 
relation  to  differential  diagnosis  between 
neoplasms  and  other  conditions  affecting 
these  organs.  Minor  glands  or  accessory  sali- 
vary glands  rarely  manifest  themselves  by 
enlargement  caused  from  non-tumorous  fac- 
tors. A rare  case  of  Mikulicz’s  disease  of 
minor  salivary  gland  origin  in  the  palate  has 
recently  been  reported.  Any  consideration  of 
minor  salivary  gland  lesions  must  entail  their 
separation  from  the  garden  variety  of  mouth 
cancer  and  lymphomatous  conditions.  Minor 
salivary  gland  tumors  certainly  are  far  less 
common  than  squamous  carcinomas  but  more 

*Presented  at  60th  Annual  Meeting,  Wyoming  State  Medical 
Society,  August  28,  1963,  at  Moran,  Wyoming.  Dr.  Nelson  was 
formerly  Assistant  Professor  of  Surgery,  and  Dr.  Davis  was  a 
senior  medical  student.  Medical  College  of  Virginia,  Richmond. 
Eleven  tables  and  a list  of  thirteen  references  have  been 
deleted  because  of  space  limitations.  These  references  will 
appear  on  author’s  reprints. 
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frequent  than  lymphomas.  In  the  hard  palate, 
however,  minor  salivary  gland  neoplasms 
usually  outnumber  their  squamous  cell  coun- 
terparts in  most  series.  This  paper  will  not 
dwell  upon  the  complex  etiologic  factors  of 
non-tumorous  salivary  gland  diseases. 

Characteristics  of  the  data 

During  the  period  1946  through  1961,  at 
the  Medical  College  of  Virginia  125  patients 
with  salivary  gland  tumors  were  seen.  Histo- 
pathologic material  was  reviewed  in  each  in- 
stance and  tabulated  according  to  location  of 
tumor.  Five  parotid  tumors  were  called  “car- 
cinoma” since  no  further  breakdown  was  pos- 
sible from  histopathologic  study.  Two  neo- 
plasms involved  “mandible”  and  actually 
could  be  better  placed  in  the  gingival  cate- 
gory although  the  tumors  manifested  them- 
selves by  mandibular  enlargement  and  defi- 
nite gingival  origin  was  not  apparent  from 
review  of  the  tissue.  A total  of  61  cases  with 
complete  followup  treated  between  1946  and 
1958  was  analyzed  as  to  five-year  survival 
rates. 

Location ; age ; sex ; etiology 

Location:  Analysis  of  the  location  of  the 
125  tumors  showed  that  the  parotid  is  by  far 
the  most  common  site  for  tumorous  involve- 
ment of  salivary  glands.  This  is  in  keeping 
with  other  studies  of  much  larger  series  of 
cases  reported  in  the  literature.  Tumors  of 
the  sublingual  gland  are  rare  and  only  one 
case  was  seen  out  of  the  total  of  125  in  this 
analyzed  group.  Multiple  primary  lesions  of 
the  major  glands  were  not  seen  in  our  series 
but  this  is  known  to  occur.  The  minor  gland 
tumors  were  broken  down  as  to  location  and 
the  palate  shown  to  be  the  most  common  site 
of  origin. 

Age:  The  total  age  range  in  this  group 
extended  from  16  through  98  for  all  types 
and  locations.  A breakdown  of  the  various 
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types  as  to  age  incidence  is  of  some  impor- 
tance in  view  of  previously  published  data 
regarding  the  possibility  of  malignant  change 
in  benign  salivary  tumors.  Relationship  be- 
tween age  and  malignant  tumors  was  seen 
in  both  major  and  minor  types.  The  most  im- 
portant single  fact  is  the  15-year  age  span 
between  the  malignant  and  benign  major 
salivary  gland  tumors.  This  spread  of  years 
is  characteristic.  It  is  the  opinion  of  some 
that  benign  mixed  tumors  of  salivary  gland 
origin  may  become  malignant  after  many 
years.  In  relation  to  the  benign  lesions  the 
age  spread  is  not  helpful  for  the  smaller 
numbers  make  the  age  differential  statisti- 
cally insignificant. 

Sex:  It  has  been  reported  that  females 
more  commonly  harbor  major  benign  sali- 
vary tumors  than  do  males.  In  the  major 
malignant  category  the  incidence  is  almost 
identical.  Due  to  the  sparcity  of  numbers  the 
sex  distribution  in  the  minor  tumor  group 
is  not  significant,  but  a slightly  higher  inci- 
dence in  females  has  been  previously  re- 
ported. From  the  age  and  sex  data  it  is  ap- 
parent that  young  females  are  most  common- 
ly afflicted  with  benign  tumors  of  the  major 
glands  and,  as  will  be  pointed  out  later, 
proper  therapy  is  of  the  utmost  importance 
in  returning  such  young  and  frequently  at- 
tractive individuals  to  society  without  facial 
deformity. 

Etiology:  No  definite  factors  related  to 
etiology  in  salivary  gland  tumors  have  ever 
been  demonstrated.  Trauma,  infection,  mal- 
nutrition and  familial  tendencies  certainly 
play  no  definite  part  in  this  situation.  Pa- 
tients with  a long  history  of  chronic  infection 
due  to  major  duct  blockage  by  stones  appar- 
ently have  no  greater  incidence  of  tumor 
formation  than  do  patients  unafflicted  with 
these  obstructive  phenomena.  Smoking,  alco- 
holism, malnutrition,  poor  dental  hygiene 
and  ingestion  of  hot  liquids  have  no  etiologic 
bearing.  This  situation  is  different  from  that 
present  in  squamous  cell  carcinomas  of  the 
oral  cavity. 

Symptoms  and  signs 

By  far  the  most  common  symptom  given 
by  a patient  with  either  a benign  or  malig- 
nant tumor  of  the  major  or  minor  salivary 


gland  is  the  presence  of  a mass  of  consider- 
able duration.  Pain  in  major  gland  tumors 
leads  one  to  suspect  a malignant  lesion  in 
view  of  the  numerical  distribution  of  tumors 
in  the  various  groups.  Pain  did  occur  with 
benign  lesions  but  was  generally  mild.  Occa- 
sionally this  symptom  was  bizarre,  as  will  be 
shortly  pointed  out.  Facial  nerve  palsy  seems 
to  be  invariably  related  to  a malignant  tumor, 
a fact  that  is  borne  out  in  this  series  and 
previously  reported  ones.  Nerve  involvement 
was  present  in  five  major  malignant  lesions, 
one  of  which  produced  palsy  and  pain  with 
a hidden  mass.  In  this  instance  the  examiner 
found  it  possible  to  palpate  a deep  parotid 
lesion.  In  one  individual  the  presenting  com- 
plaint was  pain  from  bone  metastases.  Here 
the  primary  was  discovered  to  be  a symptom- 
less adenoid  cystic  carcinoma  of  the  tongue 
base.  In  four  instances  the  symptoms  were 
not  stated  in  the  chart.  Four  benign  mixed 
tumors  of  major  glands  produced  bizarre 


Fig.  1.  51 -year-old  patient  whose  presenting  com- 
plaint was  right  pre-auricular  pain  and  facial 
weakness.  He  was  not  aware  of  the  presence  of  a 
deep  parotid  mass  (malignant  mixed  tumor). 
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symptomatology.  These  are  apparently  un- 
common findings,  for  pain  with  salivary  tu- 
mors is  not  mentioned  in  relation  to  ingestion 
of  food  or  drink  or  to  temperature  changes  in 
two  large  series  reviewed.  Ingestion  of  acid 
foods  in  the  presence  of  inflammatory  or  ob- 
structive (non-tumorous)  lesions  of  the  major 
glands  or  ducts  classically  results  in  pain 
with  or  without  sudden  glandular  enlarge- 
ment. 

Physical  findings 

The  indurated  characteristics  of  the  tumor 
were  of  some  help  in  making  the  diagnosis 
of  a malignant  lesion  for  these  latter  tumors 
were  often  hard  and  irregular.  On  the  other 
hand  many  benign  lesions  of  the  mixed  tumor 
type  can  be  firm  on  palpation.  Similarly, 
readily  mobile  lesions  were  not  necessarily 
benign  in  this  series.  Facial  nerve  palsy  with 
a parotid  mass  invariably  indicated  a malig- 
nant salivary  gland  lesion.  Benign  mixed 
tumors  of  the  parotid  may  reach  fantastically 
large  size  without  producing  any  facial  nerve 
dysfunction  (Figs.  2,  3) . Several  patients 
exhibited  stretching  and  elongation  of  the 
facial  nerve  without  facial  palsy.  One  recur- 
rent benign  mixed  tumor  was  seen  in  a 
patient  with  facial  palsy  but  this  deformity 
was  apparently  the  result  of  surgical  trauma 
at  the  original  procedure.  In  the  oral  cavity 
the  minor  gland  tumors  ordinarily  present 
as  submucosal  nodules  which  may  reach  ex- 
cessive size  without  ulceration.  Trauma  to 
the  surface  of  the  mass  by  food  may,  of 
course,  produce  breakdown  of  the  mucosal 
lining  with  subsequent  ulceration. 


Fig.  2.  90-year-old  patient  before  resection  of 
possibly  the  largest  successfully  treated  parotid 
tumor.  She  was  in  a preterminal  state  from  this 
benign  lesion. 


Fig.  3.  Same  patient  after  resection  of  giant  parotid 
tumor.  Complete  recovery. 


Fig.  4.  Benign  mixed  tumor  of  hard  palate  with 
ulceration  caused  by  fish  bone  wound. 

Morbid  anatomy  and  rate  of  growth 

Benign  lesions  of  the  salivary  gland  grow 
slowly  and  rapid  progress  ordinarily  indi- 
cates malignant  change.  Malignant  mixed 
tumors  were  usually  present  in  older  indi- 
viduals than  is  the  case  with  the  benign  ones. 
A given  minor  salivary  gland  tumor  is  more 
likely  to  be  malignant  than  in  the  case  of 
a major  salivary  lesion.  In  the  submaxillary 
gland  some  authors  have  demonstrated  a 
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higher  ratio  of  malignant  lesions  than  in  the 
parotid.  In  our  relatively  small  series  one- 
third  of  the  submaxillary  tumors  were  malig- 
nant. 

One  of  the  most  bizarre  and  dangerous 
salivary  gland  lesions  is  the  adenoid  cystic 
carcinoma  or  cylindroma.  This  tumor  is  a 
variant  of  adenocarcinoma  and  ordinarily 
manifests  itself  by  a history  of  very  slow 
growth.  Recurrence  following  treatment  may 
be  delayed  for  many  years.  Perineural  inva- 
sion is  characteristic  and  in  one  case  in  this 
series  the  facial  nerve  was  invaded  by  tumor 
with  production  of  an  enlarged  and  bluishly 
discolored  nerve  trunk  (Fig.  5).  The  muco- 
epidermoid tumors  are  of  two  distinct  vari- 
eties. The  low-grade  type  is  little  more  ag- 
gressive than  most  benign  mixed  neoplasms 
while  the  high-grade  mucoepidermoid  tumors 
show  remarkably  invasive  tendencies.  Me- 
tastases  from  the  malignant  salivary  tumors 
may  involve  cervical  lymph  nodes  as  well  as 
distant  areas  through  vascular  dissemination. 
It  is  characteristic  of  the  adenoid  cystic  car- 
cinoma that  metastases  may  progress  slowly 
and  patients  may  remain  asymptomatic  even 
though  pulmonary  spread  is  evident. 


Fig.  5.  Artist’s  impression  of  surgical  field  showing 
bizarre  appearance  of  invasion  of  facial  nerve  by 
adenoid  cystic  carcinoma  of  parotid. 

Diagnosis  and  treatment 

Open  biopsy  of  a parotid  tumor  may  invite 
considerable  difficulty  with  subsequent  pa- 
rotidectomy and  nerve  dissection.  Close  prox- 
imity of  the  facial  nerve  has  led  surgeons 
to  do  superficial  parotid  lobectomy  with  dis- 
section of  the  facial  nerve  prior  to  open 
biopsy.  Obviously,  with  this  approach,  one 


may  not  know  of  the  malignant  nature  of 
the  tumor  until  the  procedure  is  well  under 
way.  In  the  event  of  facial  nerve  involve- 
ment discovered  during  dissection,  frozen 
section  may  be  requested  in  order  to  deter- 
mine the  extent  of  required  nerve  resection. 
Since  most  parotid  tumors  occupy  the  great 
mass  of  parotid  tissue  lying  superficial  to 
the  facial  nerve,  superficial  lobectomy  is  con- 
sidered by  many  the  treatment  of  choice  in 
most  lesions  of  this  location.  Local  enuclea- 
tion of  a parotid  lesion  for  diagnosis  is  felt 
to  be  contraindicated  because  of  resultant 
technical  difficulties  with  definitive  surgery. 
At  this  point  it  is  well  to  point  out  the  char- 
acteristics of  benign  mixed  tumors  as  noted 
microscopically.  Fronds  of  benign  mixed  tu- 
mor extend  outward  from  the  surface  of  the 
lesion.  If  such  a tumor  is  enucleated,  tiny 
seeds  of  tumor  tissue  are  often  left  behind, 
thus  resulting  in  dissemination  within  the 
operative  wound.  Wide  removal,  even  of 
benign  lesions,  is  felt  to  be  mandatory  in  all 
instances  except  the  uncommon  ones  of  small 
size  lying  well  away  from  the  main  facial 
nerve  trunks.  Parotid  tumors  are  frequently 
located  beneath  the  lobe  of  the  ear  and  may 
mimic  sebaceous  cysts,  leading  to  difficult 
problems  during  limited  excision  under  local 
anesthesia.  A characteristic  mass,  even  of 
small  size,  in  the  parotid  area  must  be  as- 
sumed to  be  a parotid  tumor  and  appropriate 
surgery  carried  out.  Parotid  tumors  do  not 
ordinarily  involve  the  skin  unless  advanced 
as  opposed  to  sebaceous  cysts  which  have 
characteristic  skin  attachment  and  often  cen- 
tral dimpling.  A metastatic  parotid  lymph 
node  may  mimic  a primary  parotid  lesion 
and  here  it  is  essential  to  closely  scrutinize 
the  skin  of  the  head  and  neck  area  for  pos- 
sible primary  skin  neoplasms  such  as  squa- 
mous carcinoma  or  melanoma.  In  the  absence 
of  palpable  cervical  lymph  nodes,  neck  dis- 
section is  ordinarily  not  applied  in  parotid 
malignancies  but  some  advocate  prophylactic 
node  dissections  in  recurrent  high-grade  pa- 
rotid malignancies  because  of  the  likelihood 
of  metastases.  Aspiration  biopsy  of  a suspect- 
ed parotid  malignancy  may  be  indicated  in 
the  face  of  an  apparently  aggressive  tumor 
where  facial  nerve  resection  might  be  neces- 
sary. Routine  facial  nerve  resection  in  ana- 
plastic parotid  malignancies  is  advocated  by 
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some  authors  at  the  time  of  resection.  In  sub- 
maxillary tumors  a complete  submaxillary 
triangle  dissection  has  been  advised  in  all 
lesions  even  though  malignant  change  is  not 
proved  preoperatively.  This  obviates  the 
necessity  of  further  surgery  upon  receipt  of 
a pathology  report  showing  cancer.  Subse- 
quent radical  neck  dissection  may  be  advis- 
able in  instances  of  high  grade  tumors. 

In  minor  salivary  gland  tumors  surgical 
resection,  in  our  series,  was  felt  to  be  the 
treatment  of  choice.  Biopsy  was  carried  out 
in  large  lesions  to  determine  the  presence  of 
malignant  change.  With  proof  of  cancer,  wide 
removal  was  then  undertaken  to  prevent 
local  recurrence.  Even  with  such  maneuvers 
local  recurrence  was  not  uncommon,  espe- 
cially with  the  adenoid  cystic  variety.  This 
tumor  has  a great  propensity  to  extension 
well  beyond  any  clinical  signs  of  tumor  in- 
volvement in  the  surrounding  tissue.  Re- 
moval of  portions  of  the  hard  palate  by  full 
thickness  technic  are  frequently  indicated  in 
malignant  minor  salivary  gland  tumors  of 
this  area.  Dental  plate  replacement  of  the 
palate  will  generally  give  excellent  results 
in  these  cases. 

Nanson  and  Watson  consider  postopera- 
tive irradiation  extremely  important  in  al- 
most all  major  salivary  tumors.  Their  excel- 
lent results  certainly  would  give  credence 
to  this  approach.  However,  it  is  the  consensus 
that  such  treatment  should  be  utilized  only 
in  event  that  surgical  margins  are  inadequate 
or  in  the  case  of  extensive  lesions  with 
lymphatic  permeation. 

Postoperative  complications 

Seventh  nerve  palsy:  In  12  out  of  91 
patients  undergoing  some  form  of  parotidec- 
tomy, temporary  facial  nerve  palsy  occurred 
but  disappeared  completely  within  one  to  two 
months.  One  patient  operated  upon  for  a re- 
current benign  mixed  tumor  still  shows  per- 
sistent facial  weakness  after  several  years. 
One  patient  with  an  advanced  recurrent  be- 
nign mixed  tumor  underwent  partial  resec- 
tion of  the  seventh  nerve  with  re-anastomosis. 
Only  partial  return  of  facial  nerve  function 
has  occurred.  In  the  group  of  patients  fol- 
lowed for  more  than  five  years,  three  patients 
with  preoperative  facial  paralysis  undergoing 
radical  parotidectomy  plus  facial  nerve  re- 


section died  of  their  disease.  One  patient 
without  preoperative  palsy,  who  underwent 
seventh  nerve  resection  because  of  extensive 
squamous  cell  carcinoma  of  the  parotid,  died 
of  tumor  two  years  following  surgery.  Paral- 
ysis of  the  ramus  marginalis  of  the  facial 
nerve  is  often  seen  after  parotidectomy  if 
the  utmost  care  is  not  taken  during  dissection 
of  the  lower  facial  branch.  In  submaxillary 
gland  resection,  the  ramus  marginalis  is  also 
in  danger  of  injury.  A nerve  graft  was  used 
following  resection  of  the  facial  nerve  in 
only  one  instance  in  this  series  and  the  pa- 
tient has  begun  to  show  signs  of  early  return 
of  facial  function  approximately  one  year 
following  the  procedure.  It  is  interesting 
that  this  patient,  preoperatively,  complained 
of  preauricular  pain  and  facial  weakness  but 
was  not  cognizant  of  a mass  (Fig.  1).  His 
lesion  was  a deeply  invasive  malignant  mixed 
tumor. 

Martin  and  Helsper  have  documented  in- 
stances of  spontaneous  return  of  facial  nerve 
function  after  nerve  resection.  We  did  not 
observe  this  phenomenon  in  any  of  our  cases. 

Tumor  recurrence  after  surgery:  In  five 
instances,  recurrent  benign  mixed  tumors 
(treated  previously  by  enucleation)  were 
free  of  disease  five  years  following  parotidec- 
tomy. Two  patients  with  Warthin’s  tumor 
or  papillary  cystadenoma  lymphomatosum 
developed  recurrence  after  surgery  and  were 
successfully  managed  by  subsequent  reopera- 
tion. In  this  series  it  is  well  demonstrated 
that  local  enucleation  of  benign  mixed  tumors 
is  fraught  with  danger  of  local  recurrence. 

In  the  minor  tumors  local  recurrence  was 
a problem  particularly  in  the  adenoid  cystic 
carcinomas.  One  patient  has  had  seven  re- 
sections for  recurrent  adenoid  cystic  carcino- 
ma of  the  palate  and  when  last  observed  was 
well  four  months  following  his  most  recent 
operation.  In  another  case  two  recurrences 
developed  following  the  original  resection 
of  a palatal  adenoid  cystic  carcinoma,  but 
this  patient  is  free  of  disease  two  years  fol- 
lowing the  most  recent  procedure.  A muco- 
epidermoid carcinoma  of  the  hard  palate  was 
treated  in  one  patient  by  incision  and  drain- 
age for  “abscess”  prior  to  his  definitive  ther- 
apy at  our  institution.  Subsequent  radical 
resection  was  successfully  performed. 

Other  complications:  Only  three  instances 
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of  Frey’s  syndrome  are  well  documented  in 
the  series  followed  for  longer  than  five  years. 
This  is  a symptom  complex  sometimes  known 
as  gustatory  sweating  which  is  related  to 
resection  of  the  auriculotemporal  nerve  at 
the  time  of  parotidectomy.  Some  loss  of  sen- 
sation was  noted  by  a few  patients  after  sub- 
maxillary  or  parotid  surgery  but  was  not  of 
great  significance. 

End  results 

Tabulation  of  results  in  61  cases  treated 
between  1946  and  1958  shows  that  in  the 
major  malignant  category  10  of  14  patients 
died  of  their  malignant  process  while  three 
are  alive  and  free  of  any  evidence  of  disease. 
One  patient  is  alive  with  tumor  at  this  writ- 
ing. In  the  major  benign  group,  23  of  37 
patients  are  alive  and  free  of  any  evidence  of 
recurrence  while  13  have  died  apparently  of 
unrelated  causes.  Only  one  of  these  showed 
evidence  of  tumor  at  the  time  of  death.  One 
patient  is  alive  with  recurrent  benign  mixed 
tumor  of  the  parotid  gland.  Death  from  be- 
nign mixed  tumor  of  the  parotid  is  certainly 
a rare  entity  and  we  could  not  demonstrate 
that  any  of  the  cases  in  this  series  actually 
expired  from  their  tumor.  A recent  case  of 
advanced  benign  mixed  tumor  in  which  the 
patient  was  bedridden  prior  to  surgery  points 
out  the  fact  that  even  the  benign  forms  of 
parotid  neoplasia  may  cause  preterminal 
states  (Figs.  2,  3).  In  the  minor  malignant 
category,  two  of  seven  patients  died  of  tumor, 
one  having  undergone  biopsy  alone.  Five  are 
alive  and  free  of  any  evidence  of  recurrence. 
Two  other  cases  followed  for  less  than  five 
years  have  already  developed  recurrence  fol- 
lowing resections  of  malignant  salivary  gland 
tumors  of  the  oral  cavity.  In  the  minor  be- 
nign category,  two  of  three  patients  were 
alive  and  free  of  recurrence  while  one  has 
died  of  unrelated  causes. 

Patients  who  show  proved  lymph  node 
metastases  have  a poor  prognosis,  as  is  well 
borne  out  by  the  work  of  Frazell.  In  our 
series  of  patients  followed  for  more  than  five 
years,  only  one  patient  exhibited  proved 
cervical  node  metastases  and  death  ensued  in 
spite  of  radical  neck  dissection.  In  the  group 
followed  for  less  than  five  years,  one  patient 
who  has  undergone  radical  neck  dissection 


for  cervical  metastases  is  alive  but  with  sus- 
pected recurrence  in  the  neck.  Two  other 
patients  underwent  neck  dissection  but  me- 
tastases were  not  found  in  the  cervical  nodes. 

Summary 

A series  of  125  major  and  minor  salivary 
gland  tumors  treated  at  the  Medical  College 
of  Virginia  Hospital  between  1946  and  1961 
have  been  analyzed.  The  great  preponderance 
of  lesions  was  found  in  the  parotid  while  the 
minor  salivary  glands  were  second  in  fre- 
quency. Tumors  of  the  submaxillary  were 
less  common  and  only  one  sublingual  lesion 
was  demonstrated.  The  parotid  tumors  were 
found  to  be  much  more  common  in  the  female 
sex  (especially  those  of  the  benign  type). 
Twenty-five  of  92  (27  per  cent)  parotid  tu- 
mors and  three  of  nine  submaxillary  neo- 
plasms were  of  the  malignant  variety.  Twelve 
of  20  minor  salivary  gland  tumors  were 
malignant,  as  was  one  sublingual  lesion.  The 
majority  of  patients  presented  with  a pain- 
less mass.  Pain  was  more  commonly  asso- 
ciated with  major  malignant  lesions  than 
with  benign  ones.  All  of  the  five  patients 
presenting  with  facial  nerve  paralysis  had 
malignant  lesions  and  two  of  these  in  the 
group  studied  after  five  years  died  of  their 
disease.  The  treatment  of  major  salivary  tu- 
mors is  felt  to  be  adequate  surgical  resection 
(in  the  case  of  parotid  lesions  this  necessi- 
tates at  least  a superficial  parotid  lobectomy 
with  facial  nerve  dissection) . In  submaxillary 
tumors,  a wide  submaxillary  triangle  dissec- 
tion is  the  treatment  of  choice.  In  minor  gland 
tumors  wide  surgical  removal  was  found  gen- 
erally to  be  indicated  because  of  the  great 
propensity  toward  malignant  change  in  these 
lesions.  In  major  gland  tumors  preoperative 
open  biopsy  was  not  carried  out  although 
aspiration  biopsy  was  helpful  in  selected 
cases. 

In  the  end  results  analyzed  it  was  found 
that  three  of  13  major  malignant  tumor  pa- 
tients followed  for  more  than  five  years  had 
no  evidence  of  recurrent  tumor  and  were 
alive  and  well.  In  the  minor  malignant  group, 
five  of  seven  were  free  of  recurrence  in  five 
years.  Irradiation  therapy  was  not  utilized 
except  when  margins  were  definitely  inade- 
quate or  with  advanced  highly  malignant 
tumors.  • 


32 


Rocky  Mountain  Medical  Journal 


Carcinoma  of  the  cervix* 


Room  for  improvement 


Robert  L.  Stewart,  M.D.,  Reno,  Nevada 


Early  diagnosis  followed  by  timely  decisive 
treatment  are  mandatory  for  improvement 
of  the  cure  rate  in  this  dangerous  disease. 

In  1963  there  were  23,000  new  invasive  cases 
of  cancer  of  the  cervix  in  the  United  States 
alone.  14,000  deaths  were  recorded.  This 
is  a rate  of  61  per  cent;  yet  in  good  treat- 
ment centers  the  rate  should  be  about  43  per 
cent.  It  also  has  been  estimated  that  if  all 
women  would  come  in  every  year  for  a pap 
smear  after  age  25,  cancer  of  the  cervix  would 
almost  be  eliminated  as  a cause  of  death. 
If  this  is  true,  and  the  cure  rate  over  the 
nation  is  only  39  per  cent,  it  becomes  obvious 
that  the  methods  we  are  using  to  get  these 
women  in  for  diagnosis  and  treatment  are 
inadequate. 

Our  statistics  in  Reno  would  indicate  that 
our  cure  rate  is  better  than  that  of  the  nation, 
but  worse  than  that  of  the  better  treatment 
centers.  However,  our  statistics  are  so  incom- 
plete and  inaccurate  that  if  the  truth  were 
known,  we  undoubtedly  would  be  too  close 
to  that  of  the  nation.  There  actually  is  no 
way  of  obtaining  accurate  statistics  here  in 
Reno.  The  best  records  are  found  at  the 
Cancer  Registry,  but  this  source  is  several 
years  behind  and  knowledge  of  proper  stag- 
ing and  follow-ups  are  admittedly  incomplete. 
As  near  as  can  be  determined  at  this  time, 
we  average  about  28  to  30  invasive  cases  of 
cancer  per  year  with  13  to  15  deaths.  Thus, 
we  have  a death  rate  of  about  47.5  per  cent; 
however,  as  I mentioned,  the  follow-up  is 
very  inadequate,  and  the  actual  rate  is  likely 
higher. 

It  is  this  room  for  improvement  that 
prompted  this  paper.  I am  not  going  to  at- 

*Presented before  Scientific  Session  of  Reno  Surgical  Society, 
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tempt  to  teach  people  how  to  treat  this  dis- 
ease, but  merely  point  out  basic  facts  in 
diagnosis,  treatment  and  follow-up  care  that 
may  enable  those  of  us  who  treat  this  dis- 
ease to  improve  our  cure  rate. 

First,  let’s  go  over  the  habits  of  this  dis- 
ease. Approximately  2 to  3 per  cent  of  women 
will  develop  cancer  of  the  cervix  in  their 
lifetime.  This  will  be  twice  as  high  among 
negroes  as  among  whites.  And  Navahoes  and 
Jewish  women  will  have  a very  low  rate. 
It  appears  to  start  with  a noninvasive  form 
we  know  as  in  situ  or  Stage  O,  and  this  form 
seems  to  lie  dormant  for  ten  years  because 
the  highest  incidence  of  in  situ  is  age  35 
years  while  the  highest  incidence  of  invasive 
is  age  45  years.  It  tends  to  remain  in  the 
pelvis  even  to  the  point  of  death.  Metastases 
to  regional  nodes  and  distant  sites  do  occur 
but  not  as  often  as  you  would  expect.  Thus 
it  is  of  the  utmost  importance  to  treat  the 
primary  tumor  as  completely  as  possible.  The 
cause  is  unknown,  but  the  smegma  of  the 
male  has  been  considered  because  those  races 
that  start  relations  earliest  and  have  them  the 
most  frequent  seem  to  have  the  most  cancer. 
Chronic  infection  also  seems  to  be  related 
and  some  people  recommend  cautery  of  the 
cervix  after  the  first  pregnancy  as  a preven- 
tive. 

We  find  that  the  pap  smear  has  dropped 
the  death  rate  by  40  per  cent,  but  it  should 
be  pointed  out  that  this  smear  is  a screening 
and  not  a diagnostic  tool.  A single  negative 
pap  smear  does  not  rule  out  cancer  and 
especially  if  there  is  an  obvious  lesion.  And 
a positive  smear  does  not  mean  there  is  suffi- 
cient evidence  to  start  definitive  treatment. 
A positive  smear  needs  to  be  supplemented 
by  a tissue  biopsy  and  sufficient  tissue  should 
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be  obtained  to  rule  out  the  possibility  that 
the  in  situ  found  was  not  just  the  edge  of  a 
lesion  with  invasion  in  the  middle.  Mass 
screening  can  be  done  by  the  patients,  but  it 
is  more  accurate  if  taken  by  a doctor  directly 
from  the  cervix  and  combined  with  a com- 
plete examination. 

After  the  diagnosis,  it  is  wise  to  determine 
the  extent.  Proper  and  complete  staging  is 
one  of  the  places  we  fall  down  here  in  Reno. 
The  international  classification  is  the  most 
widely  used  and  should  be  adequate  for  Reno 
even  though  it  has  the  defect  of  not  being 
very  specific  especially  in  Stage  II.  It  is 
simple  and  is  as  follows: 

Stage  0 — In  situ  and  is  noninvasive.  However, 
it  often  has  multiple  foci. 

Stage  I — This  is  limited  to  the  cervix  except 
that  mild  extensions  into  the  endometrial  cavity 
are  included. 

Stage  II — This  would  include  the  entire  uterus, 
upper  two-thirds  of  the  vagina  and  extends  later- 
ally almost  to  the  pelvic  wall.  It  should  be  stressed 
that  unless  space  can  be  palpated  between  the 
tumor  and  the  pelvic  wall  it  is  not  a Stage  II. 
Slight  movement  between  cancer  and  bone  is  not 
enough. 

Stage  III — This  includes  everything  in  Stage  II 
plus  the  lower  one-third  of  the  vagina  and  extends 
laterally  to  the  pelvic  wall. 

Stage  IV — Any  extension  beyond  the  pelvis  or 
invasion  of  the  bladder,  ureters,  bowel,  or  rectum 
puts  the  disease  in  this  stage. 

Determination  of  stage 

In  staging,  care  should  be  taken  so  as  not 
to  confuse  induration  due  to  infection  with 
the  tumor.  Stages  I and  II  can  be  determined 
by  palpation  alone.  But  if  Stages  III  or  IV  are 
suspected,  sigmoidoscopy,  cystoscopy,  IVP 
and  chest  x-ray  are  necessary  to  determine 
the  proper  stage.  It  should  be  called  a Stage 
IV  if  any  of  the  following  are  found:  Fistulae, 
positive  biopsy  in  the  bladder  or  rectum  or 
failure  of  the  rugae  in  the  bladder  to  disap- 
pear under  cystoscopy  when  pressure  is  ap- 
plied digitally  through  the  vagina. 

Eventually  treatment  has  to  be  the  final 
answer.  Like  cancer  anywhere,  this  makes 
the  difference  between  life  and  death.  Thus, 
it  should  always  be  the  best  and  most  com- 
plete treatment  available  for  the  particular 
patient.  Does  this  mean  that  treatment  should 


be  limited  to  large  centers  which  have  the 
larger  and  most  recently  developed  machines 
such  as  the  cobalt  or  2,000  KV  machine?  No. 
(1)  The  cure  rate  in  these  centers,  since  the 
super-voltage  machines  were  put  into  use, 
has  not  changed  enough  to  be  significant.  It 
has  been  shown  that  the  relative  biological 
effect  of  radiation  produced  by  these  ma- 
chines is  somewhere  between  .7  and  .9  of 
the  orthovoltage  machine  and  thus  the  bio- 
logically effective  dose  given  to  the  tumor 
and  within  the  limitations  of  the  various 
machines  is  almost  identical.  The  only  sig- 
nificant difference  is  that  the  dose  to  the 
entire  pelvis  is  more  uniform  with  the  super- 
voltage machines.  However,  this  is  not  always 
an  advantage  because  sometimes  an  increased 
dose  to  one  area  may  be  beneficial.  There  is 
less  skin  damage  with  the  supervoltage  ma- 
chines, but  the  bowel  damage  is  greater  and 
thus  limits  the  dosage.  (2)  However,  it  does 
mean  that  the  treatment  should  be  limited 
to  those  doctors  who  are  trained  in  the  treat- 
ment phase,  and  it  should  mean  that  all  spe- 
cialties trained  in  this  line  should  be  con- 
sulted in  every  case  so  as  to  take  advantage 
of  all  the  knowledge  available.  Thus,  it  should 
mean  that  every  patient  should  be  entitled 
to  the  best  knowledge  and  skill  available  as 
applied  to  her  individual  case,  and  it  should 
include  a doctor  who  is  trained  to  actively 
participate  in  her  treatment  and  in  the  fol- 
low-up treatment  thereafter,  so  that  he  will 
know  what  was  done  and  what  reactions  and 
results  he  should  expect  over  the  next  several 
years.  The  choice  of  treatment  depends  upon 
the  skills  of  the  doctor,  the  stage  of  the  dis- 
ease and  the  equipment  available.  (1)  Chem- 
ical and  hormonal  treatments  have  not  been 
successful  enough  in  this  disease  to  have  a 
place  in  its  care  at  the  present  time.  (2)  Rad- 
ical surgery  is  second.  Treatment  of  this  type 
requires  exceptional  knowledge  and  skill  and 
enough  cases  to  maintain  this  skill.  In  Stage 
O,  it  is  a method  of  choice  and  should  always 
include  enough  tissue  to  eliminate  the  dis- 
ease. This  may  mean  only  a wide  conization, 
but  this  operation  should  be  limited  to  the 
rare  case  in  a woman  who  desires  future  chil- 
dren and  who  understands  and  is  willing  to 
take  the  risk  of  incomplete  removal  or  recur- 
rence, and  she  should  be  cooperative  enough 
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to  report  for  frequent  checkups  and  pap 
smears.  Usually  a panhysterectomy  with  a 
wide  vaginal  cuff  is  preferred. 

T reatment 

Stage  I cases  treated  by  radical  surgery 
have  as  good  a prognosis  in  the  hands  of  a 
skilled  surgeon  as  in  the  hands  of  a good  radi- 
ation team.  The  early  Stage  II  cases  have  a 
similar  prognosis,  but  the  late  Stage  II,  Stage 
III  and  Stage  IV  cases  usually  do  better  in 
the  hands  of  the  radiation  team.  However, 
even  in  these,  there  is  a place  for  the  surgeon. 
Some  cases  do  not  respond  well  to  radiation 
and  thus  surgery  is  the  only  chance.  This  ap- 
proach, however,  has  its  problems.  If  the  full 
course  of  radiation  has  been  given,  the  sur- 
gery is  much  more  difficult  and  complica- 
tions more  frequent  and  the  prognosis  poorer. 
And  at  present  there  is  no  infallible  way  to 
prognosticate  the  effect  of  radiation  prior  to 
full  treatment.  Ruth  Graham  with  her  RR 
and  SR  factors  can  do  a fair  job  of  predicting, 
but  no  one  else  has  been  able  to  duplicate 
her  successes.  Biopsies  taken  before  six  weeks 
always  show  active  cancer  and  after  six 
weeks  the  treatment  should  be  finished.  Thus 
doing  radical  surgery  after  radiation  is  not 
very  rewarding  and  often  requires  extremely 
mutilating  operations  such  as  the  exentera- 
tion to  give  any  hope  for  a cure.  The  compli- 
cations for  the  extensive  surgery  are  many 
and  serious,  primarily  they  include  injuries 
to  bowel,  ureters  and  bladder.  It  should  not 
be  attempted  on  patients  whose  cancer  is  so 
extensive  that  it  is  impossible  to  get  around 
the  tumor  or  where  it  has  spread  out  of  the 
pelvis.  (3)  Radiation  therapy  includes  inter- 
nal and  external  routes,  and  the  purpose  is  to 
get  the  largest  amount  possible  to  the  tumor 
in  the  shortest  space  of  time  without  doing  too 
much  damage  to  normal  tissues.  The  dosage 
to  the  tumor  by  external  routes  is  governed 
by  many  factors — first,  the  equipment  avail- 
able; second,  the  stage  of  disease;  third,  the 
tolerance  of  the  patient  to  the  radiation  ef- 
fects; fourth,  the  condition  of  the  patient 
prior  to  treatment,  which  includes  systemic 
and  local  associated  diseases.  The  internal 
treatment  is  restricted  mainly  by  infection 
and  the  amount  of  radiation  administered  by 


external  means.  The  choice  of  applicator  de- 
pends mainly  upon  the  skill  of  the  person 
inserting  it  and  the  size  of  the  vagina  and 
uterus.  The  loading  arrangement  depends 
upon  the  stage  of  the  disease,  size  of  the 
uterus  and/or  vagina  and  the  direction  of 
growth  of  the  disease.  The  duration  of  treat- 
ment is  governed  primarily  by  the  dosage 
desired,  but  the  duration  per  application  may 
be  governed  by  the  amount  of  infection  pres- 
ent, the  stage  of  the  disease,  the  amount  of 
external  radiation  as  well  as  the  health  of 
the  patient.  To  evaluate  the  dosage,  it  is  nec- 
essary to  pick  a point  in  the  pelvis  at  the 
approximate  location  of  the  tumor  and  deter- 
mine the  dose  to  this  point.  Point  A and  Point 
B as  described  by  Todd  and  Meredith  are 
the  most  common  reference  points.  Point  A 
is  2 cm  lateral  to  the  central  canal  of  the 
cervix  and  2 cm  superior  to  the  lateral  fornix. 
Point  B is  along  the  same  line  only  5 cm 
from  the  central  canal.  There  are  minor  mod- 
ifications to  this,  but  the  dosage  to  these 
points  should  be  calculated  and  included  in 
the  chart  for  future  reference.  Without  this 
information,  it  is  impossible  to  properly  eval- 
uate the  treatment.  It  is  generally  conceded 
that  treatment  should  be  aimed  at  getting 
7,000  or  more  roentgens  to  Point  A.  The  aver- 
age patient  should  approach  8,500  roentgens 
to  Point  A with  the  largest  amount  given  by 
the  radium  applicator.  The  dose  at  the  cervix 
will  be  considerably  higher,  and  has  been 
shown  to  require  at  least  2,000  roentgens 
more.  If  you  are  treating  a Stage  I or  II,  the 
treatment  can  be  primarily  that  of  the  radium 
applicator  and  the  external  treatment  is  com- 
paratively of  little  importance. 

In  Stage  III  or  IV,  the  external  treatment 
becomes  the  most  important  and  the  dosage 
should  be  raised  as  high  as  possible.  As  to 
whether  internal  or  external  radiation  is  first, 
there  is  no  real  difference  unless  infection  is 
present  or  a fungating  lesion  covers  the  open- 
ing. If  the  latter  are  present,  then  the  external 
should  be  given  first.  If  it  is  possible  to  cure 
the  infection  by  draining  the  uterus  before 
treatment,  this  should  be  done  because  the 
cure  rate  is  greatly  influenced  by  the  pres- 
ence of  infection.  With  equal  dosages  of  radi- 
ation, the  infected  patient  would  be  more  apt 
to  have  recurrence  or  continuance  of  the 
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cancer  even  though  the  extent  of  the  disease 
seems  to  be  the  same. 

Pregnancy  poses  a special  problem.  Even 
though  only  1 per  cent  of  cases  of  cancer  of 
the  cervix  occur  in  pregnant  women,  the 
mortality  rate  is  higher.  The  chief  problem 
seems  to  be  delay  before  diagnosis  and  treat- 
ment. As  the  general  rule,  the  closer  to  term 
the  poorer  the  prognosis,  but  this  again  seems 
to  be  due  to  the  delayed  diagnosis.  Cases  in 
early  pregnancy  are  best  treated  as  if  preg- 
nancy did  not  exist.  Mid  to  late  pregnancy 
cases  pose  problems  with  the  baby.  Attempts 
to  use  radium  have  resulted  in  microcephalic 
children.  However,  Hayden  has  been  using 
a containing  dose  of  radium  averaging  3,800 
mg  hours  and  has  several  apparently  normal 
babies  to  show  for  his  work.  After  32  weeks 
most  people  feel  that  a cesarean  section  fol- 
lowed by  radical  surgery  is  preferred.  How- 
ever, a few  advocate  cesarean  section  fol- 
lowed by  external  radiation  in  seven  to  ten 
days,  then  radium  unless  a containing  dose 
of  radium  has  been  given  two  to  three  weeks 
before  the  cesarean  section.  The  first  three 
months  after  pregnancy  has  a poor  prognosis 
similar  to  the  last  trimester.  However, 
Kottmeyer  has  shown  that  this  uterus  should 
be  considered  as  an  infected  one  and  thus 
divided  doses  of  radium  should  be  used.  With 
this  approach,  the  cure  rate  approaches  that 
of  the  nonpregnant  patient.  Also,  the  problem 
of  religious  belief  enters  here.  However,  it 
should  not  interfere  with  the  treatment. 
Archbishop  Cushing  endorsed  a book  by  Good 
and  Kelly  called  Marriage,  Morals  and  Medi- 
cal Ethics,  and  this  book  covers  this  problem 
as  follows:  “A  physician  should  bear  in  mind 
that  it  is  licit  to  remove  the  uterus  even  if 
the  child  is  not  viable  and  that  it  is  licit  too 
for  his  treatment  to  be  wholly  by  radium  and 
deep  x-ray  if  he  thinks  he  can  get  a better 
result  than  by  surgery.”  The  writers  point 
out  that  radical  hysterectomy  in  such  a case 
is  an  outstanding  example  of  the  indirect 
voluntary;  that  is,  “It  is  a morally  good  or  in- 
different action  which  results  in  good  and 
evil  effects,  the  good  effect  not  being  the 
result  of  the  evil  one  and  the  good  effect 
being  of  equal  or  greater  value  than  the  evil 
one  and  the  evil  result  being  not  intended  or 
approved  but  only  permitted.” 


Follow-up  treatment  is  one  of  the  most 
important  parts  of  the  treatment.  Proper  care 
should  include  monthly  examinations  for  at 
least  six  months.  After  this,  some  men  start 
spreading  the  examinations  out  to  two 
months  for  at  least  another  six  months,  then 
three  months  for  a year  and  six  months  for 
at  least  a year  or  for  the  rest  of  the  person’s 
life.  These  examinations  should  include  a 
complete  physical,  chest  x-ray  at  least  once 
a year,  pap  smears  with  each  visit  and  some 
people  feel  that  biopsy  should  be  done  in 
three  months  and  again  in  six  months  even 
if  the  smears  are  negative.  Biopsies  should 
be  taken  if  healing  does  not  proceed  as  ex- 
pected; however,  the  examiner  should  be 
experienced  enough  not  to  mistake  the  usual 
radiation  effect  for  progression  of  the  disease. 
Any  progression  has  to  be  evaluated  in  the 
light  of  therapy  previously  given  and  further 
treatment  based  on  the  findings  of  such  eval- 
lations.  Pap  smears  should  be  done  regularly 
on  all  cases  that  were  treated  with  surgery 
and  this  includes  the  in  situ  cases.  This  is 
indicated  due  to  the  tendency  of  multiple  foci 
that  this  disease  has. 

Comment 

An  attempt  has  been  made  to  focus  the 
attention  on  seemingly  minor  details  in  an 
effort  to  improve  the  diagnosis  and  treatment 
given  these  cases  in  Reno.  Stress  has  been 
placed  in  areas  that  I know  personally  have 
been  neglected  by  some  treating  the  disease. 

I would  like  to  make  a special  appeal  to 
all  who  treat  this  disease  to  try  to  improve 
our  records  and  cure  rate  by  adhering  to  the 
following:  (1)  Stage  the  disease  properly  and 
record  it  on  the  chart.  (2)  Calculate  the  tumor 
dosage  and  record  this  also  on  the  chart. 
Especially,  when  the  patient  is  treated  as  an 
outpatient  for  the  external  therapy,  a copy 
of  the  calculations  of  the  final  treatment 
should  be  sent  to  the  record  room  for  inclu- 
sion into  the  chart.  (3)  Please  cooperate  with 
the  Cancer  Registry,  and  I would  like  to  have 
the  registry  contact  each  doctor  each  year 
for  information  as  to  deaths  or  recurrence. 
(4)  I would  especially  like  to  appeal  to  all 
specialties  concerned  to  work  together  for 
the  benefit  of  the  patient  rather  than  ignore 
or  avoid  the  help  the  others  can  give.  • 
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What  to  do  with  those  neurotic  patients* 


C.  H.  Hardin  Branch,  M.D.,  Salt  Lake  City 


The  primary  physician  has  a most 
important  role  and  definite  responsibility. 

A CONSIDERABLE  AMOUNT  OF  TIME  and  effort 

is  expended  in  postgraduate  courses  in  psy- 
chiatry for  the  general  practitioner  and  other 
nonpsychiatric  physicians,  and  there  are  sev- 
eral reference  works  on  the  subject.  I call 
to  your  attention  particularly  a Textbook  of 
Psychiatry  for  Medical  Practice,  by  Charles 
K.  Hofling  of  University  of  Cincinnati  College 
of  Medicine,  J.  B.  Lippincott  and  Company, 
1963.  Chapter  13,  on  Psychiatric  Treatment 
Measures  Suitable  for  Use  by  the  Non-Psy- 
chiatrist, is  worth  reading.  An  older  book. 
Psychiatry  for  the  Family  Physician,  by  C. 
Knight  Aldrich,  Blakeston,  1955,  is  also  useful 
in  this  area.  More  recently,  one  of  your  own 
Colorado  psychiatrists.  Dr.  Marvin  Jaffe  of 
Denver,  has  written  a useful  article,  “Psychi- 
atric Referral,”  appearing  in  the  Rocky  Moun- 
tain Medical  Journal,  July,  1963  (pp.  26-31). 

It  should  not  be  necessary  to  re-emphasize 
the  responsibility  of  the  person  I would  like 
to  call  the  “primary  physician,”  but  appar- 
ently there  is  not  general  agreement  on  this 
point.  I am  using  the  designation  “primary 
physician”  because  I have  always  been  dis- 
satisfied with  the  use  of  the  term  “nonpsychi- 
atric physician.”  This  seems  somewhat  like 
saying  “nonsurgical”  or  “nonmedical”  physi- 
cian, and  it  is  equally  impossible  for  any 
physician  to  be  completely  “nonpsychiatric.” 
He  may  not  be  a psychiatrist,  and  he  may 
not  practice  psychiatry  because  of  individual 
preference,  but  he  can  certainly  not  be  desig- 
nated as  “nonpsychiatric.”  Furthermore,  I 
think  the  designation  of  “primary  physician” 
attempts  to  convey  what  is  to  me  more  im- 
portant than  the  specialty,  and  that  is  the 

•Condensed  from  a paper  presented  before  the  93rd  Annual 
Session,  Colorado  Medical  Society,  Pueblo,  Colorado,  Septem- 
ber 14,  1963.  The  author  is  Professor  and  Head,  Department  of 
Psychiatry,  University  of  Utah  College  of  Medicine. 


nature  of  this  physician’s  responsibility  to  the 
patient.  To  be  autobiographical  for  a moment, 

I have  a physician  to  whom  I turn  for  advice 
with  any  illness.  I am  aware  that  he  is  an 
internist,  but  I would  ask  his  advice  in  uro- 
logic  or  orthopedic  or  other  matters  because 
I feel  confident  that  he  knows  my  total  situa- 
tion better  than  anyone  else  and  would  advise 
me  as  a friend  “cum”  physician  in  areas 
which  he  felt  were  outside  the  realm  of  his 
professional  competence.  He  is  my  “primary 
physician.”  I think  such  a physician  has  a 
responsibility  for  participating  in  any  thera- 
peutic program  of  his  patient  in  the  best  pos- 
sible way  consistent  with  his  initial  respon- 
sibility, his  training,  his  relationship  with  the 
patient,  and  the  availability  of  help  in  other 
fields. 

In  this  area  a troublesome  problem  is  the 
personal  attitude  of  the  primary  physician. 
Perhaps  it  is  true  of  all  of  us  that  we  get  a 
certain  “set”  in  our  way  of  dealing  with 
patients.  The  very  nature  of  our  work  prob- 
ably makes  it  difficult  to  take  a purely  objec- 
tive approach  to  a patient  even  though  we 
know  this  is  required  by  really  good,  up-to- 
date  medical  practice.  Once  we  begin  to  ac- 
cept responsibility  for  a patient,  seeing  him 
through  the  particular  tint  of  our  specialty 
or  special  interest,  it  may  be  difficult  for  us 
to  shift  to  looking  at  him  in  another  way. 
In  my  own  special  field  this  is  the  attitude 
which  produces  the  stories,  perhaps  apochry- 
phal,  of  the  psychiatrist  who  continues  to 
deal  exclusively  with  psychopathology  even 
though  the  patient’s  ulcer  is  beginning  to 
bleed. 

On  the  other  side  of  the  coin  is  the  physi- 
cian who  has  failed  to  regard  the  emotional 
factors  in  the  illness  and  has  so  much  invested 
in  time  and  interest  in  organic  aspects  of  a 
patient  that  he  finds  it  difficult  to  deal  with 
neurotic  difficulties  even  though  they  be- 
come glaringly  obvious.  The  fact  that  in  some 
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instances  the  turning  of  the  physician’s  at- 
tention to  the  neurotic  elements  in  the  case 
may  represent  in  his  own  mind  an  acceptance 
of  the  failure  of  his  own  previous  therapeutic 
attempts  does  not  make  the  problem  any 
easier.  Or  to  put  it  another  way,  the  physician 
who  has  initially  said,  “I  feel  reasonably  sure 
I can  help  you,”  as  he  initiates  organic  treat- 
ment, may  have  a very  difficult  time  saying, 
“I  was  wrong  about  my  feelings  regarding 
the  organic  basis  of  your  complaint  and  it  is 
now  necessary  for  us  to  consider  emotional 
factors.”  When  this  is  accompanied  by  refer- 
ral to  a psychiatrist — sometimes  unfortunate- 
ly done  with  a flavoring  of  apology  or  of 
doing  something  not  quite  kosher — the  real 
difficulty  is  compounded. 

It  would  seem  advisable  to  reiterate  that 
the  primary  physician  should  keep  himself 
and  his  patient  alert  to  the  importance  of 
emotional  factors  in  almost  any  illness  if  only 
to  avoid  this  sort  of  embarrassing  change  of 
course.  Furthermore,  he  must  be  keenly 
aware  of  the  possibility  that  he  may  develop 
an  unrecognized  reluctance  to  accept  the 
need  for  change  of  course,  particularly  if  this 
includes  an  admission  of  therapeutic  failure 
on  his  part,  or  if  the  patient  has  considerable 
emotional  value  to  him.  This  problem  in  itself 
demands  attention  at  a length  not  permitted 
by  the  present  time  limitations. 

Diagnoses 

Turning  to  another  aspect  of  the  problem, 
what,  optimally,  should  the  primary  physi- 
cian do  when  he  becomes  aware  of  the  fact 
that  he  is  dealing  with  “one  of  those  neurotic 
patients”?  Diagnosis  of  flagrant  neuroses, 
like  diagnosis  of  a flagrant  psychosis,  is  usual- 
ly not  difficult.  Particularly  is  this  true  of 
those  individuals  who  come  into  the  physi- 
cian’s office  specifically  complaining  of  emo- 
tional symptoms  such  as  anxiety,  depression, 
obsessive  thoughts  or  compulsive  behavior, 
phobic  reactions,  sexual  abnormalities,  etc. 
Our  concern  obviously  is  that  group  of  people 
whose  complaints  are  disguised  as  physical 
symptoms  or  in  whom  the  problem  is  a mixed 
one  with  organic  and  psychic  components.  It 
is  in  these  individuals  that  the  question  of 
the  treatment  responsibility  of  the  primary 
physician  comes  most  clearly  into  focus. 


We  could  spend  a great  deal  of  time  in 
dealing  with  various  aspects  of  the  manage- 
ment of  emotional  difficulties.  The  whole 
area  of  psychopharmacology,  for  example, 
has  given  us  an  approach  which  is  often  re- 
warding in  at  least  two  ways.  In  one  it  an- 
swers the  problem  of  the  physician  who  feels 
uncomfortable  unless  he  is  “doing  something” 
for  the  patient.  (This  is  one  of  the  points 
which  Dr.  Jaffe  discusses  in  his  paper.)  In 
the  second  place,  the  psychopharmacologic 
preparations  offer  considerable  benefit  for 
those  individuals  who  are  suffering  from 
symptoms  derived  from  some  sort  of  emo- 
tional difficulty.  In  this  connection  it  is  well 
to  note  that  it  is  possible  that  some  individ- 
uals who  are  classified  as  “neurotic”  react 
in  an  exaggerated  way  to  such  symptoms  as 
the  physiological  components  of  anxiety.  It 
seems  to  me  that  these  people  actually  may 
have  a hypersensitivity  to  their  own  physi- 
ology. All  of  us  show  this  at  times.  For  in- 
stance, the  person  who  has  had  a coronary 
attack  may  be  unduly  sensitive  to  any  sort 
of  precordial  or  retrosternal  pain.  Cardiac 
patients  are  notoriously  hypersensitive  to 
any  increase  in  pulse  rate,  etc.  If  we  can 
imagine,  then,  an  individual  who  is  actually 
less  able  to  filter  out  awareness  of  his  own 
physiology,  we  may  find  an  individual  who 
tolerates  anxiety  poorly  because  physiologi- 
cal components  of  that  anxiety,  mildly  un- 
comfortable under  the  best  circumstances, 
are  acutely  painful  to  him.  It  has  long  been 
something  of  a hallmark  of  a “neurotic”  per- 
son that  the  individual  wears  dark  glasses 
even  when  the  light  is  dim.  This  actually 
may  represent  more  an  hypersensitivity  than 
an  affectation.  Under  these  circumstances, 
we  might  expect  some  of  the  psychopharma- 
cologic agents  to  reduce  an  individual’s 
awareness  of  his  own  physiology  and  thus 
improve  his  ability  to  tolerate  such  symp- 
toms. 

In  the  interest,  however,  of  focusing  these 
remarks,  I should  like  to  leave  the  medication 
side  of  the  problem  and  deal  with  those  man- 
agement procedures  more  clearly  in  the  psy- 
chotherapeutic area,  because  this  is  the  area 
in  which  many  physicians  feel  uncomfortable 
and  are  reluctant  to  accept  their  full  share 
of  responsibility.  First  of  all,  with  reference 


38 


Rocky  Mountain  Medical  Journal 


to  psychotherapy,  someone  must  make  a de- 
cision as  to  whether  or  not  psychotherapy  in 
any  form  is  the  treatment  of  choice.  We  some- 
times forget,  in  this  day  of  tremendous  pre- 
occupation with  mental,  emotional  and  psy- 
chiatric matters,  that  there  are  a great  many 
social  and  personal  forces  which  can  be 
brought  to  bear  on  an  emotional  problem 
without  dealing  in  any  formal  psychothera- 
peutic way  with  them.  It  always  helps  to 
take  a look  at  a patient’s  adjustment  pattern 
and  not  how  many  maneuvers  and  procedures 
he  has  used  to  deal  with  life’s  problems  with- 
out the  necessity  for  turning  to  any  sort  of 
psychotherapeutic  help.  Academically  speak- 
ing, almost  anything  that  has  to  deal  with 
problem  solving  is  psychotherapeutic,  but 
there  is  a great  deal  of  difference  between 
the  use  of  various  social  forces  and  the  kind 
of  psychotherapeutic  approach  which  de- 
pends upon  a more  formalized  group  of  pro- 
cedures. 

The  primary  physician  is  in  a very  favor- 
able position  to  help  his  patient  use  some 
of  these  extra-psychotherapeutic  procedures. 
He  can  scarcely  “prescribe”  religion  for  a 
patient  and  yet  there  may  be  subtle  ways  in 
which  religious  interest  can  be  encouraged. 
The  physician  can  sometimes  suggest  various 
activities  of  a vocational  or  recreational  sort. 
He  can  suggest  physical  changes  in  the  house- 
hold situation  with  a view  toward  improving 
traffic  patterns,  reducing  stress,  etc.  In  many 
instances,  the  detailed  knowledge  which  the 
primary  physician  has  of  his  patient,  the 
family  situation,  and  the  community  makes 
him  the  ideal  person  to  advise  this  sort  of 
change. 

In  some  instances  the  primary  physician 
may  decide,  even  if  he  recognizes  his  respon- 
sibility, that  he  is  not  the  individual  who 
should  optimally  engage  in  psychotherapy 
with  his  patient.  In  a small  community,  for 
example,  there  may  be  real  probability  of 
interlocking  social  and  professional  relation- 
ships, and  here  the  primary  physician  may 
find  it  somewhat  uncomfortable  to  deal  with 
highly  emotional  situations  when  a social 
crossing  of  paths  is  almost  inevitable — and 
so  may  his  patient.  Another  instance  is  the 
situation  in  which  his  approach  would  be 
difficult  or  impossible  and  a new  approach 


seems  strongly  indicated  for  the  patient.  Un- 
der these  circumstances,  referral  to  someone 
else,  even  another  nonpsychiatrist  physician, 
for  psychotherapy,  might  be  the  procedure 
of  choice. 

T ime  for  psychotherapy 

Practical  considerations  are  always  men- 
tioned as  possible  reasons  why  more  primary 
physicians  do  not  handle  psychotherapy  on 
their  own  patients.  One  is  expense  of  psycho- 
therapy. Actually,  there  seems  no  reason  why 
this  should  be  a problem.  I do  not  know  the 
average  length  of  an  office  visit  for  the 
physician  in  general  practice  or  in  nonpsy- 
chiatric specialty  practice,  but  I would  guess 
that  it  would  average  about  twenty  minutes. 
If  this  is  so,  there  is  no  reason  why  adequate 
charge  cannot  be  made  for  the  length  of  time, 
and  twenty  minutes  is  often  sufficient  for  a 
significant  psychotherapeutic  interchange. 
Furthermore,  if  a longer  period  is  required, 
there  seems  no  reason  why  the  patient  cannot 
understand  that  he  or  she  is  being  allotted 
the  equivalent  of  two  or  more  office  visits 
and  payment  made  on  this  basis.  Of  course, 
such  a financial  arrangement  is  impossible 
if  the  physician  himself  is  reluctant  to  make 
the  charge,  believing  that  he  is  providing 
only  time  and  is  “just  talking”  with  the  pa- 
tient. 

Another  practical  objection  has  been  that 
the  physical  examination,  which  is  usually 
part  of  the  experience  shared  by  the  primary 
physician  and  the  patient,  creates  difficulties 
in  establishing  a psychotherapeutic  relation- 
ship. In  most  instances  this  is  dogmatic  non- 
sense. The  exploration  of  physical  complaints, 
including  a detailed  physical  examination, 
is  so  much  a part  of  the  standard  physician- 
patient  relationship  that  there  is  no  reason 
it  should  cause  difficulty  in  the  standard  psy- 
chotherapeutic approach.  It  is  true  that  in 
certain  situations  a patient  may  have  fan- 
tasies about  the  physical  examination,  but  in 
my  experience  he  can  also  have  fantasies 
where  there  has  been  no  physical  examina- 
tion, and  I do  not  see  that  the  situation  is 
any  more  difficult  in  one  case  than  in  the 
other.  The  use  of  the  primary  physician  in 
handling  psychiatric  patients  will  probably 
be  more  prominent  in  American  medicine  as 
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the  number  of  psychiatric  units  in  general 
hospitals  increases.  In  many  outlying  com- 
munities, for  example,  it  may  be  possible  to 
maintain  psychiatric  patients  in  their  com- 
munities under  the  care  of  interested  non- 
psychiatrists if  the  primary  physicians  will 
accept  their  responsibilities  in  these  areas. 

There  are  practical  considerations  which 
must  come  into  the  office  arrangement  if  any 
physician  is  to  do  psychotherapy.  While  it 
has  been  pointed  out  that  the  interviews  need 
not  be  the  traditional  “fifty-minute  hour”  in 
length,  it  is  essential  that  the  length  of  the 
interview  be  stated  in  advance  and  this  can 
be  done  as  tactfully  as  is  necessary,  perhaps 
with  a statement  along  the  line  of,  “Today  we 
have  twenty-five  minutes.”  An  interview  of 
unstated  length  places  a good  deal  of  burden 
on  both  the  physician  and  the  patient  to  see 
that  the  pressures  of  other  appointments  do 
not  terminate  the  interview  at  a time  when 
some  particularly  significant  material  is  be- 
ing discussed. 

Another  essential  requirements  is  privacy. 
I find  it  useful  to  state  to  a patient  at  the 
onset  of  a psychotherapeutic  series,  what  in- 
terruptions may  be  expected,  why  these  in- 
terruptions are  necessary,  and  what  protec- 
tion there  will  be  against  interruptions  from 
other  sources.  Patients  are  quite  able  to 
handle  these  realistic  considerations,  but  it 
works  better  if  they  are  told  about  them  in 
advance.  Soundproofing  is  an  important  con- 
sideration, but  this  is  no  different  than  in 
any  physician’s  office.  In  addition  to  the 
standard  soundproofing  technics,  a music 
barrier  is  sometimes  useful. 

As  to  the  psychotherapy  itself,  whether 
this  is  practiced  by  the  psychiatrist  or  by  the 
primary  physician,  there  are  only  certain 
considerations  which  justify  discussion  at 
this  time.  You  are  aware  of  the  general  na- 
ture of  psychotherapy  and  the  technical  prob- 
lems involved  in  transference  and  counter 
transference  reactions,  and  you  are  also 
aware  that  psychotherapy  consists  of  a great 
number  of  components,  hopefully  used  with 
some  specific  justification  and  always  with 
the  desire  to  help  the  patient.  Psychotherapy 
can,  from  this  point  of  view,  be  supportive, 
uncovering,  reassuring,  or  abreactive. 

Sometimes  an  attempt  is  made  to  differ- 


entiate between  “deep”  and  “superficial”  psy- 
chotherapy. This  is,  of  course,  based  on  the 
general  idea  that  certain  psychotherapeutic 
technics  can  be  guaranteed  to  effect  sweep- 
ing and  fundamental  personality  changes  in 
an  individual,  while  other  kinds  of  psycho- 
therapy skim  over  the  surface  or  are  sup- 
pressive or  in  other  ways  deal  with  the  shal- 
lower aspects  of  problems.  Unfortunately, 
many  patients  respond  to  psychotherapy  in 
ways  which  are  somewhat  at  variance  with 
the  therapist’s  decision  as  to  whether  he  is 
doing  “deep”  or  “superficial”  therapy.  Actu- 
ally, the  best  that  one  can  do  is  to  attempt 
to  tailor  the  psychotherapeutic  technics  to 
the  situation  as  he  sees  it.  In  some  instances 
he  will  achieve  only  symptomatic  relief  or 
better  ways  of  coping  with  immediate  situa- 
tions, and  in  other  instances  he  may  achieve 
fairly  fundamental  personality  changes.  Even 
classical  psychoanalysis,  while  presumably 
directed  in  most  cases  to  a complete  reorgan- 
ization of  the  personality  structure,  may  not 
completely  achieve  this  desired  result  in  in- 
dividuals even  though  they  receive  some  lim- 
ited benefit  from  it. 

Advice  to  patients 

With  reference  to  the  specific  components 
of  psychotherapy,  a few  may  be  mentioned 
for  more  detailed  consideration.  The  first  is 
the  problem  of  giving  advice.  There  would 
be  absolutely  no  contraindication  to  the  phy- 
sician’s giving  advice  if  he  could  be  very 
sure  that  he  understood  in  great  detail,  first, 
the  nature  of  the  problem  and,  second,  the 
reason  why  the  patient  was  unable  to  cope 
with  it.  Assuming  that  they  operate  within 
the  same  intellectual  range  and  knowing  that 
the  patient  has  far  more  detailed  knowledge 
of  the  situation  than  the  physician  could 
achieve  over  a long  period  of  time,  it  is  pre- 
sumptuous of  the  physician  to  offer  advice 
unless  he  is  a true  expert  in  the  area  involved 
or  unless  he  feels  that  his  more  objective 
point  of  view  will  make  it  possible  for  him 
to  see  situations  which  the  patient  cannot 
see.  Aldrich,  in  the  book  aforementioned, 
says,  “Before  giving  advice  in  personal  or 
family  problems  ...  a doctor  should  ask 
himself:  ‘Is  the  solution  obvious?’  If  it  is, 
do  not  advise.  ‘Can  the  patient  follow  the 
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advice?’  If  he  cannot,  do  not  advise.  ‘Can 
he  work  out  his  own  problems  with  the  doc- 
tor’s help?’  If  he  can  and  it  is  possible  to  wait 
until  he  does,  do  not  advise.” 

In  many  instances  the  psychotherapist 
will  do  well  if  he  simply  tries  to  make  the 
patient  aware  of  the  various  ramifications 
of  the  problem,  relating  it  to  “cultural  norms” 
and  to  the  patient’s  own  expectations.  Clari- 
fication can  be  an  important  aspect  of  the 
psychotherapist’s  activities.  There  are  areas 
in  which  simple  discussion  of  the  range  of 
normal  behavior  may  be  very  helpful  to  the 
patient,  particularly  when  carried  on  from 
the  point  of  view  of  the  authoritative  physi- 
cian who  is  well  informed  about  these  mat- 
ters. Note  that  this  is  different  from  the  ques- 
tion involved  in  the  matter  of  the  facts.  The 
physician  does  not  presume  to  tell  a patient 
what  attitude  he  or  she  should  take  but  simp- 
ly to  point  out  that  there  is  a range  of  be- 
havior within  which  a patient  can  be  con- 
sidered normal  and  that  the  patient  can  move 
with  a certain  amount  of  freedom  in  placing 
himself  within  this  range.  One  such  area  is 
the  matter  of  sexual  behavior.  Another  is  the 
problem  which  involves  traditional  attitudes, 
especially  areas  in  which  the  patient  feels 
that  his  own  emotions  are  at  variance  with 
socially  acceptable  ones.  I refer,  for  example, 
to  the  attitudes  of  people  toward  their  par- 
ents, of  parents  toward  their  children,  of 
attitudes  toward  religion,  of  attitudes  toward 
ambition,  and  of  attitudes  toward  success. 

Sometimes  an  optimum  arrangement  in 
dealing  with  psychotherapy  is  to  have  a divi- 
sion of  labor  between  primary  physician  and 
psychiatric  consultant.  It  may  be  useful  for 
both  to  have  psychotherapeutic  interviews 
with  the  patient,  perhaps  dealing  with  dif- 
ferent aspects  of  the  problem,  or  to  have  the 
psychiatrist  handle  interviews  which  are 
rather  heavily  slanted  toward  psychotherapy, 
while  the  primary  physician  handles  inter- 
views which  are  directed  toward  the  organic 
aspects  of  the  problem,  both  being  aware  of 
the  dual  nature  of  the  difficulty.  Their  effi- 
cacy can  be  greatly  augmented,  of  course,  by 
their  maintaining  close  communication  with 
each  other. 

The  fundamental  relationship  between  the 
primary  physician  and  the  patient  not  only 


can  be  very  helpful  in  all  psychotherapeutic 
relationships,  but  in  some  instances  is  abso- 
lutely irreplaceable.  One  case  in  point  is  the 
grief  reaction  which  follows  some  loss  by  the 
patient.  The  loss  may  be  some  tangible  object 
like  a loved  one,  or  it  can  be  more  intangible 
like  loss  of  status,  prestige,  sexual  potency 
or  health  or  something  in  this  general  area. 
Often  the  clinical  result  of  this  grief  reaction 
is  a depression,  and  in  this  situation  the 
mourning  period  which  is  essential  for  re- 
covery is  best  carried  out  in  the  presence  of 
an  individual  who  has  in  the  past  already 
demonstrated  his  willingness — his  eagerness, 
in  fact — to  be  a friend,  a confidant  and  an 
active  source  of  support  for  the  grieving 
person.  If  psychiatric  consultation  is  sought 
for  the  depression,  well  and  good,  but  a very 
good  solution  of  the  problem  may  be  the 
return  of  the  patient  to  the  primary  physician 
on  the  basis  that  his  warm  support,  his  wil- 
lingness to  let  the  patient  express  himself 
in  any  way  he  likes,  including  the  hostility 
which  he  may  feel  toward  the  situation,  may 
be  the  best  therapeutic  course  of  all.  Hofling, 
mentioned  previously,  has  an  excellent  dis- 
cussion of  the  whole  problem  of  grief  and 
mourning,  with  particular  reference  to  the 
general  practice  of  medicine. 

Prevention  of  emotional  difficulties 

One  element  which  is  often  neglected  in 
the  general  discussion  of  psychotherapy  is 
the  matter  of  the  individual’s  own  will  and 
courage.  It  is  obviously  something  of  a cari- 
cature, but  often  the  psychotherapeutic  proc- 
ess is  presented  as  a procedure  in  which  the 
patient’s  helpless  condition  is  symbolized  by 
his  lying  on  the  couch  where  he  does  little 
except  to  tell  the  psychotherapist  his  diffi- 
culties back  to  the  time  of  his  birth  and  by 
some  mystic  process  something  happens  to 
him  which  makes  it  possible  for  him  to  im- 
prove his  adjustment  to  life’s  situations. 
Richard  La  Piere*  discusses  in  an  interesting 
way  the  tendency  to  believe  that  the  harmony 
between  the  individual  and  his  environment 
need  not  involve  such  matters  as  determina- 
tion, courage,  will,  etc.  He  attributes  this 
unrealistic  approach  to  living  to  the  general 

•The  Freudian  Ethic,  Duell,  Sloan  and  Pearce,  N.  Y.,  1959. 
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philosophy  of  Freudian  psychoanalytic  teach- 
ing. This  may  be  overstated,  but  it  is  certainly 
true  that  there  is  little  discussion  in  pschiatric 
literature  of  the  whole  question  of  will  or 
of  the  individual’s  assets  which  can  lead  him 
to  find  solutions  to  problems  by  sheer  deter- 
mination. It  is  interesting  to  note  that  in 
Japan  a type  of  therapy  developed  some  40 
years  ago  by  Dr.  Morita,  Professor  of  Clinical 
Psychiatry  at  Zikei  University  in  Tokyo,  em- 
phasizes the  concept  that  self-discipline,  in- 
cluding much  of  what  we  call  will,  is  an 
essential  part  of  one’s  ability  to  adjust  to 
one’s  environment.  Exactly  how  will  can  be 
mobilized  in  many  cases  of  neurosis  is  the 
all-important  question.  However,  the  primary 
physician  may  be  in  a very  good  position  to 
encourage  an  individual  to  use  his  own  re- 
sources rather  than  to  turn  to  an  anticipation 
that  passive  compliance  with  a psychothera- 
peutic process  will  provide  him  answers  to 
his  living  difficulties.  As  Allen  Wheelis,  a 
practicing  psychoanalyst,  has  said,  “Some 
people  put  their  backs  to  the  couch  to  avoid 
putting  their  shoulders  to  the  wheel.” 

Lastly,  the  primary  physician  may  have 
an  important  role  in  the  prevention  of  some 
emotional  difficulties.  The  primary  physician 
may  be  able  to  see  in  patients  with  whom 
he  has  a longitudinal  acqaintance,  the  devel- 
opment of  situations  which  will  probably 
lead  to  some  kind  of  emotional  difficulty 
and  which  can  be  prevented  if  the  proper 
steps  are  taken.  For  example,  the  individual 
whose  life  pattern  is  completely  tied  up  with 
his  work  may  have  very  few  resources  on 
which  to  fall  back  when  he  retires.  His  physi- 
cian, in  anticipation  of  this,  may  be  able  to 


suggest  to  him  the  development  of  greater 
range  of  interests  which  he  can  use  to  fill  in 
time  when  his  business  no  longer  occupies 
the  major  portion  of  his  time  or  energy.  Most 
people  need  to  have  some  preparation  in  rec- 
reational activities.  I know  of  no  individual 
more  miserable  than  the  one  who  suddenly 
retires  with  the  idea  that  he  is  going  to  spend 
the  rest  of  life  fishing  and  finds  that  this  is 
an  impossible  arrangement — there  simply  are 
not  that  many  fish!  Similar  difficulties  occur 
in  women  whose  entire  lives  have  been  built 
around  their  homes  and  children  and  who 
find  themselves  completely  at  a loss  when 
the  children  are  gone,  the  homes  no  longer 
need  attention  and  the  husbands  are  suffi- 
ciently well  established  in  business  so  that 
the  active  help  of  the  spouse  is  no  longer 
necessary.  When  the  physician  observes  these 
unhappy  problems  approaching  he  has  the 
responsibility  of  seeing  that  his  patients  take 
steps  to  prepare  themselves  for  their  even- 
tuality. 

Summary 

The  primary  physician  has  a tremendous 
responsibility  in  seeing  that  his  patients  who 
are  suffering  from  significant  emotional  dif- 
ficulties receive  the  full  measure  of  support 
and  help  from  him  as  well  as  whatever  bene- 
fit they  may  receive  in  consultation  with 
specialists  in  psychiatry.  There  are  various 
ways  in  which  the  contribution  of  the  pri- 
mary physician  may  be  unique,  and  there  are 
many  reasons  why  he  must  successfully  ac- 
cept and  carry  out  these  responsibilities  if 
he  is  to  give  his  patients  the  service  they  have 
a right  to  expect  from  him.  • 


Opportunity  in  Israel 

The  Negev  Institute  for  Arid  Zone  Research,  located  in  Israel,  has  an  opening  for  a 
medical  doctor  or  physiologist  with  experience  in  experimental  medicine  to  head  an  envi- 
ronmental physiology  laboratory.  Applicants  with  previous  experience  in  Arid  Zone  envi- 
ronment studies  preferred. 

For  details  and  information  concerning  this  opening,  contact  the  Committee  on  Man- 
power Opportunities  in  Israel,  515  Park  Avenue,  New  York  City,  New  York. 
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The  elongated  styloid  process* 


Frank  S.  Forman,  M.D.,  Colorado  Springs 


A rarely  considered  cause  of  persistent 
pain  of  head  and  neck. 

The  syndrome  of  the  elongated  styloid  proc- 
ess is  not  new,  the  first  surgery  having  been 
done  in  1872.  It  was  revived  and  expanded 
by  Eagle  in  1949  and  has  been  limitedly  popu- 
larized since.  With  antibiotics  and  the  in- 
creased diagnosis  of  the  carotid  artery  syn- 
drome, pain  from  the  styloid  is  infrequently 
considered  in  the  differential  diagnosis  of 
prolonged  sore  throat  or  cluster  headaches. 
A despairingly  large  number  of  patients  hav- 
ing elongated  styloid  process  are  neglected 
and  disillusioned  with  the  result  of  their 
misdirected  therapy.  A pitiable  number  of 
these  are  categorized  as  psychoneurotics.  It 
is  not  uncommon  for  these  patients  to  go 
from  one  physician  to  another  for  years,  until 
some  knowledgeable  physician  listens  to  their 
complete  story,  makes  the  proper  diagnosis, 
and  instigates  the  definitive  surgical  therapy. 

Anatomy  of  the  styloid  process 

The  styloid  process  is  a truncated  cylindri- 
cal projection  of  the  temporal  bone  anterior 
to  the  stylomastoid  foramen,  posterior  to  the 
tempromandibular  Joint,  immediately  in- 
ferior, and  slightly  anterior  to  the  external 
auditory  meatus  and  lateral  to  the  jugular 
bulb.  From  it  arise  three  muscles  and  one 
ligament.  The  musculature  and  its  nerve  in- 
tervention are  important  in  understanding 
referred  pain  in  this  disease.  These  muscles 
are  the  stylopharyngeus,  the  stylohyoid,  and 
the  styloglossus.  The  stylohyoid  ligament  ex- 
tends from  the  tip  of  the  styloid  to  the  greater 
cornu  of  the  hyoid  bone.  The  stylohyoid 
muscle  extends  from  the  lateral,  dorsal  part 
of  the  base  of  the  styloid  and  inserts  itself 
into  the  greater  cornu  of  the  hyoid.  Before 
insertion,  the  muscle  divides  to  allow  the 
tendon  of  the  digastric  muscle  to  pass  through 


•A  list  of  16  references  has  been  deleted  because  of  space 
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it.  The  nerve  supply  is  motor  from  the  facial, 
and  sensory  from  the  glossopharyngeal.  The 
styloglossus  arises  from  the  anterior  and 
inferior  end  of  the  styloid  and  from  the 
upper  part  of  the  stylomandibular  ligament. 
It  extends  along  the  lateral  margin  of  the 
tongue,  but  also  sends  a smaller  bundle 
through  the  hypoglossal.  The  stylopharyn- 
geus arises  internally  from  the  styloid  proc- 
ess and  passes  downward  to  reach  the  phar- 
ynx between  the  middle  and  the  superior 
constrictor  muscles.  As  it  descends,  its  fibers 
spread  out  beneath  the  mucous  membrane. 
The  nerve  supply  is  from  the  glossopharyn- 
geal. 

The  relationship  of  the  styloid  to  the 
carotid  artery  is  important.  Low  in  the  neck, 
it  lies  anterior  to  the  stylohyoid  artery, 
slightly  medial  and  posterior  to  the  external 
branch  of  the  carotid.  The  internal  branch  of 
the  carotid  artery  is  posterior  to  the  styloid. 
The  external  and  internal  branches  of  the 
carotid  artery  are  separated  by  the  stylohyoid 
and  stylopharyngeus  muscles. 

In  the  human,  the  styloid  process  varies 
in  length  from  5 to  50  millimeters,  although 
various  measurements  are  given.  It  is  nor- 
mally straight,  being  broader  at  the  base  than 
at  the  tip,  but  variations  occur  at  the  tip 
where  it  may  be  projected  medially  or  lat- 
erally to  make  it  nearer  the  internal  or  ex- 
ternal carotid  arteries.  The  elongated  styloid 
is  not  a calcification  of  the  stylohyoid  liga- 
ment which  develops  later  in  life,  but  is  a 
regressive  trait  of  ossification  in  approxi- 
mately 4 per  cent  of  humans.  These  terms 
should  not  be  confused.  Calcification  may 
occur  but  is  an  entirely  different  pathologic 
entity.  In  lower  animals,  the  styloid  is  di- 
vided into  four  portions:  the  tympanphyal, 
the  stylohyoid,  the  certohyal,  and  the  hypo- 
hyal.  In  lower  animals  these  bones  are  ossi- 
fied. Usually,  in  adults,  the  bones  have  un- 
dergone regressive  metamorphosis.  However, 
cases  have  been  seen  in  which  the  second 
portion  only  remains  ossified.  The  styloid 
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process  develops  from  the  second  visceral 
arch.  Ennis  feels  that  the  size  of  the  bony 
structures  around  the  tempormandibular 
joint,  including  the  styloid  process,  are  due 
to  muscle  articulation  and  that  there  is  a re- 
lation between  the  development  and  use  of 
the  muscles  and  the  development  of  the 
mandible  which  will  account  for  the  symp- 
toms in  some  of  these  patients.  Eagle  has 
found  elongated  styloid  processes  to  be  fa- 
milial in  three  cases. 

Symptomatology 

The  symptomatology  of  the  elongated 
styloid  process  is  not  frequently  considered 
in  the  differential  diagnosis  of  head  and  neck 
pain  because  of  its  obscurity  in  the  medical 
literature,  and  because  palpation  for  an 
elongated  styloid  process  is  not  routinely 
done.  Differential  diagnosis  includes  infec- 
tions in  the  throat,  foreign  body,  carotid  ar- 
tery headaches,  tumors,  neuralgias  involving 
nerves  V,  IX,  X,  and  XI,  tempormandibular 
joint  pain,  superficial  pharyngeal  neuralgias, 
cervical  arthritis,  esophageal  diverticulum, 
salivary  calculi,  increased  salivation,  herpeti- 
form  neuralgias,  tuberculosis,  syphilis,  herni- 
ated neuculus  pulposis,  Ramsey-Hunt  syn- 
drome, pheochromocytoma  and  last,  but  most 
common,  psychoneurosis. 

Although  there  are  other  complaints 
which  bring  the  patient  to  the  physician  with 
elongated  styloid  process,  the  most  consistent 
is  pain  which  is  difficult  to  describe:  vague, 
referred,  inconsistent  in  degree,  location  and 
time.  There  are  three  distinct  groups  of  cases 
having  different  causes  for  the  pain — those 
involving  the  nervous  system,  the  muscula- 
ture, and  the  carotid  artery.  In  addition,  there 
are  those  of  recent  traumatic  origin.  They  are 
due  to  factors  which  may  occur  during  dental 
extraction,  tonsillectomy  or  intratracheal  in- 
tubation or  severe  injuries  of  the  neck.  Into 
this  group  is  placed  majority  of  cases,  such 
as  the  post-tonsillectomy  prolonged  sore 
throat. 

The  first  set  of  symptoms  is  mechanical 
and  irritative.  The  symptoms  can  be  initiated 
by  muscle  trauma,  as  seen  in  postoperative 
vomiting,  laryngeal  abuse,  in  prolonged 
shouting  or  singing,  and  post-foreign  body 
removal  from  the  esophagus.  It  is  felt  that 


in  this  group  the  pathology  is  a myositis  in 
the  three  styloid  muscles  with  the  referred 
pain  along  the  course  of  the  muscles. 

The  second  set  of  symptoms  closely  re- 
sembles the  first,  but  has  its  inception  with 
infectious  processes.  These  processes  can  be 
initiated  with  acute  folicular  tonsillitis,  in 
which  definite  evidence  of  infection  is  seen. 
They  can  be  from  less  dramatic  disease  proc- 
esses in  which  the  visual  evidence  is  not  so 
clear.  They  are  treated  with  indicated  anti- 
biotics. The  symptoms  last  a great  deal  longer 
than  the  visual  pathology  indicated.  These 
patients,  after  adequate  therapy,  seemingly 
do  get  well.  Additional  antibiotics  are  given 
with  an  eventual  subsiding  of  the  pain  caused 
by  an  inflammatory  process  in  the  styloid 
musculature  or  neuralgia  due  to  the  close 
approximation  of  the  cranial  nerves.  The 
various  viral  neurologic  diseases,  such  as 
Ramsey-Hunt  syndrome,  are  often  diagnosed 
without  definite  evidence  of  skin  manifesta- 
tions. As  a result  of  diagnosed  viral  diseases, 
Vitamin  is  often  given. 

The  third  set  of  symptoms  associated  with 
the  elongated  styloid  is  classified  by  Eagle 
as  carotid  artery  pain.  Pain  is  distributed 
along  the  branches  of  the  external  carotid, 
below  the  level  of  the  eye  when  the  internal 
carotid  is  irritated.  Kos  is  not  in  particular 
agreement  with  this  and  presents  some  poig- 
nant arguments  to  supplement  his  provoca- 
tive points.  Eagle  feels  that  a deviation  of 
the  tip  of  the  styloid  from  a straight  position 
is  a factor  in  carotid  artery  pain.  There  is 
no  mention  in  the  literature  as  to  the  extent 
of  the  carotid  artery  syndrome  which  is  as- 
sociated with  elongated  styloid  but  is  relieved 
by  surgery  upon  the  styloid  process.  It  is 
felt  that  when  carotid  artery  pain  is  diag- 
nosed, digital  palpation  and  x-rays  of  the 
styloid  are  indicated. 

Diagnosis 

There  is  no  certain  infallible  method  of 
diagnosing  an  elongated  symptomatic  styloid. 
The  vagueness  of  the  symptoms  is  mislead- 
ing. Confirmatory  evidence  is  obtained  only 
on  physical  and  roentgenographic  examina- 
tion. Visually  no  pathology  is  found.  An  elon- 
gated styloid  can  be  felt  in  the  throat,  pres- 
sure on  which  will  usually  reproduce  the 
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symptoms.  With  the  tonsils  remaining,  an 
elongated  styloid  process  is  difficult  to  pal- 
pate, and  tonsil  stubs  can  be  misinterpreted 
for  an  elongated  styloid  process.  Tumors  can 
be  tragically  mistaken  for  a styloid. 

X-ray  findings  always  confirm  the  pres- 
ence of  an  elongated  styloid.  There  is  no  set 
length  which  becomes  pathologic.  The  first 
portion  is  the  one  usually  ossified,  although 
frequently  ossification  occurs  in  the  first  and 
second  portions.  A joint  between  the  two 
may  be  seen.  Rarely  the  second  portion  only 
remains  ossified.  The  interpretation  of  the 
roentgenographic  views  of  the  elongated 
styloid  will  depend  upon  the  technic  used. 
Unless  the  radiologist  is  consulted  and  corol- 
lation  of  the  pathology  is  discussed,  the  in- 
terpretation of  the  films  may  be  misleading. 
There  are  various  roentgenographic  views 
obtainable.  Personally,  we  prefer  lateral  and 
A-P  views  which  will  project  the  styloid  be- 
tween the  cervical  vertebrae  and  mandible 
in  the  open  mouth  position  or  into  the  open 
mouth  on  the  A-P  views. 

X-ray  findings  must,  however,  be  consid- 
ered only  confirmatory.  The  presence  of  an 
elongated  styloid  does  not  necessarily  mean 
that  the  patient  will  have  or  has  had  symp- 
toms referable  to  this  bony  structure.  Sur- 
gery is  not  indicated  on  an  eloganted  styloid 
because  it  is  found  as  such.  A comparable  sit- 
uation is  seen  in  the  cervical  rib  and  anterior 
scalenus. 

The  question  arises  as  to  whether  the  syn- 
drome can  be  present  without  ossification. 
Since,  by  definition,  we  are  dealing  with  a 
syndrome  of  an  elongated  styloid  process,  the 
presence  of  an  ossified  elongated  process  is 
necessary  in  order  to  have  the  syndrome. 
While  it  is  possible  that  such  a syndrome 
could  exist  in  the  presence  of  a cartilaginous 
styloid  process,  such  a condition  has  not  been 
investigated,  either  surgically  or  in  a dissect- 
ing room. 

Additional  supplemental  evidence  can  be 
obtained  on  injection  of  an  anesthetic  agent 
into  the  tissue  over  the  tip  of  the  styloid. 
This,  however,  cannot  be  considered  as 
pathagomonic  of  the  disease.  An  injection  of 
novocain  into  a tumor  in  the  area,  or  an  in- 
flammatory process  will  produce  similar  re- 
sults. Injection  is  done  routinely  with  almost 


instantaneous  dramatic  relief  of  the  symp- 
toms. We  have  not  found  a case  in  which 
relief  of  the  symptoms  has  not  been  effected 
by  injection.  Naturally,  all  laboratory  work 
of  blood  and  urine  is  normal. 

Treatment 

The  styloid  process  can  be  successfully 
removed  from  either  intra-oral  or  external 
approach.  The  intra-oral  approach  is  inher- 
ently more  dangerous  than  the  external  ap- 
proach. The  intra-oral  approach  has  three 
advantages.  First,  it  is  a shorter,  less  trau- 
matic procedure.  Second,  no  external  scar  is 
left.  Third,  the  morbidity  is  shorter.  No 
changes  in  mortality  have  been  reported. 
The  dangers  encountered  in  the  intra-oral 
approach  are  due  to  the  nerve  and  blood 
vessels  being  immediately  adjacent  to  the 
styloid,  and  the  surgeon’s  inability  to  secure 
adequate  exposure  during  the  operation. 

The  standard  technic  which  has  been  util- 
ized successfully  without  complications  con- 
sists of  an  exposure  as  for  a tonsillectomy, 
with  slight  flexion  of  the  neck,  thereby 
shortening  the  distance  between  the  styloid 
and  the  hyoid  bone.  By  direct  palpation,  the 
styloid  is  located,  and  with  a 25-gauge  needle, 
xylocaine  with  1 per  cent  epinepherine  is  in- 
jected over  the  tip  of  the  styloid.  A linear 
incision  of  adequate  length — usually,  one 
inch  to  one  and  one-half  inches  in  length — 
is  made  after  retraction  laterally  of  the  pos- 
terior pillar  varying  on  the  styloid  position. 
The  incision  is  carried  through  the  mucous 
membrane  only.  The  constrictor  muscles  are 
separated  by  blunt  dissection  until  the  bone 
is  reached.  Digital  dissection  is  usually  re- 
quired because  of  inadequate  exposure.  Un- 
der direct  vision,  the  styloid  is  grasped  with 
a tonsil  forcep,  and  the  musculature  stripped 
from  its  tip.  The  stylohyoid  ligament  is  cut, 
presenting  a free,  denuded  tip  of  the  bone. 
The  digital  dissection  is  then  carried  supe- 
riorly as  high  as  possible,  and  a suture  passed 
over  the  tip  of  the  styloid  and  tied  as  high 
as  possible  on  the  styloid  bone,  thus  limiting 
the  upper  extension  of  removal  of  the  styloid 
and  assuring  complete  isolation  of  the  styloid 
from  all  other  structure.  A second  forcep  is 
then  placed  over  the  ligature  and  with  a 
bone-cutting  rongeur  the  styloid  is  cut  and 
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removed.  Care  must  be  taken  that  the  instru- 
ments and  fingers  are  directed  against  the 
styloid  so  that  the  carotid  will  not  be  in- 
jured, and  the  dissection  must  proceed  from 
below  and  upward  with  care,  preserving  the 
vessels  and  nerves.  The  carotid  cannot  al- 
ways be  palpated,  but  transmitted  pulsations 
can  usually  be  felt.  The  wound  is  then  closed 
with  a tonsil  suture.  Antibiotics  are  given 
prophylactically  along  with  routine  postoper- 
ative care. 

REPORT  OF  CASES 

At  the  time  of  this  publication  34  cases  of 
symptomatic  elongated  styloid  processes  have 
been  operated  upon.  In  all  of  these  cases,  complete 
alleviation  of  their  symptoms  has  been  achieved. 
No  cases  have  been  seen  in  which  a direct  cause 
and  effect  to  tonsillectomy  have  been  found.  In 
all  of  these  cases,  at  least  two  of  the  pathologic 
criteria  have  been  present;  that  is  to  say  any 
combination  of  the  musculature,  neurologic,  or 
vascular  systems  has  been  present.  The  longest 
duration  of  symptoms  is  15  years  and  the  shortest 
is  six  weeks. 

The  onset  of  symptoms  has  occurred  following 
infectious  processes,  vocal  abuse,  prolonged  vom- 
iting, occupation  position  of  the  neck,  trauma  in 
laryngeal  intubation,  and  many  with  vague  onset. 


All  cases  have  been  confirmed  roentgenographi- 
cally  and  have  noted  relief  of  the  symptoms  on 
injection  of  xylocaine  over  the  process.  No  post- 
operative complications  have  been  seen  excepting 
two  cases  of  splinting  of  the  palate  postopera- 
tively  which  cleared  spontaneously. 

It  is  possible  that  symptoms  referable  only 
to  the  vascular  system  have  been  seen.  These  have 
not  been  operated  upon  as  it  is  felt  that  this  has 
not  represented  a clear  enough  criteria  for  sur- 
gery. 

Conclusion 

Pain,  both  local,  in  the  throat,  and  re- 
ferred along  the  branches  of  the  fifth,  ninth, 
and  tenth  cranial  nerves  is  frequently  seen. 
Pain  similar  to  carotid  artery  syndrome  is 
likewise  seen.  The  possible  factor  of  an  elon- 
gated styloid  process  is  not  often  consid- 
ered as  a cause  of  these  two  types  of  pain, 
because  it  is  not  widely  published  in  the 
medical  literature.  This  article  states  the 
symptomatology,  means  of  diagnosis,  and  the 
treatment.  With  increased  information,  these 
patients,  having  symptoms  referable  to  the 
styloid,  will  be  treated  in  the  appropriate 
surgical  way  rather  than  being  symptomati- 
cally treated  or  given  psychotherapy.  • 


Announcement 

The  University  of  Colorado  School  of  Medicine  announces  the  third  Cochems  Competition,  funds  for 
which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems.  A prize  of  $2500  will  be  awarded 
to  the  author  of  the  best  paper  in  the  field  of  “Tlirombophlebitis  and  Basic  Vascular  Problems.” 

The  competition  is  open  to  all  persons  holding  the  M D.  degree  and  entries  must  be  received,  in  triplicate, 
on  or  before  November  15,  1964.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who 
are  subject  to  U.  S.  income  tax  regulations. 

The  Colorado  National  Bank  of  Denver,  Trustees  under  the  will  of  Jane  Nugent  Cochems,  has  requested 
the  Dean  of  the  University  of  Colorado  School  of  Medicine  to  conduct  the  competition.  Decisions  of  the 
judges  are  final,  and  they  may  elect  at  their  discretion  not  to  award  the  prize.  The  judges  are  Dr.  Michael 
E.  DeBakey,  Baylor  University,  and  Dr.  Sol  Sherry,  Washington  University  in  St.  Louis. 

Papers  submitted  in  the  competition  may  not  be  published  until  after  the  winner  has  been  announced 
early  in  1965.  At  that  time,  the  winning  paper  and  all  others  may  be  published  at  the  discretion  of  indi- 
vidual authors.  It  should  be  noted,  however,  that  sponsors  and  judges  of  the  competition  will  not  assume 
any  responsibility  for  submitting  manuscripts  for  publication  nor  for  any  costs  incident  thereto.  The  win- 
ning paper,  if  published,  must  carry  the  designation,  “Awarded  the  Jane  Nugent  Cochems  Prize.” 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regarding  length  or  format 
of  the  manu.script,  joint  authorship,  or  inclusion  of  such  materials  as  pictures,  charts,  figures,  etc.  It  is  not 
required  that  the  paper  include  results  of  original  experimental  work,  nor  that  it  be  based  on  personal  clini- 
cal experience.  It  is  suggested  that  all  manuscripts  be  typed  with  double  spacing  and  be  submitted  in  a 
folder  or  cover.  Papers  will  be  judged  on  originality,  content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr.  John  J.  Conger,  Vice 
President  for  Medical  Affairs,  and  Dean,  School  of  Medicine,  University  of  Colorado  Medical  Center,  4200 
E.  Ninth  Ave.,  Denver,  Colorado  80220. 
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Common  ear  problems* 


Victor  H.  Hildyard,  M.D.,  Denver** 


Their  diagnosis  and  treatment. 

Otitis  externa  is  an  inflammation  of  the  skin 
lining  the  external  ear  canal.  The  organism 
is  usually  staphylococcus.  There  are  two 
forms,  acute  and  chronic.  The  acute  form  is 
usually  wet,  and  the  chronic  form  dry. 

Acute  otitis  externa  is  caused  most  fre- 
quently from  self-inflicted  abrasions  of  the 
canal  in  an  attempt  to  remove  cerumen  or 
relieve  itching.  Other  causes  are  moisture  re- 
tained in  the  canal  after  swimming,  foreign 
bodies,  and  impacted  cerumen.  The  symptoms 
are  pain  and  swelling  of  the  canal.  A conduc- 
tive type  hearing  loss  may  be  present  if 
swelling  is  sufficient  to  occlude  it.  On  exam- 
ination, the  ear  is  swollen  and  purulent  exu- 
date may  be  seen  in  the  auricle.  Pain  is  elicit- 
ed on  movement  of  the  auricle  or  if  pressure 
is  applied  to  the  tragus. 

Examination  of  the  ear  canal  and  treat- 
ment are  difficult  because  of  severe  pain.  A 
gauze  wick  14"  wide  and  about  2"  long  soaked 
with  Burrows  solution  diluted  1:17  is  placed 
in  the  canal.  The  wick  is  kept  moist  with 
Burrows  solution  for  48  hours  and  then  re- 
moved. Heat,  analgesics  and  systemic  anti- 
biotics complete  the  treatment.  The  wick  is 
removed  in  48  hours  and  the  canal  carefully 
cleaned  and  dried  with  cotton  on  a metal 
applicator.  Cleaning  is  repeated  every  two  or 
three  days  for  the  next  week  or  ten  days. 
Two  drops  of  Bro-Parin  are  placed  in  the 
canal  twice  daily  for  the  next  two  weeks. 
The  patient  is  instructed  to  keep  the  ear  dry 
by  placing  cotton  in  the  canal  and  vaseline 
over  the  cotton  before  showering  or  washing 
the  hair. 

Chronic  otitis  is  caused  most  frequently 
by  overcleaning  the  ears  with  soap  and  water 
and  the  resulting  absence  of  cerumen.  Symp- 

•Presented  before  the  60th  annual  meeting  of  the  Wyoming 
State  Medical  Society  at  Moran,  Aug.  27-30,  1963. 

••Dr.  Hildyard  is  Assistant  Clinical  Professor  and  Head  of 
Divison  of  Otolaryngology,  University  of  Colorado  Medical 
Center. 


toms  are  itching  and  dryness  of  the  ears.  On 
examination,  they  are  dry  and  scaly  and 
there  is  a noticeable  absence  of  cerumen. 
The  dry  debris  is  removed  from  the  ear  canal 
with  a Day  hook  and  the  skin  carefully  wiped 
with  Neo-Cortef  ointment  on  a cotton  metal 
applicator.  The  cleaning  is  repeated  once  a 
week  for  five  or  six  weeks.  Instructions  are 
given  for  aural  hygiene  and  Bro-Parin  drops 
used  twice  daily. 

Acute  suppurative  otitis  media  is  an  acute 
inflammation  of  the  serous  membrane  lining 
of  the  middle  ear  space  and  adjacent  cavity. 
The  inflammatory  irritant  is  bacterial  and 
most  frequently  of  the  streptococcus  or  pneu- 
mococcus variety.  It  occurs  much  more  fre- 
quently in  children  and  is  usually  secondary 
to  an  upper  respiratory  infection  which  has 
spread  to  the  ear  via  the  eustachian  tube.  If 
untreated,  complications  are  apt  to  occur,  the 
most  frequent  being  perforation  of  the  tym- 
panic membrane.  Other  complications  are 
mastoiditis,  subdural  abscesses,  lateral  sinus 
thrombosis  and  petrositis. 

Symptoms  of  acute  otitis  media  are  pain 
in  the  ear,  high  fever,  and  malaise.  Tender- 
ness is  frequently  encountered  over  the  mas- 
toid process.  The  appearance  of  the  tympanic 
membrane  may  vary  from  slightly  red  to 
red  and  bulging  with  absence  of  normal  land- 
marks to  a perforated  tympanic  membrane 
with  a pulsating  serosanguineous  exudate. 
Treatment  consists  of  systemic  chemo-  or 
antibiotic  therapy,  sulfa  or  penicillin  being 
the  most  effective.  Analgesics,  heat,  aural 
hygiene  and  myringotomy  are  invoked  when 
indicated. 

Myringotomy  is  indicated  in  all  but  very 
early  stages  before  suppuration  has  occurred. 
It  is  best  performed  under  general  anesthesia 
in  children  and  local  anesthetic  in  adults. 
Local  anesthetic  is  best  obtained  by  soaking 
cotton  in  Bonanes  solution  (equal  parts  of 
cocaine,  menthol  and  phenol  crystals)  and 
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applying  to  the  tympanic  membrane  for  5 to 
10  minutes  or  injecting  subcutaneously  1 per 
cent  xylocaine  in  the  skin  covering  the  car- 
tilagenous  portion  of  the  external  ear  canal 
in  four  quadrants  with  a short,  beveled  27 
gauge  needle. 

A myringotomy  is  most  easily  performed 
by  making  a single  stab  puncture  wound  in 
the  posterior  inferior  quadrant  with  a lancet- 
shaped  myringotomy  knife.  Since  the  three 
layers  of  the  tympanic  membrane  are  thick- 
ened, it  is  important  that  the  tip  of  the  knife 
be  put  through  the  membrane  far  enough  to 
feel  the  bony  wall  of  the  middle  ear  space 
on  its  medial  side;  a common  error,  especially 
in  small  children,  is  trying  to  make  the  in- 
cision in  the  posterior  bony  canal  wall  ad- 
jacent to  the  tympanic  membrane.  Following 
the  myringotomy,  a pulsating  discharge  may 
be  observed  for  several  days,  but,  as  soon 
as  the  inflammatory  process  is  arrested,  the 
tympanic  membrane  will  heal  within  24 
hours. 

Serous  otitis  media  is  an  inflammatory 
reaction  of  the  serous  membrane  lining  of 
the  middle  ear  space,  the  irritant  being  neg- 
ative pressure  secondary  to  obstruction  of 
the  eustachian  tube.  The  obstruction  may  be 
in  the  nasopharyngeal  opening,  the  mucous 
membrane  lining  of  the  eustachian  tube,  or 
in  the  opening  of  the  eustachian  tube  in  the 
tympanic  cavity.  There  aro  two  forms  of 
serous  otitis  media.  The  acute  form  occurs 
with  sudden  barometric  pressure  changes 
and  with  upper  respiratory  congestion,  sud- 
denly closing  the  eustachian  tube.  The  exu- 
date in  the  cavity  is  thin  and  serous  and 
easily  evacuated  by  myringotomy  and  aspira- 
tion. Symptoms  are  sudden  pain  and  fullness 
in  the  ear  with  hearing  loss  of  the  conductive 
type. 

Examination  reveals  the  tympanic  mem- 
brane retracted,  mobility  limited  with  a 
pneumatic  otoscope  and  a visible  fluid  level 
or  bubbles  behind  the  tympanic  membrane. 
The  500  cycle  tuning  fork  is  heard  better 
when  held  on  the  mastoid  bone  than  when 
held  beside  the  ear.  Treatment  is  myringot- 
omy and  aspiration  of  the  fluid,  nasal  and 
systemic  decongestants.  Prophylactic  anti- 
biotics are  given  to  safeguard  against  infec- 
tions. 


The  chronic  or  recurrent  form  is  insidious 
in  onset  and  occurs  with  masses  in  the  naso- 
pharynx, allergies  causing  prolonged  swell- 
ing of  the  lining  in  the  eustachian  tube,  and 
as  a complication  of  acute  suppurative  otitis 
media.  Antibiotics  destroy  the  bacteria  and 
the  acute  inflammation  subsides,  but  for 
some  reason  the  serous  membrane  remains 
thickened,  causing  an  obstruction  of  the 
eustachian  tube  at  its  tympanic  orifice.  The 
exudate  is  at  first  serous,  mucoid,  serofi- 
brinous, fibrinous,  and  finally  calcified.  If  left 
untreated,  it  may  result  in  a chronic  adhesive 
otitis  media  or  tympanosclerosis.  Symptoms 
are  pain  or  fullness  in  the  ear  without  fever, 
and  hearing  loss  of  the  conductive  type.  Since 
the  appearance  of  the  tympanic  membrane 
is  variable,  the  most  reliable  finding  is  limit- 
ed mobility  with  a pneumatic  otoscope  and 
a negative  Rinne  test  with  the  500  cycle  tun- 
ing fork  (heard  better  by  bone  than  by  air). 

Treatment 

Treatment  is  to  restore  positive  pressure 
in  the  middle  ear  space  by  performing  myrin- 
gotomy, aspirating  the  exudate  and  inserting 
a polyethylene  tube  which  remains  in  the 
myringotomy  opening  for  three  months.  If 
aqueous  chymar  is  instilled  into  the  middle 
ear  space  with  a 27  gauge  short  beveled 
needle  before  myringotomy  is  performed,  the 
exudate  is  liquified  and  easily  aspirated.  The 
cause  of  eustachian  tube  obstruction  is  treat- 
ed such  as  adenoidectomy,  treatment  of  al- 
lergies, etc.  Nasal  decongestants  are  used 
three  times  daily.  Prophylactic  antibiotics  are 
given  for  three  days  following  myringotomy. 
The  patient  is  seen  at  weekly  intervals  and 
the  eustachian  tube  inflated  by  use  of  the 
Politzer  bag. 

Chronic  otitis  media  is  characterized  by 
perforation  in  the  tympanic  membrane  with 
or  without  a cholesteatoma.  It  may  be  active 
(with  drainage)  or  inactive  (dry) . It  is  usual- 
ly the  result  of  a severe  untreated  acute 
otitis  media.  Symptoms  are  intermittent  epi- 
sodes of  drainage  usually  accompanying  an 
upper  respiratory  infection  or  after  getting 
water  in  the  ear.  The  hearing  may  vary  from 
no  apparent  loss  to  severe  hearing  loss.  On 
examination,  a marginal  central  or  attic  per- 
foration is  visualized.  Cholesteatoma  usually 
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accompany  the  attic  perforations.  If  it  is 
active  at  the  time  of  examination,  secretion 
should  be  aspirated  from  the  canal  and  mid- 
dle ear  space  with  a fine  suction  tip.  Treat- 
ment is  directed  at  first  securing  a safe  ear, 
second  a dry  ear  and,  third,  a serviceable 
hearing  ear. 

A safe  dry  ear  can  be  obtained  in  90  per 
cent  of  active  cases  by  carefully  instructing 
the  patient  in  strict  aural  hygiene;  i.e.,  how 
to  keep  water  from  the  ear  with  cotton  and 
vaseline,  and  refrain  from  blowing  the  nose. 
Appropriate  antibiotics  are  given  for  a week 
or  10  days,  and  local  antibiotics  in  the  form 
of  ear  drops  (Otobiotic).  The  patient  is  in- 
structed to  return  about  once  a week,  at 
which  time  secretions  are  again  aspirated 
and  the  ear  cleaned  with  cotton.  If  the  ear 
fails  to  become  dry  in  two  months,  surgery 
is  probably  indicated  to  remove  the  disease. 

After  the  ear  is  dry  and  has  remained  so 
for  several  months,  a tympanoplasty  may  be 
performed  to  restore  the  hearing.  This  is  the 
construction  of  a new  tympanic  membrane 
and  of  the  middle  ear  conducting  mechanism. 


Vertigo  of  vestibular  origin  is  classically 
termed  Meniere’s  syndrome.  It  is  character- 
ized by  sudden  episodes  of  vertigo,  tinnitus 
and  hearing  loss  in  one  ear.  The  hearing  may 
return  to  almost  normal  after  the  attack. 

Early  hydrops  of  the  inner  ear  is  charac- 
terized by  fullness  in  the  ear  and  occasional 
tinnitus.  Mild  vertigo  may  be  present,  hear- 
ing for  loudness  is  not  affected  but  discrim- 
ination may  be.  Diagnosis  is  made  by  the 
history  and  use  of  the  tuning  fork.  A 1,000 
cycle  tuning  fork  is  struck  lightly  to  test  for 
loudness  in  each  ear.  It  will  be  heard  louder 
in  the  unaffected  ear.  The  fork  is  struck  again 
to  produce  a much  louder  tone,  and  it  will 
be  heard  louder  in  the  affected  ear.  This  phe- 
nomenon is  called  recruitment.  The  fork  is 
struck  again,  and  the  patient  instructed  to 
determine  any  difference  of  pitch  in  the  two 
ears.  A difference  of  pitch  (usually  lower) 
will  be  heard  in  the  affected  ear  (diplocusis) . 
If  recruitment  and  diplocusis  are  determined, 
this  then  means  the  symptoms  are  due  to 
hydrops  of  the  inner  ear.  The  treatment 
which  in  my  experience  has  given  the  best 
results  is  an  intensive  vasodilating  regime.  • 
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LONG  TERM  CAPITAL  GAIN  OPPORTUNITIES 


SOth  and  Monaco 


39  acres,  zoned  industrial,  across  from  Stapleton  Field  Industrial  Park.  New  freeway 
planned  for  construction  across  this  property  should  greatly  enhance  its  value.  Adjoining 
land  is  currently  selling  for  25c  to  40c  per  sq.  ft.  Owner  will  sacrifice  this  land  for  only 
15c  per  sq.  ft.,  with  good  terms  to  responsible  party.  Call  Joe  Tackett. 


Country  Gentleman*s  Dream 

40  acres,  with  rippling  mountain  stream 
running  through  property.  3 stocked  trout 
ponds,  modern  two-bedroom  house  and 
other  improvements.  Only  1 hour’s  drive 
from  Denver,  with  year  round  access  off 
State  highway.  Tremendous  potential  for 
resort  development  or  subdivide  into  in- 
dividual cabin  sites.  Owner  plans  to  leave 
Denver  and  wants  capital  for  other  busi- 
ness. Priced  at  only  $72,500  with  $20,000 
down.  Colored  photograph  on  request. 
Call  Joe  Tackett. 


Parker,  Colorado 

80  acres  subdivided  into  5-acre  homesites 
near  Parker  with  panoramie  view  of  Den- 
ver and  the  Rockies.  Only  30  minutes 
from  Denver.  Water,  power,  telephone 
service  available  to  each  site.  Entire  80 
acres  priced  at  less  than  $500  per  acre, 
with  $12,500  down  and  good  terms.  Call 
Joe  Tackett. 


Valley  Highway  Frontage 

12^  acres  fronting  on  U.  S,  Interstate 
No,  25  southeast  of  Denver.  Located  in 
area  of  Denver’s  finest  residential,  com- 
mercial and  recreational  developments. 
Approx.  15  minutes  from  downtown  Den- 
ver, Price  of  $3,650  per  acre  is  below  that 
of  surrounding  property.  $10,000  down, 
balance  in  10  years.  Area  map  on  request. 
Call  Chuck  Morris. 


10  Acres 

This  10-acre  tract  is  located  in  the  path 
of  development  of  the  progressive  area 
southeast  of  Denver,  Good  access  is  pro- 
vided by  the  Valley  Highway  & Arapahoe 
Road  Interchange.  Property  has  an  older 
farm  house,  well,  power  and  sewer  on 
property  line.  Total  price,  $27,500,  with 
$10,000  down  and  balance  in  10  years. 
Area  map  on  request.  Call  Chuck  Morris. 


Call,  write  or  wire: 


JOE  TACKETT  & CO. 

1700  Broadway  222-5988  Denver,  Colorado 
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ORGANIZATION 


Abstract  of  Minutes 

House  of  Delegates 

The  Colorado  Medical  Society 

29th  Annual  Midwinter  Clinical  Session 
March  3,  1964 

The  House  held  two  meetings  at  its  29th 
Clinical  Session.  Speaker  John  Amesse  and  Vice 
Speaker  Walter  Herold  alternated  in  presiding 
throughout.  At  the  first  meeting  all  reports  pub- 
lished in  the  Handbook  and  all  supplemental  re- 
ports and  resolutions  which  had  been  mimeo- 
graphed after  publication  of  the  Handbook,  as  well 
as  verbal  reports  introduced  on  the  floor  of  the 
House,  were  referred  to  appropriate  reference 
committees. 

First  Meeting,  Tuesday  March  3, 1964 

The  House  was  called  to  order  at  10:30  a.m. 
Rev.  Robert  S.  Hanson  pronounced  the  invocation. 
President  Bolton  led  the  House  in  the  Pledge  of 
Allegiance.  Speaker  Amesse  addressed  the  House 
briefly  on  procedural  matters.  Ninety-eight  dele- 
gates answered  the  roll  call  including  substitute 
alternates  accredited  by  the  Credentials  Commit- 
tee (see  detailed  roll  call  at  the  end  of  these 
minutes). 

The  Secretary  offered  the  following  correction 
to  the  minutes  of  the  Annual  Session  because  of 
accidental  omission  of  an  adopted  By-Law  amend- 
ment from  the  minutes  as  published  in  the  De- 
cember, 1963  Rocky  Mountain  Medical  Journal: 

Insert  between  the  first  and  second  paragraphs  of  the 
Abstract  of  Minutes  as  they  appear  on  Page  47  of  the  Decem- 
ber, 1963,  issue  of  the  Rocky  Mountain  Medical  Journal  the 
following  paragraphs: 

Approved  an  amendment  to  Section  1 of  Chapter  V of 
the  By-Laws  of  the  Colorado  Medical  Society  to  read  as 
follows : 

“An  executive  session  of  the  House  of  Delegates  shall 
be  limited  in  attendance  to  the  House  of  Delegates  as 
defined  in  Article  V of  the  Constitution,  such  accredited 
Delegates  and  Alternates  as  may  be  present  though  not 
seated  for  voting  at  that  meeting  of  the  House,  and  such 
administrative  employees  of  this  Society  and  its  component 
societies  as  may  be  accredited  for  such  attendance  by  the 
Speaker  of  the  House.'’ 

The  above  amendment  was  adopted  by  the  required  two- 
thirds  vote  of  all  registered  members  of  the  House. 

The  minutes  of  the  Annual  Session,  as  corrected 
above,  were  then  approved. 

In  addition  to  receipt  of  published  reports  the 
following  actions  were  taken: 

Under  a special  order  of  business  voted  at  the 


Annual  Session,  the  House  then  elected  an  in- 
formal nominating  committee  consisting  of  Drs. 
Terry  Gromer  of  Denver,  S.  J.  Sontag  of  Clear 
Creek  Valley,  Don  G.  Allely  of  Weld,  Carl  Swartz 
of  Pueblo,  Alton  B.  Peyton  of  Arapahoe,  Henry 
H.  Ziegel  of  Mesa,  and  S.  P.  Esposito  of  Adams 
County-Aurora.  The  President  and  the  Speaker  of 
the  House  are  to  serve,  ex-officio,  as  additional 
voting  members  of  the  committee. 

President  Bolton,  on  behalf  of  the  Board  of 
Trustees,  nominated  Mr.  Robert  L.  Perkin  of 
Denver  to  receive  the  Society’s  Certificate  of  Serv- 
ice. His  nomination  was  confirmed  by  unanimous 
vote  of  the  House. 

President  Bolton  publicly  acknowledged  and 
thanked  Drs.  Robert  Bosworth,  Robert  McCurdy, 
and  Irvin  Hendryson,  all  of  Denver,  for  their 
work  over  the  last  two  years  toward  implementa- 
tion of  the  Kerr-Mills  law  which  has  just  been 
passed  by  the  Colorado  legislature. 

Dr.  Edward  Annis,  President  of  the  American 
Medical  Association,  was  introduced  and  addressed 
the  House  briefly.  Dr.  John  Conger,  Dean  of  the 
University  of  Colorado  School  of  Medicine,  ad- 
dressed the  House  and  advised  it  of  the  plans  of 
the  Medical  School  to  be  accomplished  in  the  near 
future. 

In  addition  to  the  two  Resolutions  printed  in 
the  Handbook,  Resolutions  Nos.  3 to  7 inclusive 
were  introduced.  Resolution  No.  5 by  Clear  Creek 
Valley,  commending  the  doctors  already  named 
by  President  Bolton  for  their  work  on  the  Kerr- 
Mills  implementation,  was  adopted  by  acclamation, 
without  reference.  No.  6 was  referred  to  the 
House’s  executive  session.  The  others,  mimeo- 
graphed and  distributed,  were  referred  to  refer- 
ence committees. 

The  House  held  a brief  Executive  Session  to 
receive  a report  from  the  President  of  Blue  Shield, 
Dr.  Harry  C.  Hughes,  and  a report  of  the  Society’s 
Grievance  Committee. 


Second  Meeting,  Wednesday , March  4, 1964 

The  House  was  called  to  order  at  2:30  p.m. 
Ninety-nine  delegates  answered  the  roll  call,  in- 
cluding accredited  substitute  alternates  (see  de- 
tailed roll  call  at  the  end  of  these  minutes).  Read- 
ing of  the  minutes  of  the  first  meeting  was  dis- 
pensed with  on  motion. 

The  House  voted  to  send  greetings  to  Past 
President  V.  V.  Anderson  who  could  not  attend 
this  meeting  due  to  illness. 

All  reference  committee  reports  had  been 
mimeographed  and  distributed  to  each  member  of 
the  House. 

Dr.  Bernard  T.  Daniels  introduced  Rev.  Dr. 
Paul  B.  McCleave  who  addressed  the  House,  and 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topl> 
cally,  including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 
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POLYMYXIN  B / NEOMYCIN  / ORAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 
Available:  In  15  Gm.  tubes. 
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Ingredients;  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Suifate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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many  guests  including  the  Woman’s  Auxiliary  and 
representatives  of  the  clergy,  and  advised  the 
members  of  the  projected  activities  of  the  AMA 
Committee  on  Medicine  and  Religion.  He  urged 
that  committees  be  appointed  by  each  component 
society  to  carry  out  the  described  activities. 

DEFINITIVE  ACTIONS 
Reference  Committee  on 
Board  of  Trustees  and  Executive  Office 

Approved  the  published  report  of  the  Board  of 
Trustees  and  its  mimeographed  supplement. 

Approved  the  published  report  of  the  Execu- 
tive Secretary,  expressed  sincere  approval  of  the 
efforts  of  the  executive  office  staff,  and  commend- 
ed all  concerned  for  their  excellent  work  during 
the  previous  year. 

Disapproved  Resolution  No.  6 from  the  Weld 
County  Medical  Society  relating  to  the  Society- 
sponsored  “Meridian  Fund,”  upheld  the  right  of 
officers  of  the  Society  and  the  Executive  Secretary 
to  hold  shares  in  the  Meridian  Fund,  and  also  to 
hold  share  options  of  the  Professional  Planning 
Corporation,  and  ruled  that  officers  of  this  Society, 
if  they  deem  it  to  their  financial  advantage,  may 
own  shares  in  any  corporation  employed  by  the 
Meridian  Fund.  Pointed  out  that  both  the  Profes- 
sional Planning  Corporation  and  the  Centennial 
Management  Corporation  are  employees  of  the 
Meridian  Fund  and  work  for  the  Meridian  Fund 
only  so  long  as  the  Meridian  Fund  finds  their 
services  to  be  to  its  advantage. 

Reference  Committee  on  Legislation 
and  Public  Relations 

Approved  the  Handbook  and  supplemental  re- 
port of  the  Council  on  Governmental  Relations, 
the  entire  published  report  of  the  Campaign  Cen- 
tral Committee,  and  that  portion  of  the  report 
of  the  Council  on  Medical  Service  referred  to  it. 

Complimented  the  Council  on  Governmental 
Relations  and  the  Legislative  Committee  for  their 
accomplishment  in  obtaining  enactment  of  the 
Kerr-Mills  bill  through  the  Colorado  legislature. 

Approved  the  published  reports  of  the  Legis- 
lative Committee,  Military  Affairs  Committee,  and 
Workmen’s  Compensation  Affairs  Committee. 

Recommended  that  an  independent  survey  of 
the  facilities  for  emergency  care  in  Colorado  hos- 
pitals made  by  Dr.  Cuthbert  Owens  and  Dr.  George 
Tyner  of  the  University  of  Colorado  School  of 
Medicine  under  the  auspices  of  the  American  Col- 
lege of  Surgeons  be  brought  to  the  attention  of 
the  Committee  on  Disaster  Medical  Care. 

Urged  that  those  responsible  for  the  Crippled 
Children’s  program  enlarge  their  acceptance  of 
qualified  members  of  our  Society  in  the  treatment 
of  their  charges,  and  that  careful  consideration  be 
given  to  any  situation  where  the  services  of  one 
physician,  in  the  care  of  one  of  their  charges, 
may  be  suspended  in  favor  of  another  physician, 
unless  real  question  of  incompetence  can  be  sub- 
stantiated. 


Reference  Committee  on  Insurance 
and  Prepayment  Plans 

Approved  that  portion  of  the  published  report 
of  the  Council  on  Medical  Service  referred  to  it. 

Approved  the  verbal  report  of  the  Blue  Shield 
Fee  Schedule  Advisory  Committee  in  which  report 
the  House  was  advised  of  a request  from  the  Civil 
Service  Commission  to  increase  the  service  benefit 
income  level  of  the  Federal  Employees  Health 
Care  program  effective  in  November  of  this  year. 
To  honor  such  request  would  require  an  upward 
adjustment  of  the  fee  schedule  applicable  to  the 
federal  program.  Development  of  schedules  to  meet 
the  needs  of  national  enrollment  programs  had 
already  been  approved  by  the  House  of  Delegates 
at  a previous  session. 

Approved  the  oral  report  of  Dr.  Samuel  P. 
Newman,  representative  to  Blue  Cross,  who  urged 
that  in  the  face  of  continuing  increases  in  the  cost 
of  hospital  care  members  of  the  medical  profession 
be  continually  aware  of  the  necessity  of  careful, 
efficient  and  effective  use  of  hospital  facilities  and 
services  if  our  voluntary  prepayment  mechanisms 
are  to  survive.  A special  utilization  committee 
composed  of  representatives  from  the  Colorado 
Hospital  Association,  Colorado  Medical  Society, 
Blue  Cross  and  Blue  Shield  Plans,  has  been  meet- 
ing regularly,  working  on  plans  and  programs  that 
will  help  control  utilization  to  the  minimum 
bounds  of  excellent  medical  care  and  service  to 
the  subscriber.  Dr.  Newman  urged  attendance  at 
such  utilization  committee  meetings  when  they  are 
scheduled  in  the  local  areas. 

Reference  Committee  on 
Professional  Relations 

Approved  the  published  report  of  the  AMA 
delegation  and  the  Handbook  report  of  the  Council 
on  Professional  Relations. 

Approved  the  published  report  of  the  Judicial 
Council  and  presented  an  additional  supplemental 
report  in  Executive  Session. 

Reference  Committee  on  Scientific  Work 
and  Public  Health 

Approved  the  entire  report  of  the  Council  on 
Public  Health  and  reiterated  its  approval  of  sterile 
vaginal  examinations  by  registered  nurses,  if 
such  nurses  are  adequately  trained  and  if  approved 
by  the  medical  staff  of  the  individual  hospital 
involved. 

Endorsed  the  report  of  the  Mental  Health  Com- 
mittee and  urged  full  participation  in  the  institute 
planned  by  that  committee  to  be  held  May  23. 

Urged  support  of  the  high  school  essay  contest 
on  the  subject  of  smoking  and  health. 

Approved  the  report  of  the  Council  on  Scien- 
tific Education,  and  heartily  endorsed  the  precep- 
torship  program  described  in  the  supplemental 
report  of  that  Council. 

Amended  and  approved  Resolution  No.  3 intro- 
duced by  the  Boulder  County  Medical  Society, 
“Medical  Identification  Cards,”  and  directed  the 
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Society  to  print  the  cards  in  sufficient  quantity  to 
supply  all  practicing  physicians  in  the  State  of 
Colorado,  either  on  a cost  basis  or  free  on  a 
community  service  basis,  and  that  the  card  be 
designed  to  include  the  telephone  numbers  of 
physician  and  patient,  the  AMA  emergency  identi- 
fication symbol,  and  a seat-belt  phrase.  Such  cards 
are  to  be  used  for  state-wide  immunization  cam- 
paigns conducted  in  the  family  physician’s  office. 

Approved  Resolution  No.  5 introduced  by  the 
Denver  Medical  Society,  “Socio-Economic  Instruc- 
tion of  Medical  Students,”  directing  the  Committee 
on  Medical  Education  and  Hospitals  to  continue  to 
encourage  medical  schools  to  offer  instruction  in 
the  socio-economic  aspects  of  medical  practice. 

Amended  and  approved  Resolution  No.  7 intro- 
duced by  the  La  Plata  County  Medical  Society, 
“High  School  Football  Conditioning,”  and  directed 
that  the  Society  urge  Mr.  Glen  T.  Wilson,  State 
Athletic  Commissioner,  that  all  high  school  football 
players  be  required  to  have  at  least  three  weeks 
of  practice  prior  to  the  first  game  the  team  plays, 
and  that  the  first  week  of  practice  be  restricted 
to  body  conditioning  without  pads  or  body  con- 
tact. 

Reference  Committee  on 
Miscellaneous  Business 

Approved  the  sections  of  the  published  report 
of  the  Council  on  Medical  Service  referred  to  it. 

Approved  Resolution  No.  1 introduced  by  the 
Society’s  Council  on  Governmental  Relations,  “Dis- 
aster Medical  Care,”  encouraging  component  so- 
cieties to  include  the  health  mobilization  state  line 
training  course  at  The  Broadmoor  in  Colorado 
Springs,  April  1-3,  and  urging  component  societies 
and  Auxiliaries  to  support  and  encourage  the 
Medical  Self-Help  Steering  Committee  in  their 
respective  committees. 

Approved  Resolution  No.  2 introduced  by  the 
Council  on  Governmental  Relations,  “Emergency 
Medical  Facilities  and  Transportation,”  urging 
component  societies  to  continue  and  intensify  their 
efforts  to  disseminate  information  regarding  emer- 
gency facilities  for  care  and  transportation  by 
whatever  means  will  most  adequately  serve  the 
area  involved. 

Reference  Committee  on  Constitution, 

By-Laws  and  Credentials 

Instructed  that  Resolution  No.  4,  introduced  by 
the  Boulder  County  Medical  Society,  “Amendment 
of  Constitution,”  be  printed  in  the  Handbook  of 
the  House  of  Delegates  for  the  Annual  Session  to 
be  held  in  Colorado  Springs  in  September,  1964, 
since  no  constitutional  amendments  can  be  sub- 
mitted or  acted  upon  at  any  other  than  an  Annual 
Session. 

The  Secretary  declared  the  desk  officially  clear, 
and  the  House  of  Delegates  adjourned  without  day. 


HOUSE  OF  DELEGATES  ROLL  CALLS 
MIDWINTER  CLINICAL  SESSION,  MARCH  3-6,  1964 
Parenthetical  numbers  (1),  (2)  indicate  whether  delegates  or  seated  alternates 
answered  the  roll  at  first  and  second  meetings  of  the  House. 


Component 

Society 

Delegates 

Alternates 

Adams  County- 

Aurora 

Esposito,  S.  P.  (1)(2) 

Griffith,  John 

Gibson,  M.  L.  (1)(2) 

D’Dell,  Robert 

Arapahoe 

Booren,  Jack  (1)  (2) 

Dunphy,  Stephen 

Fraser,  Charles  H.  ( 1 ) { 2 ) 

Thulin,  William 

Muffly,  H.  M.  (1)(2) 

Bayne,  I.  Dean 

Peyton,  Alton  B.  (1)  (2) 

Bortz,  Alan  1, 

Van  Benschoten,  E.  B, 

Stewart,  John  L.  (1)(2) 

Boulder 

Gordon,  Leon  (1)  (2) 

Kahn,  Kenneth  (D)  (2) 

Gillette.  Warren 

McCurdy,  Robert  S.  ( 2 ) 

Geesaman,  R.  E. 

Takahashi,  William  Y.  (1)  (2) 

1 Strenge,  Heniy  B. 

Yost,  Byron  A.  (1)  (2) 

Wherr)’,  Harry  L. 

Chaffee 

Petersen,  Donald  (1)(2) 

Hoover,  Robert  A 

Clear  Creek 

Carpenter,  Darid  (1)(2) 

Doyle,  John 

Durham,  Morgan  A.  (1)(2) 

Collier,  .Oo!i?las 

Herrmann,  Richard  (1){2) 

Markham,  Allen 

Maruyama,  Herbert  (1) 

White,  Barry  (2) 

Platt,  Kenneth  A.  (1)(2) 

Campbell,  Bernard 

Ryan,  Michael  (1)(2) 

Smith,  Martin 

Sontag,  Stanley  (1)(2) 

Walker,  llany 

Delta 

Hick,  L.  L.  (1)  (2) 

Brown,  Woodrow 

Denver 

Anderson,  Cyrus  ( 1 ) ( 2 ) 

Alexander,  Martin 

Ashe,  S.  M.  Prather  (1)(2) 

Buck,  George 

Atkins,  Dale  (1)(2) 

Newman,  Su’iiuel 

Berris,  Robert  (1)  (2) 

Waggener,  H.  U. 

Blandford,  Sidney  (1)(2) 

McKenna,  Robert 

Bosworth,  Robert  (1)(2) 

Cohen.  Edmond 

Boyd,  Harry 

Perkins,  James  (1)  (2) 

Bramley,  Howard  ( 1 ) ( 2 ) 

Maresh.  George 

Buchtel,  Henry  (1) 

Longwell,  k'reeman  (2) 

Clarke,  J.  Philip 

Sawyer,  K.  C.,  Jr.  (1) 

Chisholm,  R.  Neal  (1)  (2) 

Brock,  L.  Loring 

Condon,  William  (2) 

Sides,  Leroy  J. 

Covode,  William  (1)(2) 

Sunderland,  Karl 

Curfman,  George  (1)(2) 

Twombly,  G.  C. 

Eckhout,  Gifford  (2) 

Coppinger,  William 

Eisele,  C.  Wesley  (1)(2) 

Demong,  Charles 

Freed,  Charles  R.  (1) 

Bennett.  Willis 

Garcia,  Felice  (1)(2) 

Baer,  Sylvan  B. 

Cromer,  Terry  (1)  (2) 

Franz,  Elmer 

Grow,  John  B.  (2) 

Sears,  Tliad 

Hamilton,  Paul  (1)(2) 

Livingston,  W.  H. 

Harvey,  Robert  (2) 

Virtue,  Robert  (1) 

Hines,  William  (1)  (2) 

Tobin,  Peter 

Holmes,  Joseph  (1)(2) 

Wierman,  William 

Isbell,  N.  Paul 

Kurland.  Stanley 

,Iohnson,  JIarvin  (1)(2) 

Elliott,  Robert 

Johnson,  Melvin  (1)(2) 

Lasater.  Gene 

Kauvar,  Abraham  (1)(2) 

Donovan.  Edward 

Kovarlk,  Joseph  (11(2) 

Flax,  Leo 

Liggett,  William  (1)(2) 

Friedland.  Joseph 

Lipscomb,  William 

Boi'slog,  John  (1)  (2) 

Lubchenco,  Alexis  (1) 

Duman,  Louis 

Maresh,  Gerald  (1)  (2) 

Whitehead,  Richard 

McAfee,  John  (1)  (2) 

tVaddell,  Myron 

McCurdy,  Robert  E.  (1)  (2) 

Nelson.  John 

McLauthlin,  Carl  H,  (1)(2) 

Rothenherg,  H.  J. 

Meikeljohn,  Gordon  (1) 

Reckler,  Sidney 

Mitchell,  Roger  (1)  (2) 

Fisher.  H.  Calvin 

Philpott,  James,  Jr.  (1) 

Ogura,  George  (2) 

Stanfield,  Clyde 

Grogan,  John  (1)  (2) 

Stonington,  Oliver  (1)(2) 

Badger.  E.  Bruce 

Strain,  James  (1)  (2) 

McMillan.  Hugh 

Taylor,  E.  Stewart  (1) 

Amer,  Jules 

Toll,  Henry  (1)  (2) 

Lewis,  Henry 

Tyner,  George  ( 1 ) ( 2 ) 

Glassburn,  Alba 

Eastern 

Myers,  Leonard  (1)(2) 

Ross,  C.  L. 

El  Paso 

Christensen,  M.  H.  (1){2) 

Heitman,  Richard 

Dillon,  Robert  (1)  (2) 

King.  Otis 

Gloss,  Kenneth  (1)(2) 

Winteniitz,  David 

Hays,  John 

Meatheringham.  R.  0.  (1)(2) 

Lindeman,  George  (1) 

Blakely,  Maurice  (2) 

McWilliams,  John  (1)  (2) 

Pennington.  Charles 

Paap,  Jack  (2) 

Arnold,  Chadwick 

Stone,  William  (2) 

Steele,  Lee 
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Component 


Society 

Delegates 

Alternates 

Fremont 

Vincent,  Jack  (1)(2) 

Wyatt,  Kon 

Garfield 

Mueller,  Edward  (1) 

Hendrick.  Harry 

Huerfano 

Merritt,  William  ( 1 ) ( 2 ) 

Lamnie,  James 

Lake 

Stanley,  George  (1) 

Elzi,  Richard 

La  Plata 

Browning.  Joseph 

Murray,  F.  M. 

McKinley,  Joseph  ( 1 ) ( 

Larimer 

Humphrey,  Robert 

Patterson.  Stuart  (1)(2) 
Sundquist.  Glenn  (1)(2) 

Thode.  Henry 

Lee,  Robert 

Robertson,  Ian 

Las  Animas 

Beuchat,  Lee  (1)  (2) 

Vialpando,  A.  B. 

Mesa 

Crumbaker,  Victor  (1)(2) 
Huskey,  Harlan  (1)  (2) 
Ziegel,  Henry  H.  (1)  (2) 

Rigg,  James,  Jr. 

Troy,  Richard 

Linnemeyer,  R.  F. 

Montelores 

Merritt,  E.  G.  (1)  (2) 

Gardner,  Vincent 

Montrose 

Peters,  John  J. 

Spangler,  Edward 

Morgan 

Richards,  Robert  (1)(2) 

Mellinger,  William 

Northeast 

Beebe,  Kenneth  (1)(2) 
Ludwick,  Robert  (1)(2) 

Linton,  Hersell 
Manganaro,  C.  J. 

Northwestern 

Kramer,  Daniel  (1)(2) 

Crawford,  M.  L. 

Otero 

Sisson,  William  (1)  (2) 

Sampson,  Lloyd 

Prowers 

Likes,  Edwin  (1)(2) 

Blease,  E.  B. 

Pueblo 

Bramer,  Clifford  (1)(2) 
Farabaugh,  Leonard  (1)(2) 
Farley,  John  ( 1)  (2) 

Miller,  William  (1)  (2) 
Slander,  Frank  ( 1 ) ( 2 ) 
Swartz,  Carl  (i)  (2) 

King.  William 

Beckwith.  Richard 
Hensen,  J.  P. 

Ingram,  William 

Betitti,  Leonard 

Weaver,  John 

San  Luis 

Bunch,  Littleton 

Andenon,  V.  V. 

Davis,  George 

Cassidy,  Charles  (1)(2) 

Washington-Yuma  Davie,  V.  V.  (1) 

Waski,  A.  T. 

Weld 

Allely,  Donald  (l)(2j 
Bechtel,  Martin  (1;  (2) 
Kinzer,  Edward  (1)(2) 
Wheeler,  James  ii)(2i 

Wolach.  Bernard 

Shore.  Roy 

Kadlub,  E.  D. 

Bauer,  William 

♦Indicates 

appointed  substitute  Alternate 

in  absence  of  both 

Delegate  and  elected  Alternate. 


University  of  Colorado 
Medical  Center  News 

Dr.  Charles  E.  Meredith,  new  superintendent 
of  the  State  Hospital  at  Pueblo,  has  been  appointed 
associate  clinical  professor  of  psychiatry  in  the 
CU  School  of  Medicine. 

Dr.  Teh  H.  Lee,  research  biochemist,  has  been 
appointed  associate  professor  of  pharmacology 
(volunteer)  on  the  CU  Medical  Center  faculty. 
Dr.  Lee  will  be  associated  with  Dr.  Harold  Elrick, 
assistant  professor  of  pharmacology  and  chief  of 
radioisotope  research  at  the  Denver  Veterans  Ad- 
ministrative Hospital. 

Dr.  Lula  O.  Lubchenco,  pediatrician-in-charge 
of  Newborn  Services,  Premature  Infant  Center, 
at  the  University  of  Colorado  Medical  Center,  has 
been  appointed  to  the  Maternity  and  Newborn 
Advisory  Committee  of  the  U.  S.  Children’s  Bu- 
reau. Dr.  Lubchenco  also  was  named  a special 
consultant  to  the  bureau’s  new  national  advisory 
committee  on  mental  retardation  in  view  of  her 
extensive  work  in  this  field  and  the  basic  research 
on  retardation  which  is  now  under  way  at  the 
CU  Center. 


In  long-term 
treatment 
of  your  patjents. 
with  coronary 
insufficiency. 


MORE  HELP  FOR  f; 

THE  STRICKEN  HEART^ 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions; Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML*1055 


MILTRATE’ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


X^/,gWALLACE  LABORATORIES  / Cranbury,  N.  J. 
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U.  S.  M.  A.  Briefs 

Payson  physician,  Dr.  Thomas  M.  Hall,  has 
been  elected  president-elect  of  the  Utah  Chapter 
of  the  American  Academy  of  General  Practice. 
Dr.  Harold  E.  Young,  Jr.,  of  Midvale  has  suc- 
ceeded Dr.  Ralph  C.  Peterson,  Clearfield,  as  presi- 
dent. Other  officers  chosen  at  the  recent  AAGP 
meeting  were  Dr.  Joe  Amano,  Clearfield,  secre- 
tary-treasurer; Dr.  L.  D.  Nelson,  Ogden,  national 
delegate;  Dr.  Robert  F.  Bitner,  Layton,  alternate 
delegate;  and  Dr.  William  R.  Worley,  Jr.,  Rich- 
field, director. 

* * « 

A recent  article  on  the  medical  profession  and 
smoking  stated  that  a higher  percentage  of  Utah 
doctors  are  nonsmokers  than  any  other  state — 
63.7  per  cent  of  the  doctors  in  Utah  stated  they 
did  not  smoke.  The  national  average  is  52  per  cent. 
Idaho  and  Wyoming  doctors  were  second  and  third 
in  line  respectively. 

* * * 

Dr.  Kenneth  B.  Castleton,  dean  of  the  Univer- 
sity of  Utah  College  of  Medicine,  has  been  ap- 
pointed to  a special  seven-man  national  Commis- 
sion on  Medical  Practice,  of  the  American  Medical 
Association.  Dr.  Castleton  was  voted  to  become  a 
member  of  this  distinguished  group  by  the  Board 
of  Trustees  of  the  AMA. 

It  is  expected  that  the  deliberations  and  rec- 
ommendations of  this  Commission  will  have  a 
significant  effect  on  the  future  of  medical  practice 
in  the  United  States. 

The  Commission’s  responsibility  will  be  to 
study  and  recommend  methods  for  the  better  dis- 
tribution of  knowledge  and  skills  by  the  medical 
profession  to  provide  more  adequate  availability 
of  personal  physicians. 

* * * 

The  official  program  of  the  Annual  Scientific 
Meetings  of  the  Ogden  Surgical  Society  May 
20-22,  1964,  was  released  this  week  by  Ralph 
W.  Pugmire,  M.D.,  President.  The  program  in- 
cludes one  of  the  most  comprehensive  yet  assem- 
bled for  this  important  meeting  and  offers  much 
in  the  way  of  postgraduate  education  to  the  physi- 
cian. 

In  addition  to  the  scientific  aspects,  an  interest- 
ing social  program  has  been  arranged  for  physi- 
cians and  their  wives. 

The  complete  scientific  program  for  this  meet- 
ing appears  in  the  May  “What  goes  on”  bulletin. 


School  of  Alcohol  Studies  to  be  held 

The  thirteenth  Annual  Session  of  the  Utah 
School  of  Alcohol  Studies  of  the  University  of 
Utah  will  be  held  June  14-20,  1964. 

The  six-day  school  will  be  devoted  to  general 
sessions  and  to  specialty  workshops  attracting  par- 
ticipants from  the  medical  profession  as  well  as 
other  groups  interested  in  this  problem. 

Registration  and  tuition  is  $35.00.  Category  I 
credit  is  offered  by  the  AAGP. 

Further  information  and  brochures  can  be 
acquired  by  writing  to:  Utah  School  of  Alcohol 
Studies,  P.O.  Box  473,  Salt  Lake  City,  Utah. 


Obituary 

F.  H.  RALEY,  M.D. 

Franklin  Hyatt  Raley,  M.D.,  died  of  a heart 
ailment  Saturday,  February  29,  1964,  at  the  age 
of  88. 

Dr.  Raley  had  been  retired  since  1955  from 
active  practice.  He  received  his  schooling  at  Doame 
College,  Crete,  Nebraska,  where  he  received  his 
B.A.  degree  in  1896,  and  at  Kansas  City  Medical 
College  where  he  was  awarded  the  M.D.  degree 
in  1901.  From  that  time  until  he  retired  he  was 
in  private  practice  in  Salt  Lake  City,  Utah.  He 
had  also  been  physician  and  surgeon  for  Denver 
and  Rio  Grande  Western  Railroad  and  for  Western 
Pacific  Railroad. 

Dr.  Raley  was  a member  of  the  Utah  State 
Medical  Association  and  has  served  as  President 
and  Treasurer  of  the  Salt  Lake  County  Medical 
Society.  He  was  past  President  of  the  Salt  Lake 
Optimist  Club,  a member  of  the  First  Congrega- 
tional Church,  and  one  of  the  first  members  of 
the  Timpanogos  Rod  and  Gun  Club. 

Born  October  14,  1875,  in  Stockton,  California, 
Dr.  Raley  married  Beatrice  Davis,  June  12,  1907. 
She  survives  him.  Other  survivors  are  a son,  two 
daughters  and  seven  grandchildren. 


James  W.  Sampson,  M.D.,  resigns  from 
State  Board  of  Health 

Dr.  James  W.  Sampson,  Director,  Wyoming 
Department  of  Public  Health  for  the  past  five 
years,  has  recently  been  appointed  DIRECTOR  OF 
MEDICAL  SERVICES,  Trust  Territory  of  the  Pa- 
cific Islands,  with  headquarters  at  Saipan.  Dr. 
Sampson’s  outstanding  leadership  in  Public  Health 
work  here  assures  his  success  in  this  new  position 
of  providing  health  services  for  the  over  2,000 
islands  covering  an  area  comparable  to  the  entire 
United  States. 
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FOR  YOUR 
ELDERLY 
ARTHRITIO 
PATIENTS... 


Effectiveness,  cJependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance.,  .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives, 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated;  An 
hypersensitivity  to  any  component 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A,  H,  ROBINS  CO.,  INC,,  RICHMOND  20  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 


The  American  Medical  Association  has  recom- 
mended to  Congress  that  modernization  of  existing 
hospital  facilities,  especially  in  urban  centers,  be 
emphasized  in  the  Hill-Burton  hospital  construc- 
tion program. 

An  AMA  spokesman  told  the  House  Commerce 
Committee  that  a 1956  study  indicated  that  about 
one-half  of  the  nation’s  hospitals  needed  about  $1 
billion  worth  of  modernization. 

The  committee  was  considering  a five-year  ex- 
tension of  the  Hill-Burton  program.  The  AMA  sup- 
ported the  legislation  but  recommended  changes 
in  some  of  its  provisions. 

The  AMA  concurred  with  the  provision  that 
would  combine  the  various  types  of  chronic  dis- 
ease hospitals  and  nursing  homes  into  one  category 
called  “long-term  care  facilities.” 

The  AMA  also  supported  the  principle  of  fed- 
eral guarantee  of  mortgages  financing  the  cost  of 
construction  or  modernization  of  a private  non- 
profit hospital  or  other  specified  medical  facility, 
or  proprietary  nursing  home. 

“The  use  of  the  guaranteed  mortgage  mechan- 
ism offers  an  incentive  to  local  nonprofit  organiza- 
tions to  construct  and  improve  needed  medical 
facilities,”  the  AMA  said. 


The  AMA  also  testified  that  “diagnostic  and 
treatment  centers”  should  be  deleted  as  facilities 
eligible  to  participate  in  the  Hill-Burton  program. 

“There  is  little  evidence  of  demand  for  these 
facilities  since  their  inclusion  in  1954,”  the  AMA 
said.  “Moreover,  the  definition  of  the  term  ‘diag- 
nostic or  treatment  center’  is  vague  and  confusing.” 

The  AMA  urged  that  the  traditional  local  de- 
termination of  need  and  local  administration  of  the 
Hill-Burton  program  be  continued. 

“The  success  enjoyed  by  the  program  testifies 
to  the  effectiveness  of  this  approach,”  the  AMA 
said.  “The  Association  further  urges  that  area- 
wide planning  for  hospitals  and  related  health 
facilities  remain  on  a voluntary  basis.  ...  It  is 
our  belief  that  the  success  of  each  project  would 
be  enhanced  if  the  efforts  of  the  local  agency  and 
the  local  medical  society  could  be  joined  when 
planning  the  location  or  improvement  of  facilities.” 
* * * ♦ 

The  National  Cancer  Institute  has  sent  Congress 
an  encouraging  report  on  its  battle  against  leu- 
kemia. It  asked  for  funds  for  “an  all-out  effort 
toward  the  goal  of  a cure.” 

In  testimony  made  public  by  a House  Appro- 
priations Subcommittee,  Institute  Director  Ken- 
neth M.  Endicott  said  there  had  been  a great  in- 
crease in  the  number  of  children  in  which  it  was 
possible  to  arrest  the  disease,  at  least  temporarily. 

He  told  the  subcommittee  that  improved  treat- 
ments had  increased  the  remission  rate  for  chil- 
dren with  acute  leukemia  to  about  90  per  cent 
and  had  “dramatically  increased  the  periods  of 
their  remissions  and  consequently  their  life  ex- 
pectancy.” 


The  AMA  opposed  a provision  that  would 
transfer  to  the  Department  of  Health,  Education 
and  Welfare  the  Federal  Housing  Administration 
program  of  insured  loans  for  construction  of  pro- 
prietary nursing  homes. 


Dr.  Endicott  said  the  Institute,  an  arm  of  the 
government’s  National  Institutes  of  Health,  had 
more  than  60  children  in  its  study  groups  who  had 
survived  more  than  five  years  after  being  treated 
with  drugs. 
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for  a better  blood 
pressure  response,  add 
rauwolba  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix* 

(syrosingopine  and  hydrochlorothiazide  CIBA) 
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Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease.’’^ 

Less  risk  of 
rauwolfla  side  effects 
“The  combination  of  syro- 
singopine  [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide  but  has  the  added 
advantage  of  causing  fewer 
side-effects,”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.6  mg./hydrochloro- 
thiazide  25  mg.) . 

Side  Effects  & 
Precautionary  Measures 
Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide ; Tablets  #1  (white), 
each  containingO.6  mg.  syro- 
singopine and  26  mg.  hydro- 
chlorothiazide. 
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M.D.  New  York,  1963,  Blakiston.  467  p.  Price:  $10.95. 

Handbook  of  Physiology;  Section  1:  Neurophysiology:  Edited 
by  John  Field  and  others.  Washington,  D.  C.,  1959-1960,  Ameri- 
can Physiological  Society.  3 vols.  Price:  $60.00. 
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The  Medical  Assistant;  A Guidebook  for  the  Nurse,  Secretary 
and  Technician  in  the  Doctor’s  Office:  By  Miriam  Bredow. 
2d  ed.  New  York,  1964,  Blakiston.  477  p.  Price:  $7.95. 

Medical  Hydrology:  By  Sidney  Licht,  M.D.,  New  Haven,  Conn., 
1963,  Elizabeth  Licht.  714  p.  Gift. 

Medicinal  Chemistry,  Vol.  1:  Diuretics  Chemistry  and  Pharma- 
cology: By  George  deStevens.  New  York,  1963,  Academic  Pr. 
Vol.  1.  Price:  $7.00. 

Ocular  Pharmacology  and  Therapeutics  and  the  Problems  of 
Medical  Management:  Edited  by  Samuel  J.  Kimura  and  Ernst 
K.  Goodner.  Philadelphia,  cl963,  Davis.  267  p.  Price:  $8.00. 
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Approach:  By  Norman  A.  Cameron.  Boston,  1963,  Houghton 
Mifflin.  793  p.  Price:  $8.75. 

Positive  Aspects  of  Child  Psychiatry:  By  Frederick  H.  Allen, 
M.D.  New  York,  1963,  Norton.  300  p.  Price:  $6.00. 
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IN  CEREBROVASCULAR 
INSUFFICIENCY 

where  vascular  insufficiency 
may  cause  such  symptoms 
as  mental  confusion,  diplopia, 
fatigue,  apathy,  and  behavior 
problems. 
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where  ischemia  causes  muj 
distress  — pain,  spasm,  act 
intermittent  claudication;  c 
coldness,  numbness  or 
ulceration  of  extremities. 


Strategies  of  Psychotherapy:  By  Jay  Haley.  New  York,  1963, 
Grune  & Stratton.  204  p.  Price:  $7.75. 

System  of  Ophthalmology:  The  Foundations  of  Ophthalmology, 
Heredity,  Pathology,  Diagnosis  and  Therapeutics:  Edited  by 
Sir  Stewart  Duke-Elder.  St.  Louis,  1962,  Mosby.  Vol.  VII. 
Price:  $28.08. 

Taboo  Topics:  Edited  by  Norman  L.  Farberow.  New  York, 
1963,  Atherton.  140  p.  Price:  $4.50. 

Techniques  in  Medical  Communication:  By  Warner  F.  Bowers, 
M.D.  Springfield,  Bl.,  1963,  Thomas.  88  p.  Price:  $4.50. 


Book  reviews 


Included  in  this  monograph  are  many  excellent 
reproductions  of  radiographs  that  well  illustrate 
all  of  the  points  that  are  discussed  in  the  text. 

This  monograph  is  a good  compilation  of  knowl- 
edge concerning  calcifications  in  the  region  of  the 
heart.  The  monograph  would  be  a worthwhile 
addition  to  the  radiologist’s  library,  but  is  a must 
for  the  cardiologist. 

James  R.  Hill,  M.D. 


I Calcifications  of  the  Heart:  By  Jerome  H.  Shapiro,  M.D.,  and 
others.  Springfield,  111.,  1963,  Thomas.  198  p.  Price:  $12.50. 

In  their  rather  concise  monograph.  Dr.  Shapiro 
and  co-authors  discuss  a small  but  important 
aspect  of  radiology — calcifications  of  the  heart. 
The  importance  of  proper  radiographic  technic  is 
I emphasized.  Special  procedures,  that  is,  fluoros- 
copy, routine  roentgenography,  roentgenkymog- 
raphy,  laminography,  image  intensification  and 
( cine-radiography,  and  the  value  of  each  are  re- 
[ viewed. 

The  most  frequently  encountered  calcific  de- 
posits in  the  region  of  the  heart  are  rather  thor- 
oughly dealt  with.  Included  in  the  discussions  of 
j the  individual  calcific  lesions  is  a resume  of  the 
^ historical  understanding  of  the  lesion.  The  anat- 
omy, pathogenesis  and  clinical  features  of  each 
lesion  are  briefly  noted,  along  with  an  evaluation 
of  type  of  radiographic  technic  that  would  best 
, evaluate  the  lesions.  The  differential  diagnosis  of 
' each  lesion  is  discussed. 


Medicinal  Chemistry,  Vol.  1:  Diuretics  Chemistry  and  Pharma- 
cology: By  George  deStevens.  New  York,  1963,  Academic  Pr. 
Vol.  1.  Price:  $7.00. 

I have  had  the  pleasure  of  reading  “Diuretics” 
by  George  deStevens,  and  I take  this  opportunity 
to  comment  on  it  with  enthusiasm. 

The  first  chapter  was  devoted  to  a review  of 
the  various  Nephron  Units  and  a review  of  their 
functions.  This  was  a course  very  appropriate  to 
any  text  dealing  with  diuretics. 

The  rest  of  the  text  was  a very  concise  analysis 
of  the  various  types  of  diuretics,  their  chemistry 
and  their  mode  and  site  of  action.  Finally  a list 
of  the  generic  and  pharmaceutic  names  was  given 
to  conclude  this  fine  treatise  on  diuretics. 

I thoroughly  enjoyed  reading  it  and  highly 
recommend  to  any  clinician  interested  in  broaden- 
ing his  knowledge  of  diuretics. 

F.  C.  Hewlette,  M.D. 
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Sere  decreased  blood  flow  results 
learing  loss  (sudden  onset), 
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arteries  and  arterioles  in 
skeletal  muscle,  in  the  brain, 
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pulse  rate  or  blood  pressure 

• especially  useful  in  enhancing 
blood  flow  in  ischemic  tissues 
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tolerated,  with  rapid  and 
sustained  response  • economical 
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Principles  of  Neurological  Surgery;  By  Loyal  Davis,  M.D.,  and 
Richard  A.  Davis,  M.D.  5th  ed.  Philadelphia.  1363,  W.  B. 
Saunders.  608  p.  Price:  $15.00. 

For  many  years  and  through  four  editions,  the 
Principles  of  Neurological  Surgery  under  the  sole 
authorship  of  Dr.  Loyal  Davis  has  been  one  of 
the  most  widely  used  and  highly  regarded  text- 
books in  its  field.  The  current  work,  in  which  the 
senior  author  collaborates  with  his  son,  represents 
the  fifth  edition. 

The  present  volume  deals  primarily  with  the 
principles  of  neurosurgical  diagnosis  and  treat- 
ment and  dwells  only  briefly  on  the  matter  of 
technics  of  doing  operations  upon  the  nervous  sys- 
tem. This  is  as  it  should  be  in  a text  prepared 
principally  for  students  and  practitioners  other 
than  neurological  surgeons.  In  this  edition,  chap- 
ters dealing  with  functional  anatomy  of  the  nerv- 
ous system,  neurological  diagnostic  procedures, 
tumors  of  the  peripheral  and  sympathetic  nervous 
systems,  and  the  radiation  therapy  of  neural  tu- 
mors have  been  added.  Some  attention  to  these 
subjects  has  been  paid  in  earlier  editions,  but  more 
exhaustive  coverage  of  these  aspects  of  the  spe- 
cialty is  a welcome  addition. 

The  only  substantial  defect  in  the  book  is  the 
appearance  of  certain  errors  which  could  be  mis- 
leading to  the  inexperienced  reader.  On  page  69 
the  legends  describing  pathological  changes  in  two 
radiograms  have  been  reversed.  Pantopaque  is 
stated  to  be  a water  soluble  contrast  medium  on 
page  83.  Actually  it  is  relatively  insoluble  in  water 
or  in  cerebrospinal  fluid.  The  mortality  percentage 
in  operations  for  trigeminal  neuralgia,  as  presented 
on  page  216,  was  incorrectly  computed. 

Elsewhere  there  are  statements  with  which 
many  neurosurgeons  would  disagree.  The  presence 
of  a linear  skull  fracture  in  the  squamous  portion 
of  the  temporal  bone  may  be  indirect  evidence 
of  injury  to  the  middle  menigeal  artery,  but  the 
authors  indicate  that  linear  fractures  are  of  little 
consequence.  The  immediate  suture  of  a severed 
peripheral  nerve,  as  advocated  on  page  491,  is  not 
universally  recommended.  The  use  of  posterior 
rhizotomy  in  the  treatment  of  intractable  pain  in- 
volving an  extremity  is  said  to  be  occasionally 
necessary.  This  procedure,  which  produces  a sen- 
sory denervation,  results  in  impairment  of  function 
of  the  extremity  which  is  virtually  as  severe  as  with 
interruption  of  the  motor  supply.  A properly  per- 
formed cordotomy  can  bring  relief  of  pain,  even 
in  the  upper  extremity,  and  will  not  produce  a 
useless  extremity.  In  the  section  dealing  with  the 
herniated  nucleus  pulposus,  the  description  of  re- 
flex changes  occurring  with  certain  root  lesions  are 


somewhat  at  variance  with  the  facts.  The  use  of 
discography  and  the  anterior  approach  to  cervical 
intervertebral  disc  lesions  is  not  mentioned  al- 
though each  is  a commonly  used  technic.  In  the 
section  of  the  book  devoted  to  metastatic  intra- 
cranial tumors  the  authors  make  a rather  curious 
statement.  They  say,  “Angiography,  pneumoen- 
cephalography, and  the  radioisotope  tracer  dye 
taste  are  more  valuable  diagnostic  aids  in  meta- 
static tumors  than  in  primary  intracranial  tu- 
mors.” True,  these  studies  ordinarily  confirm  the 
diagnosis  in  metastatic  lesion,  but  they  are  usually 
quite  helpful  in  the  diagnosis  of  primary  tumors 
as  well. 

One  cannot  approve  too  enthusiastically  the 
authors’  condemnation  of  the  practice  of  diag- 
nosing the  presence  of  certain  malignant  tumors 
without  adequate  histological  verification.  In  a 
similar  vein,  one  must  heartily  agree  with  their 
view  that  prefrontal  lobotomy,  as  such  or  in  any 
of  its  guises,  is  a frightful  operation  for  the  relief 
of  intractable  pain. 

As  one  reads  this  book,  he  gains  the  impression 
that  the  proof  wasn’t  read  carefully  enough.  Ex- 
cept for  this  deficiency  it  is  essentially  a first-rate 
text  in  its  field  and  would  be  a worthwhile  posses- 
sion for  any  medical  student. 

Thomas  K.  Craigmile,  M.D. 


Will  Somebody  Call  the  Coroner?:  By  Willis  P.  Butler,  M.D. 
New  York,  1963,  Vantage  Press.  98  p.  Price:  $2.95. 

The  author,  a pathologist,  recounts  in  this  little 
volume  a collection  of  his  more  interesting  and 
sometimes  frightening  experiences  during  the  49 
years  he  was  the  coroner  of  Caddo  Parish  in 
Louisiana. 

Each  chapter  is  an  account  of  a murder,  none 
of  which  was  particularly  sophisticated  in  its  exe- 
cution, or  some  other  form  of  violent  death  the 
writer  dealt  with  in  his  long  career.  Unfortunately, 
each  episode  is  told  in  such  an  amateurish  fashion 
and  with  so  little  variation  in  style  that  it  sounds 
like  every  other  chapter.  An  element  of  self- 
aggrandizement  occasionally  appears  in  the  au- 
thor’s efforts  and  this  does  not  enhance  the  quality 
of  the  work. 

In  deference  to  the  writer,  one  should  realize 
that  Caddo  Parish,  Louisiana,  may  not  be  the  most 
exciting  place  in  the  world.  A murder  there  is 
probably  pretty  much  like  any  other  murder  there 
— and  the  author  hasn’t  been  able  to  overcome 
this  limitation. 

'Thomas  K.  Craigmile,  M.D. 


Authors:  Follow  the  Publication  Rules  and  Suggestions  to  Authors  in  the  front  pages 
of  the  Rocky  Mountain  Medical  Directory  while  preparing  your  papers. 


64 


Rocky  Mountain  Medical  Journal 


PRO-BANTHINE* 

BP*Moor  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthlne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthlne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable— Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum- type  ampuls  of  30  mg. 

e.  D.S EARLE  &.  CO. 

CHICAGO,  ILLINOIS  SOSSO 

Research  in  the  Service  of  Medicine 


jor  May,  1964 
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NEW  MODERN  MEDICAL  OFFICES 


In  Belmont  Subdivision  of  Pueblo 

Adjacent  to  157-unit  apartment  for  retired  people  • Across  street 
from  shopping  center  • Just  off  main  thoroughfare  • Ample 

off-street  parking 


Two  Suites 


Room  for  Two  or  Three  Physicians  Each 

LARGE  WAITING  ROOMS  X-RAY  AND  DARK  ROOM 

BUSINESS  OFFICES  LABORATORY 

PRIVATE  OFFICES  REST  ROOMS 

EXAMINATION  AND  TREATMENT  ROOMS  CENTRAL  HEATING  AND  AIR  CONDITIONING 

WITHIN  10  MINUTES  FROM  HOSPITALS 

For  Details  Write:  TOWER  MEDICAL  OFFICES 

1311  Jerry  Murphy  Road 
Pueblo,  Colorado 


/Condition 

^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' .. .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIIV 

DEMETHYLCHLOBTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloratiorr  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Norma!  Young  Men.  J.  Clir}.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  New  York 

7517-3 


for  May,  1964 
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Colorado  Medical  Society 

OFFICERS~1963-1964 — Tenns  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 

President:  Vernon  L.  Bolton,  Colorado  Springs. 

President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1965 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John  C. 
Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver,  1965; 
J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin.  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris.  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1963-64— -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1963-1964 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1964  Annual  Session. 

Board  of  Trustees 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 


Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F,  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31.  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las 
Cruces  (unexpired  term  April  15,  1964,  to  December  31,  1964) 
and  January  1,  1965,  to  December  31,  1966. 

Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

Board  of  Trustees 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth  East 
St.,  Salt  Lake  City;  Tel.  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS— 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Arthur  R. 
Abbey,  Cheyenne. 

Legal  Counsel;  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.O.  Box  2266,  Chey- 
enne; Tel.  632-5525. 

COUNCIL:  Composition  of  the  Council  shall  be  the  Councilors 
elected  by  the  Component  Societies,  the  President,  President- 
elect, Vice  President,  Secretary,  Treasurer,  the  Immdiate  Past 
President,  the  Delegate  and  the  Alternate  Delegate  to  the 
American  Medical  Association.  The  President  of  the  Society 
shall  be  the  President  of  the  Council. 

GRIEVANCE  COMMITTEE:  Benjamin  Gitlitz,  Thermopolis, 
Chairman,  1964;  Bernard  J.  Sullivan,  Laramie,  1965;  S.  J. 
Giovale,  Cheyenne,  1966. 
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Council  on  Medical  Services 

William  N.  Karn,  Jr.,  Evanston,  Chairman,  1964;  Roy  W. 
Holmes,  Casper,  1964;  Gerald  L.  Smith,  Cheyenne,  1964;  Otis 

L.  Vaden,  Thermopolis,  1965;  Laurence  W.  Greene,  Jr.,  Lara- 
mie,  1965. 

Committees  of  the  Council — 

COMMITTEE  ON  ARTHRITIS  AND  RHEUMATISM:  Duane 

M.  Kline,  Cheyenne,  Chairman;  Otis  L.  Vaden,  Thermopolis; 
Ben  M.  Leeper,  Cheyenne;  Brendan  P.  Phibbs,  Casper; 
Lawrence  J.  Cohen,  Cheyenne. 

COMMITTEE  ON  BLOOD  BANKS:  Perry  C.  Gillette,  Cody, 
Chairman;  Kenneth  N.  Roberts,  Casper;  Mr.  Roger  M.  Smith, 
Cheyenne. 

CANCER  COMMITTEE:  R.  H.  Bowden,  Casper,  Chairman;  E. 
George  Johnson,  Douglas;  Members  of  the  Council. 

CHILD  HEALTH  COMMITTEE:  Robert  M.  Fowler,  Casper, 
Co-chairman;  Clarke  M.  Young,  Casper,  Co-chairman;  Oscar 
Rojo,  Sheridan;  L.  D.  Kattenhorn,  Powell;  Goode  R.  Cheatham, 
Jr.,  Casper;  Joseph  R.  Volk,  Jr.,  Torrington;  Frank  J. 
Bertoncelj,  Rock  Springs  (See  Maternal  Health). 

GERIATRICS  COMMITTEE:  Charles  R.  Lowe,  Casper,  Chair- 
man; Members  of  the  Council. 

GOTTSCHE  FOUNDATION  COMMITTEE:  Benjamin  Gitlitz, 
Thermopolis,  Chairman;  Members  of  the  Council. 

MATERNAL  HEALTH  COMMITTEE:  Clarke  M.  Young,  Casper, 
Co-chairman;  Robert  M.  Fowler,  Casper,  Co-chairman;  Oscar 
J.  Rojo,  Sheridan;  L.  D.  Kattenhorn,  Powell;  Goode  R. 
Cheatham,  Casper;  Joseph  R.  Volk,  Jr.,  Torrington;  Frank 
J.  Bertoncelj,  Rock  Springs  (See  Child  Health). 

MEDICAL  ADVISORY  TO  WYOMING  MOTOR  VEHICLE 
DEPARTMENT:  R.  I.  Williams,  Cheyenne,  Chairman;  Dan 
B.  Greer,  Cheyenne;  Leon  H.  Schreiner,  Cheyenne;  William 

N.  Karn,  Jr.,  Evanston;  Royce  D.  Tebbett,  Casper;  H.  B. 
Anderson,  Casper;  Robert  J.  Patrick,  Casper;  William  C.  Robb, 
Gillette;  Anthony  S.  Rogers,  Greybull;  Seymour  Thickman, 
Sheridan;  Mr.  Byron  Hirst,  Cheyenne. 

MEDICAL  ASPECT  OF  SPORTS:  Paul  J.  Preston,  Cheyenne, 
Chairman;  L.  E.  McGonigle,  Cheyenne;  John  B.  Gramlich, 
Cheyenne;  Anthony  S.  Rogers,  Greybull. 

MENTAL  HEALTH:  William  N.  Karn,  Jr.,  Evanston,  Chair- 
man; Donald  W.  Herrold,  Cheyenne;  Olive  A.  Irvine,  Casper; 
Mr.  Lloyd  Breakey,  Cody. 

NATIONAL  FOUNDATION  COMMITTEE:  Otis  L.  Vaden, 
Thermopolis,  Chairman;  Duane  M.  Kline,  Cheyenne;  Brendan 
P.  Phibbs,  Casper;  Ben  M.  Leeper,  Cheyenne;  John  R.  Bunch, 
Laramie. 

RADIATION  COMMITTEE:  Benjamin  Gitlitz,  Thermopolis, 

I Chairman;  Members  of  the  Civil  Defense  Committee. 

RELIGION  IN  MEDICINE  COMMITTEE:  Henry  M.  Stephenson, 
i Newcastle,  Chairman;  L.  J.  Cohen,  Cheyenne;  S.  J.  Giovale, 
Cheyenne;  L.  D.  Kattenhorn,  Powell;  E.  C.  Horsley,  Worland; 
P.  M.  Schunk,  Sheridan. 

RHEUMATIC  FEVER  COMMITTEE;  Brendan  P.  Phibbs,  Cas- 
i per.  Chairman;  Otis  L.  Vaden,  Thermopolis;  Duane  M.  Kline, 
Cheyenne;  Ben  M.  Leeper,  Cheyenne. 

I RURAL  HEALTH  COMMITTEE:  William  E.  Rosene,  Wheat- 
j land.  Chairman;  Members  of  the  Council. 

SOCIETY  FOR  CRIPPLED  CHILDREN  AND  ADULTS  COM- 
MITTEE: Otis  L.  Vaden,  Thermopolis,  Chairman;  Duane  M. 

I Kline,  Cheyenne;  Nels  A.  Vicklund,  Thermopolis;  Ben  M. 

[ Leeper,  Cheyenne;  Brendan  P.  Phibbs,  Casper, 

j TUBERCULOSIS  COMMITTEE:  Max  Smith,  Rawlins,  Chair- 

! man;  Members  of  the  Council. 

COMMITTEE  ON  UNIFICATION  OF  VOLUNTEER  HEALTH 
; GROUPS:  Loren  B.  Morgan,  Torrington,  Chairman;  Dan  B. 

I Greer,  Cheyenne;  Robert  H.  Bowden,  Casper;  Jesse  E.  Simons, 

I Cheyenne;  Seymour  Thickman,  Sheridan;  Mr.  Jake  Pool, 

! Thermopolis;  Miss  Annabell  Cozzens,  Cheyenne;  Mr.  Homer 

ij  G.  Murphy,  Cheyenne;  Mr.  Philip  Hughes,  Cheyenne. 

j Council  on  Executive,  Governmental  Affairs 

I and  Economics 

• James  W.  Barber,  Cheyenne,  Chairman,  1964;  H.  B.  Anderson, 
I Casper,  1964;  G.  Myron  Harrison,  Rock  Springs,  1964;  Bernard 
J.  Sullivan,  Laramie,  1965;  Elmer  S.  McKay,  Lander,  1965. 

j Committees  of  the  Council — 

ADVISORY  TO  SELECTIVE  SERVICE:  S.  S.  Zuckerman, 
! Cheyenne,  Chairman,  1964;  Bernard  D.  Stack,  Riverton,  1965; 
'■  George  M.  Knapp,  Casper,  1966. 

f ADVISORY  TO  WOMAN’S  AUXILIARY:  S.  J.  Giovale,  Chey- 
I enne.  Chairman;  Howard  P.  Greaves,  Rock  Springs. 


ADVISORY  TO  WORKMEN’S  COMPENSATION:  Judicial  Dis- 
trict No.  1 (Laramie,  Platte  and  Goshen  Counties),  Paul  J. 
Preston,  Cheyenne,  Chairman;  Leo  W.  Keenan,  Torrington. 
Judicial  District  No.  2 (Albany,  Carbon  and  Sweetwater  Coun- 
ties), G.  Myron  Harrison,  Rock  Springs.  Judicial  District  No.  3 
(Uinta,  Teton,  Sublette  and  Lincoln  Counties),  Joseph  S. 
Hellewell,  Evanston;  J.  Thomas  Johnston,  Pinedale.  Judicial 
District  No.  4 (Sheridan,  Campbell  and  Johnson  Counties), 
Thomas  A.  Nicholas,  Buffalo.  Judicial  District  No.  5 (Big 
Horn,  Washakie,  Hot  Springs  and  Park  Counties),  Joseph  A. 
Gautsch,  Cody;  A.  A.  Engelman,  Worland.  Judicial  District 
No.  6 (Crook,  Weston,  and  Niobrara  Counties),  Willis  M.  Franz, 
Newcastle.  Judicial  District  No.  7 (Converse,  Natrona,  and 
Fremont  Counties),  George  M.  Knapp,  Casper. 

BLUE  SHIELD  FEE  SCHEDULE  COMMITTEE:  One  general 
practitioner  elected  by  each  component  county  medical  society 
and  one  specialist  elected  by  each  specialty  group  represented 
in  the  State.  (President  and  Secretary  elected  by  the  com- 
mittee.) 

BLUE  CROSS  TRUSTEES:  Eugene  C.  Pelton,  Laramie,  1964; 
Fred  H.  Haigler,  Casper,  1965. 

BLUE  SHIELD  TRUSTEES:  Nels  Vicklund,  Thermopolis,  1964; 
Bernard  D.  Stack,  Riverton,  1964;  Mr.  Norman  W.  Barlow, 
Cora,  1965;  Mr.  Roy  Chamberlain,  Lusk,  1965;  H.  B.  Anderson, 
Casper,  1965;  Chester  Ridgway,  Cody,  1965;  Thomas  Nicholas, 
Buffalo,  1966;  William  A.  Hinrichs,  Douglas,  1966;  Henry  N. 
Stephenson,  Newcastle,  1966;  Judge  Harry  S.  Harnsberger, 
Cheyenne,  1966;  Dan  B.  Greer,  Cheyenne,  1967;  Carl  Robinson, 
Afton,  1967. 

CIVIL  DEFENSE  AND  NATIONAL  EMERGENCY  COMMIT- 
TEE: Benjamin  Gitlitz,  Thermopolis,  Chairman;  Robert  Alberts, 
Cheyenne,  Assistant  State  Coordinator.  Region  No.  1 (Laramie, 
Platte  and  Goshen  Counties),  Duane  M.  Kline,  Cheyenne; 
Region  No.  2 (Albany  and  Carbon  Counties),  E.  W.  DeKay, 
Laramie;  Region  No.  3 (Sweetwater,  Uinta,  Lincoln  and  Sub- 
lette Counties),  Richard  C.  Stratton,  Green  River;  Region 
No.  4 (Fremont  and  Teton  Counties),  Bernard  Stack,  Riverton; 
Region  No.  5 (Hot  Springs,  Washakie,  Big  Horn  and  Park 
Counties),  A.  A.  Engelman,  Worland;  Region  No.  6 (Sheridan, 
Johnson,  Campbell,  Crook  and  Weston  Counties),  Fred  J. 
Araas,  Sheridan;  Region  No.  7 (Natrona,  Converse  and  Nio- 
brara Counties),  George  M.  Knapp,  Casper. 

INSURANCE  COMMITTEE:  To  be  the  same  members  as  on 
the  Advisory  to  Workmen’s  Compensation  Committee,  with 
Robert  H.  Bowden,  Casper,  Chairman. 

LEGISLATIVE  COMMITTEE:  Norman  R.  Black,  Cheyenne, 
Chairman;  James  W.  Barber,  Cheyenne;  Laurence  W.  Greene, 
Jr.,  Laramie;  Francis  A.  Barrett,  Jr.,  Cheyenne;  Duane  M. 
Kline,  Jr.,  Cheyenne;  Robert  B.  Stump,  Cheyenne;  Frederick 
H.  Haigler,  Casper. 

MEMORIAL  COMMITTEE:  James  W.  Sampson,  Cheyenne, 
Chairman. 

NOMINATING  COMMITTEE:  Howard  P.  Greaves,  Rock 
Springs,  Chairman;  all  present  officers  (President,  Vice  Presi- 
dent, Secretary  and  Treasurer);  all  Past  Presidents,  Past 
Secretaries  and  Past  Treasurers;  Chairmen  of  following  four 
county  delegations;  Sheridan,  Northwest,  Carbon,  Laramie. 
PUBLIC  HEALTH  COMMITTEE:  Members  of  the  Council. 
PUBLIC  RELATIONS  COMMITTEE:  Francis  A.  Barrett,  Jr., 
Cheyenne,  Chairman;  Benjamin  Gitlitz,  Thermopolis;  Mr. 
William  Anderson,  Cheyenne;  S.  J.  Giovale,  Cheyenne; 
Howard  P.  Greaves,  Rock  Springs;  all  1963-64  County  Medical 
Society  Presidents. 

RETIREMENT  PLAN  COMMITTEE:  James  W.  Barber,  Chey- 
enne, Chairman;  David  M.  Flett,  Cheyenne;  S.  S.  Zuckerman, 
Cheyenne;  Francis  A.  Barrett,  Jr.,  Cheyenne;  Oscar  J.  Rojo, 
Sheridan. 

STATE  INSTITUTIONS  COMMITTEE:  William  N.  Karn,  Jr., 
Evanston,  Chairman.  Responsible  for  obtaining  reports  from 
the  following  State  institutions:  State  Prison,  Rawlins;  Pioneer 
Home,  Thermopolis:  State  Industrial  Institute,  Worland;  Tuber- 
culosis Sanatorium  and  Geriatrics  Division,  Basin;  State  Hos- 
pital, Evanston;  State  Training  School,  Lander;  Wyoming 
Girls  School,  Sheridan;  Soldiers  and  Sailors  Home,  Buffalo; 
Wyoming  Children’s  Home,  Casper. 

STUDENT  LOAN  FUND  COMMITTEE:  Members  of  the  Coun- 
cil. 

VETERANS  CARE  COMMITTEE:  S.  S.  Zuckerman,  Cheyenne, 
Chairman;  Members  of  the  Council. 

Council  on  Research,  Org:anization 
and  Scientific  Program 

Ray  K.  Christensen,  Powell,  Chairman,  1964;  Benjamin  Gitlitz, 
Thermopolis,  1965;  Francis  Barrett,  Jr.,  Cheyenne,  1964; 
Fredrick  H.  Haigler,  Casper,  1965;  Oscar  J.  Rojo,  Sheridan, 
1964. 


for  May,  1964 


69 


IS  YOUR  INCOME  ADEQUATELY  PROTECTED? 

A LOW  insurance  premium  can  safeguard 
Your  Income  for  your  family  for  years 

up  to  $600.00  a month 

THROUGH  THE  DISABILITY  INCOME  PLAN  OF 

THE  COLORADO  MEDICAL  SOCIETY 

Available  to  Members  at  Low  Rates 
Full  Benefits  Payable  Regardless  of  Other  Insurance 

RETURN  THE  COUPON  FOR  DETAILS 

i 

I VINCENT  ANDERSON  CO.,  INC. 

I Second  Floor  Railway  Exchange  Bldg. 

! Denver,  Colorado  80202 

I 

; Please  send  information  about  the  insurance  program 

! endorsed  by  the  Colorado  Medical  Society. 

$ 
f 

I NAME 

« 

I 

I ADDRESS 

t 
$ 

1 CITY STATE. 


Underwritten  by 


OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


The  Winner  of 


acclaim  for 


service, 


ke  s 


tions 


Peak  re^WitdolllP^^ockies. 
Colorado  Springs,  Colorado 


PROMPT  SERVICE  I 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-$F  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad* 
justment  of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated;  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  With  hydrocortisone. 


A.  H,  ROBINS  CO.,  INC,,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  6m.,  ascorbic  acid  50.0  mg. 

— f/ie  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


James  E.  Mogan,  c.l.u. 

Special  Agent 

NEW  YORK  LIFE  INSURANCE  COMPANY 


Specializing  in 
ESTATE 
PLANNING 

for  Physicians 


LIFE  INSURANCE  GROUP  INSURANCE 
ANNUITIES 

PENSION  PLANS  DISABILITY  INCOME 


210  Guaranty  Bank  Building,  Denver 
Bus.  TA.  5-6281  Res.  SK.  7-2365 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

OL 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  IS  very  reasonable.  For  further  infor- 
mation write  to  your  Medical  Journal  business 
or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘polysporin:;. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  IN€.,Tuckahoe,N.Y. 
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For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  s John  W.  Mteks,  m.d.,  Medical  Director 

20  acres  landscaped  grounds  | Alan  Jacobson,  m.d.,  Psychiatrist 

Favorable  year-round  climate  ? Henry  T.  Pence y,  m.d.,  Psychiatrist 


Newton  Optical 
Company 

Catering  to  Medical  Profession  Patronoge 


309  16th  Street 
Denver  2 


Telephone 
KE  4-8714 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 


WEST  ALAMEDA 
MEDICAL  PLAZA 


NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
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WANT  ADS 


FOR  LEASE,  600  sq.  ft.  of  office  space  for  M.D. 

Located  one-half  block  south  of  E.  Colfax  Ave.  in 
Aurora,  Colorado.  Generous  sized  rooms  on  ground 
level  with  plenty  of  parking.  Possibility  of  purchasing 
entire  property  at  later  date.  Includes  five  other  units. 
R.  J.  Wyckoff,  738  Scranton  Court,  Aurora,  Colorado. 

5-2-1 


LOCUM  TENENS  wanted  in  Walden,  Colorado,  for 
three  or  four  weeks  in  June  or  July.  This  is  an 
extremely  general  practice.  No  other  physician  in  the 
County.  Call  or  write  David  France,  M.D.,  Walden, 
Colorado.  5-3-1 


COUNTY  SEAT  TOWN  in  Southeast  Colorado  has  no 
doctor  of  any  kind.  Wants  M.D.  Population  2,000. 
Modern  medical  center  equipped,  available  six  months 
rent-free,  $75.00  monthly  after  six  months.  Population 
of  county  6,300.  For  further  details  or  interview,  write 
or  telephone  Robert  Sanderson,  833  Main  Street, 
Springfield,  Colorado.  Telephone  523-6261.  Area  Code 
303.  5-5-3 


WANTED:  Physician  for  general  practice  in  Nevada 
mining  community  and  surrounding  area.  Subsist- 
ence allowance  equal  to  $9,300  annually  plus  dis- 
pensary and  living  quarters,  plus  all  utilities.  For 
additional  information  and  brochure  write  to  R.  W. 
Gates,  P.O.  Box  41,  Gabbs,  Nevada.  5-4-3 


SMALL  PRIVATE  HOSPITAL  has  opening  for  Emer- 
gency Room  Physician.  Ideal  location  for  older  or 
semi-retired  physician.  North  Las  Vegas  Hospital,  Inc., 
1401  E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada 
89031.  3-2-4 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING 
SUBURBIA?  FAVORABLE  LEASE?  The  Paramount 
Medical  Building  at  26th  and  Kipling  in  the  Wheat 
Ridge-Lakewood  area  is  the  answer.  This  fast  grow- 
ing community  of  high  income  families  offers  tre- 
mendous potentials  for  a new  doctor  just  starting, 
or  a general  practitioner  looking  for  “greener  pas- 
tures.” As  of  July  1st,  we  will  have  available  two 
suites,  one  arranged  for  two  doctors  and  the  other 
for  one.  Ample  off-street  parking.  For  further  infor- 
mation write  or  call  Lee  W.  Doud,  10080  W.  27th 
Ave.,  Denver  80215.  Phone  237-1329.  3-5-3 


SPACE  AVAILABLE  in  new  Kipling  Village  Profes- 
sional Building  to  be  completed  July  1 at  26th  and 
Kipling  in  Lakewood.  Colo.  Specialists  wanted.  Will 
finish  to  suit  your  needs.  Call  237-2788.  3-6-3 


WANTED — M.D.,  all  phases  of  practice  with  thriving 
completely  equipped  clinic.  Industrial  area  in  North 
Texas  with  90%  hospitalization  and  medical  insurance 
coverage.  Start  on  salary  or  percentage  basis.  Write 
c/o  Box  4-2-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  4-2-3 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 


MRS.  GLADYS  ELLIS 

Administrator 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 

WITH  THE 
ELEVEN 


WESTERN  STATES 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH— CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


I 


Trade  Mark 


dbawdi^ 

Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 


TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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MEDICAL,  SPECIALISTS — Board  eligible  or  certified 
with  combined  residency  and  experience,  to  develop 
and  provide  authoritative  medical  policy  and  opinions 
regarding  drugs  and  drug  products;  five-day,  forty- 
hour  week.  Entrance  salary  $15,415.  Periodic  increases 
of  $450.00  after  first  year.  Advancement  opportunities. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encour- 
aged. Liberal  benefits  of  Federal  employment  includ- 
ing life  insurance,  health  Insurance,  and  excellent  sick 
leave,  vacation  and  retirement  plans.  Major  costs  of 
travel  and  transportation  of  household  furnishings  to 
Washington,  D.  C.,  will  be  paid.  Send  complete  cur- 
riculum vitae  to:  Joseph  P.  Sadusk,  Jr.,  M.D.,  Medical 
Director,  Bureau  of  Medicine,  Food  and  Drug  Adminis- 
tration, Washington,  D.  C.  20201.  4-4-3 


WANT  A GOING,  PROFITABLE  PRACTICE?  Fully 
equipped  modern,  air-conditioned  office,  with  x-ray, 
laboratory,  minor  surgery,  and  adequate  parking. 
Close  to  hospitals  and  shopping  centers.  Physician 
going  abroad.  Available  immediately.  Nearly  100% 
collection  on  accounts.  Practice  functioning  to  earn 
profitable  living  from  the  first  day.  A good  chance 
to  move  up  with  minimal  effort  or  investment.  Dr. 
Robert  M.  duRoy,  4101  E.  Wesley  Ave.,  Denver,  Colo- 
rado. 757-3307.  4-7-3 


ANESTHESIOLOGY — Applications  invited  for  resi- 
dencies in  an  active  and  approved  program  of 
anesthesiology.  Openings  on  or  about  July  1,  1964. 
Department  of  6 fulltime  anesthesiologists.  Eligibility 
for  Illinois  licensure  required.  Stipend  $6000  first 
year.  Contact  Dr.  William  A.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois. 

4-8-3 


a partner  in  the  project 
to  help  keep  America 

powerful 

% 

PUBLIC  SERVICE  COMPANY  OF  COLORADO 

AN  INVESTOR-OWNED  UTILITY— ON  THE  MOVE 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 




SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


WANTED — GENERAL  PRACTITIONER.  Present  2- 
man  partnership  being  dissolved  because  one  mem- 
ber going  into  residency.  Remaining  AAGP  member 
desires  associate.  Ideal  opportunity  to  take  over 
large,  ready-made  practice.  Located  in  well  equipped 
office,  new  building,  central  Wyoming  city  of  45,000. 
Salary  open  with  rapid  advancement  to  full  partner- 
ship. Hospital  and  surgical  privileges  easily  obtained. 
Reply  to  Box  5-6-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colo.  80218.  5-6-3 


FOR  SALE^ — Hugh  Young  X-ray  table  with  acces- 
sories, Westinghouse  unit.  One  treatment  table, 
crutches  and  pad.  Numerous  surgical  Instruments  plus 
various  Urological  instruments  including  Cystoscopes 
and  Catheters.  Dr.  R,  W.  Dickson,  1265  Elizabeth,  No. 
306,  Denver,  Colorado  80206.  Phone  355-3350.  5-1-2 


SPACE 

For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building 
where  space  is  limited  to  Medical-Dental 
and  affiliated  tenants — centrally  located  in 
dynamic  downtown  Denver.  Call  or  write 
the  building  manager  for  details. 

Telephone  534-5271 
Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times 
to  give  your  patients 
the  satisfaction  they 
must  have.  In  business 
since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 
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An  open  letter  on  a new  concept 
in  cigarette  filtration  from  the  makers 
of  new  lARK  cigarettes 


DEAR  DOCTOR:  In  the  recent  report 
of  the  Surgeon  General’s  Advisory  Com- 
mittee on  Smoking  and  Health,  attention 
was  drawn  to  the  inhibitory  effect  of  cig- 
arette smoke  on  respiratory  cilia.  On  page 
34,  the  Report  states:  “Components  of  the 
gas  phase  of  cigarette  smoke  have  been 
shown  to  produce  various  undesirable 
effects  on  test  animals  or  organs.  One  of 
these  effects  is  suppression  of  ciliary  trans- 
port activity,  an  important  cleaning  func- 
tion in  the  trachea  and  bronchi  (Chapter 
6,  p.  61  and  Chapter  10,  pp.  267-270).’’ 

The  Report  also  notes  that  there  is  a 
cigarette  filter  containing  special  charcoal 
granules  which  reduces  certain  gases 
which  inhibit  the  activity  of  mammalian 
respiratory  cilia.  On  page  6 1 of  the  Report 
it  states:  “Activated  carbons  differ  mark- 
edly in  their  adsorption  characteristics. 
Carbon  filters  previously  employed  in 


cigarettes  do  not  have  the  specific  power 
to  scrub  the  gas  phase.  It  has  been  re- 
ported that  a filter  containing  special  car- 
bon granules  removes  gaseous  constitu- 
ents which  depress  ciliary  activity  (28).’’ 
The  reference  cited  is  “New  England 
Journal  of  Medicine’’  (Kensler,  C.  J.  and 
Battista,  S.  E,  269:  1161-1166,  November 
28,  1963). 

In  1954,  Liggett  & Myers  Tobacco  Com- 
pany began  a broadly  based  program  of 
biological  research  on  tobacco  smoke 
which  has  been  conducted  in  the  Life 
Sciences  Division  of  Arthur  D.  Little,  Inc., 
Cambridge,  Mass.  In  recent  years,  this  re- 
search has  centered  on  the  gas  phase  of 
cigarette  smoke,  and  the  development  of  a 
specially  treated  charcoal-granule  filter. 
This  filter  materially  reduces  the  gases  in 
cigarette  smoke  which  contribute  to  the 
inhibition  of  the  activity  of  mammalian 
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respiratory  cilia  in  in  vitro  experiments, 
(see  chart.) 

Dr.  Kensler  points  out  in  his  paper  re- 
ferred to  above:  “Although  it  is  recog- 
nized that  these  in  vitro  findings  may  not 
be  directly  extrapolated  to  the  effects  of 
cigarette  smoke  on  human  pulmonary  tis- 
sue the  use  of  the  charcoal-granule  filter 
will  obviously  reduce  the  level  of  exposure 
of  the  non-ciliated  as  well  as  ciliated  bron- 
chial and  alveolar  cells  to  potentially 
harmful  smoke  components.” 

The  specially  treated  charcoal-granule 
filter  discussed  in  the  Kensler  and  Battista 
paper  was  the  prototype  of  the  one  which 
is  now  available  to  the  public  on  Lark 
cigarettes.  Since  some  of  your  patients  may 
have  heard  of  this  filter  through  the  lay 
press,  and  may  inquire  about  its  basis  in 
science,  we  believe  you  may  wish  to  have 
the  information  at  hand. 

Liggett  & Myers  Tobacco  Co. 
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Puffs  at  one  minute  intervals 

(Data  from  figure  6,  page  1165,  “New  England  Journal  of  Medicine,"  November  28, 1963) 

Chart  shows  inhibition  of  the  mammalian  ciliary  activity 
by  the  irritating  gases  in  cigarette  smoke: 

1.  The  screened  lines  represent  conventional  filter  and  non-filter  cig- 
arettes and  show  how  they  produced  50%  ciliary  inhibition  after  5 to  6 
puffs  and  100%  inhibition  after  7 to  8 puffs. 

2.  On  the  other  hand,  the  filter  with  activated  charcoal  granules,  repre- 
sented by  the  solid  black  line,  produced  no  significant  inhibition  (less  than 
10%)  when  the  whole  cigarette  (8  puffs)  was  smoked. 
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clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltowir 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


78 


Rocky  Mountain  Medical  Journal 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc.,  Cover  III 

Bob’s  Place,  Inc.,  74 
Broadmoor  Hotel,  70 
Burroughs  Wellcome  & Co.,  52,  72 

Chatham  Pharmaceuticals,  16 
Children’s  Hospital  Association,  73 
Ciba  Pharmaceutical  Co.,  60-61 
City  Park-Brookridge  Dairy,  66 
Cocks-Clark  Engraving  Co.,  70 
Colorado  X-Ray,  49 

Denver  Convalescent  Center,  74 
Denver  Optic  Company,  75 
Deseret  Pharmaceutical  Co.,  59 

Earnest  Drug  Company,  74 
Emory  John  Brady  Hospital,  79 
Endo  Laboratories,  Inc.,  22 

Frontier  Airlines,  8 


Geigy  Pharmaceuticals,  6 

H.B.A.  Life  Insurance  Company,  74 

Kincaid’s  Pharmacy,  75 

Lederle  Laboratories,  17,  67,  80 
Liggett  & Myers  Tobacco  Co.,  76-77 
Lilly,  Eli,  & Company,  18 
Lov-e  Brassieres,  7 

Mogan,  James  E.,  C.L.U.,  72 
Mutual  of  Omaha,  70 

Newton  Optical  Company,  73 

Parke,  Davis  & Company,  Cover  II 
Picker  X-Ray,  Rocky  Mountain, 
Inc.,  58 

Public  Service  Co.  of  Colorado,  75 
Publishers  Press,  72 


Republic  Building  Corporation,  75 
Robins,  A.  H.,  Company,  Inc., 
10-11,  57,  71 

Roche  Laboratories,  Cover  IV 

Sandia  Ranch  Sanatorium,  73 
Searle,  G.  D.,  & Company,  65 
Shadford-Fletcher  Optical  Co.,  59 
Smith,  Kline  & French 
Laboratories,  14 
Squibb,  E.  R.,  & Sons,  1 

Tackett,  Joe,  and  Co.,  50 
Technical  Equipment  Company,  75 
Tower  Medical  Offices,  66 

U.  S.  Vitamin  & Pharmaceutical 
Corp.,  62-63 

Wallace  Laboratories,  4-5,  9,  15, 

55,  78 

West  Alameda  Medical  Plaza,  73 
Winthrop  Laboratories,  3 


The  Emory  John  Brady  Hospital 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 


MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


for  May,  1964 


79 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS  [E] 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B , (Thiamine Mononitrate)  10  md 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  me  I 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  06  (Pyridoxine  HCI)  2 mj 

Vitamin  B12  Crystalline  4 megn 

Calcium  Pantothenate  20  mi 


Recommended  intake:  Adults,  1 capsul 
daily,  for  the  treatment  of  vitamin  d£ 
ficiencies.  Supplied  in  decorative  “re 
minder”  jars  of  30  and  100;  bottles  of  501 


ii^P^'iLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N. 
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pollens  In  the  grass. ..alas 


(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 


PARKE-OAViS 


including  Kapseals  containing  50  mg.  39S64  PARKE.  OAVtS  A COMPANY,  D^lrwt.  Mrchigtn 


Announcing  A New  Series  of  Monographs . . 


Major  Problems 


J.  Englebert  Dunphy,  Consulting  Editor 

Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  problem  met  in  surgical  practice.  Offering 
a consistently  post-graduate  level  of  presentation,  the 
books  will  give  comprehensive  accounts  of  all  aspects 
of  their  subject,  to  aid  you  in  accomplishing  the  most 
successful  surgical  management  possible  today.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differen- 
tial diagnosis.  Operative  techniques  will  be  clearly 
described  and  illustrated.  Operative  and  postoperative 
complications  will  be  considered.  Several  volumes  will 
mjpear  each  year,  containing  150-300  illustrated  pages. 
Future  monographs  will  cover:  Polyps  of  the  Gastro- 
intestinal Tract;  Trauma  to  the  Liver;  Surgical  Problems 
of  the  Pancreas;  Peripheral  Arterial  Disease.  By  becom- 
ing a charter  subscriber  to  the  entire  series,  starting 
with  the  first  volume,  you  are  offered  free  examination 
of  every  book,  with  absolutely  no  obligation  to  buy 
even  one  volume.  Merely  check  the  appropriate  block 
on  the  coupon. 


IN  Clinical  Surgery 

The  First  Volume  in  the  Series — Now  Ready 

The  Liver  and  Portal  Hypertension 

by  Charles  G.  Child,  3rd,  M.D. 

In  this  new  monograph.  Dr.  Child  and  12  collaborators 

E resent  a complete  picture  of  the  nature  of  portal 
ypertension  and  its  surgical  management.  You  will 
find  discussions  of  such  vital  surgical  considerations  as: 
the  effectiveness  of  portacaval  and  splenorenal  shunts;  se- 
lection of  patients  for  operation;  arguments  for  and  against 
’’prophylactic”  shunt  procedures  in  the  patient  with 
esophageal  varices;  relative  advantages  of  end-to-side  and 
side-to-side  shunting.  Management  of  the  patient  with 
active  bleeding  esophageal  varices  is  helpfully  discussed. 
In  addition.  Dr.  Child  and  his  eminent  collaborators 
evaluate  current  concepts  of  pathologic  physiology  of 
portal  hypertension;  they  detail  the  essentials  of 
medical  and  supportive  management. 

By  Charles  G.  Child,  3rd,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Surgery,  University  of  Michigan  Medical  School.  With  12 
Collaborators  from  the  Departments  of  Medicine  and  of  Surgery  of 
the  University  of  Michigan  and  the  Department  of  Surgery  of  New 
York  University.  Abotit  224  pages,  6^'  x illustrated.  About 

$7.50.  Npu'—Just  Ready! 


Nev/!”  Beard  and  Wood-MASSAGE  techniques 


Here  is  an  authoritative  manual  to  help  you  become 
more  skillful  in  utilizing  the  beneficial  effects  of 
massage — help  in  developing  or  regaining  elasticity  of 
tissues;  stimulating  blood  supply;  decreasing  pain  and 
discomfort;  providing  psychological  stimulation  to  use 
disabled  parts.  The  book  is  the  final  product  of  methods 
evolved  from  35  years  of  eMerience  with  massage  at 
Northwestern  University  Medical  School.  The  well- 
known  authors  give  you  concise,  well -illustrated  and 
clearly  defined  instructions  on  massage  movements,  on 
the  components  of  massage — on  equipment,  position  of 
patient,  routine  of  treatment — on  step-by-step  techniques 
of  general  and  local  massage — on  effects  of  massage  on 
muscle  tissue,  blood,  skin,  bone,  metabolism,  abdominal 
viscera,  etc.  They  give  advice  on  where  and  when 


massage  can  be  used  effectively — before  and  after 
surgery — for  the  prevention  of  decubital  ulcer  and 
muscle  atrophy  in  the  bedridden  patient.  You’ll  find 
help  on  kneading,  petrissage,  stroking  and  effleurage, 
percussion,  pressure,  rate  and  rhythm,  duration,  fre- 
quency. Advice  on  tables,  mattresses,  linen  and  pillows 
is  also  included.  For  practical  help  in  utilizing  and 
developing  skill  in  massage,  add  this  new  manual  to 
your  linrary. 

By  Gertrude  Beard,  R.N.,  R.P.T.,  Formerly  Associate  in  Physical 
Medicine  and  Technical  Director,  Course  in  Physical  Therapy, 
Northwestern  University  Medical  School;  and  Elizabeth  C.  Wood, 
A.M.,  R.P.T.,  Associate  Professor  of  Physical  Medicine  and  Educa- 
tional Administrator,  Programs  in  Physical  Therapy,  Northwestern 
University  Medical  School.  About  176  pages,  7 x 10 with 
about  250  illustrations.  About  $6.00.  Neiv — Just  Ready! 


New!  — 1963-64  MAYO  CLINIC  VOLUMES 


You’ll  find  here  the  new  treatments,  surgical  techniques, 
and  diagnostic  methods  developed  at  the  Mayo  Clinic 
this  past  year.  The  Clinic’s  investigations  covered 
virtually  the  entire  body,  including  many  specialty 
areas  of  practice:  Alimentary  Tract — Genitourinary 
Tract — Ductless  Glands — Blood  and  Circulatory  Organs 
— Head,  Trunk  and  Extremities — Dermatology — Thorax 
— Brain,  Spinal  Cord  and  Nerves — Radiology — Anes- 
thesia, Gas  and  Intravenous  Therapy.  For  easier  refer- 
ence the  articles  (approximately  230)  are  organized 
into  two  separate  volumes — one  on  Medicine  and 
one  on  Surgery.  Among  the  articles  in  the  Medicine 
volume  you’ll  find  discussions  on:  Pain  Patterns  of 
Gastric  Disorders — A Simplified  Menstrual  Record — 
Reevaluation  of  Therapy  of  Acute  Myocardial  Infarction 


— Unusual  Systemic  Manifestations  Associated  with 
Carcinoma.  Articles  in  the  Surgery  volume  include 
discussions  of:  Considerations  Relevant  to  Gastric  Freez- 
ing— Transrectal  Needle  Biopsy  as  an  Office  Procedure — 
Conservative  Surgical  Management  of  Endometriosis — 
Pitfalls  in  Vein  Surgery — An  instrument  for  Colorectal 
Anastomosis  Without  Sutures — etc.  The  books  are 
available  either  separately,  or  as  a slip-cased  set.  Why 
not  put  this  practical,  up-to-date  advice  from  the 
Mayo  Clinic  to  work  in  your  practice? 

Volume  55.  By  the  Staff  of  the  Mayo  Clinic,  Rochester,  Minnesota,  and 
the  Mayo  Foundation,  University  of  Minnesota.  Volume  on  Medicine, 
about  544  pages,  6'  x 9J^'.  illustrated.  About  $13.50.  Volume  on 
Surgery,  about  560  pages,  6'  x 9^'.  illustrated.  About  $13.50. 
Slip-cased  Set  about  $25.00. 

New — Just  Ready; 
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enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.'*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.;  Indust, 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.;  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 

Winthrop  Laboratories,  New  York,  N.  Y. 
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CHOOSE  THE  PRODUCT 
TO  m THE  NEED 


^CORTISPORIN’l 

POIYMYXW  B-NEOMYCIK-GRAMICIOIN 
with  HYDROCORTiSOHI  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


^ 1/2  OZ. 

‘CORTISPORIN’l 

POLYMYXIN  B - BACITRAON  - NEOMYCIN 
mm  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 

CBE, AM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25  % methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— Irif/rcdieii-ts;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  14  oz.  and  % oz. 

*U.S.  Patent  Nos.  2,565,057-2.695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.$.A.)  INC.,  Tuckahoe,  N.Y. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPR0SPAI\l-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE] 

Simplified,  convenient  dosage  /or  emotional  relief. 


ide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
5 remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
aay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

'ontraindications:  Previous  allergic  or  idiosyncratic  reactions 
0 meprobamate  contraindicate  subsequent  use. 

’recautions:  Should  administration  of  meprobamate  cause 
Irowsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
iperation  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
•resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
ly  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


:HE«805 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


r. 


Salt  and  water  retention,  edema,  overstimulation  fi 
the  appetite,  excessive  weight  gain,  mood  swing:! 
these  were  some  of  the  problems  that  used  to  confn 
physicians  when  they  wanted  to  prescribe  steroids 
dermatoses.  For  patients  already  overweight,  or  w,i 
edema  associated  with  cardiovascular  disease,  jii 
those  who  were  tense  and  anxious,  steroid  treatm:  t 
could  aggravate  their  problems.  But  with  the  advdt 
of  ARISTOCORT®  Triamcinolone,  many  of  thc^ 
patients  became  “steroid-treatable.”  The  reason:  fit 
only  did  this  steroid  provide  gratifying  symptomejii 
relief,  but  it  did  so  without  the  penalty  of  overstin^ 
lation  of  the  appetite,  excessive  weight  gain,  salt  cd 
water  retention,  edema,  and  undesirable  euphoi|i 
And  these  benefits  have  been  confirmed  for  otlsr 
patients  with  steroid-susceptible  disorders,  as  well  is 
those  formerly  untreatable. 


ide  Effects;  Since  it  may,  under  some  circumstances, 
roduce  many  of  the  unwanted  effects  common  to  all 
lortisone-like  drugs,  discrimination  should  always  be 
ixercised  in  administering  ARISTOCORT®  Triamcino- 
i)ne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
urpura,  G.l.  ulceration,  increased  intracranial  pres- 
ure  and  subcapsular  cataract.  Corticosteroids  gen- 
rally  may  mask  outward  signs  of  bacterial  or  viral 
'ifections.  Catabolic  effects  to  watch  for  include 
luscle  weakness  and  osteoporosis.  Weight  loss  may 
ccur  early  in  treatment  but  is  usually  self-limiting. 
ontraindications:  While  the  only  absolute  contra- 
idications  are  tuberculosis,  herpes  simplex  and 
hicken  pox,  there  are  some  relative  contraindications 
oeptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 

Aristpcorf 

Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


EDERLE  LABORATORIES  . A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


272-4 


emostat 

5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25’^°;  sodium  carbonate  as  buffer. 
Complete  data  with  each  J Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jerse/ 
Distributed  in  Canada  by  Austin  laboratories,  ltd.  • Paris,  Ontario 


Chest  Physicians  Plan  Mexico  Congress 

Physicians  from  more  than  50  countries  will 
present  papers  and  discuss  the  recent  advances 
in  cardiovascular  and  pulmonary  diseases  at  the 
VIII  International  Congress  on  Diseases  of  the 
Chest  to  be  held  in  Mexico  City,  October  11-15, 
1964. 

Dr.  Donato  G.  Alarcon,  Dean  of  the  Medical 
School  at  the  University  of  Mexico  and  Professor 
of  Thoracic  Diseases,  is  the  President  of  the  Con- 
gress and  Dr.  Ignacio  Chavez,  President  of  the 
University  of  Mexico  and  Professor  of  Cardio- 
vascular Diseases,  is  the  Vice  Chairman  of  the 
Congress. 

The  Honorable  Adolfo  Lopez  Mateos,  President 
of  the  Republic  of  Mexico,  will  officially  open 
the  Congress  on  Sunday,  October  11. 

All  physicians  are  invited  to  attend  this  im- 
portant Congress.  For  further  information  and 
registration  blanks  write  to  the  American  College 
of  Chest  Physicians,  112  East  Chestnut  St.,  Chicago, 
Illinois  60611. 


American  Physical  Therapy  Association 
The  41st  Annual  Conference  of  the  American 
Physical  Therapy  Association  will  be  held  in  Den- 
ver July  5 through  July  10,  1964.  Headquarters 
for  this  conference  will  be  the  Denver  Hilton 
Hotel. 

The  1965  Annual  Conference  will  be  held  in 
Cleveland,  Ohio,  June  20-25,  1965. 


reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


Course  in  Laryngology  and 
Bronchoesophagology 
November  9 through  21,  1964 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine  at  the  Medical 
Center,  will  conduct  a postgraduate  course  in 
Laryngology  and  Bronchoesophagology  from  No- 
vember 9 through  21,  1964,  under  the  direction  of 
Paul  H.  Holinger,  M.D.  It  will  be  held  at  the  new 
Illinois  Eye  and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago. 

Registration  will  be  limited  to  15  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  1853  West  Polk 
Street,  Chicago,  Illinois  60612. 
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Fifth  National  Cancer  Conference 

Sponsored  by  the  American  Cancer  Society, 
Inc.,  and  the  National  Cancer  Institute,  Bellevue- 
Stratford  Hotel,  Philadelphia,  Pennsylvania,  Sep- 
tember 17,  18  and  19,  1964. 

For  further  information  write:  Coordinator, 
Fifth  National  Cancer  Conference,  American 
Cancer  Society,  Inc.,  521  West  57th  Street,  New 
York  19,  New  York. 


Mid-Central  States  Orthopaedic  Society 

March  25-27,  1965-- Velda  Rose  Motel,  Hot 
Springs,  Arkansas. 


83  rd  New  Mexico  Annual  Meeting 
And  12th  Biennial  Rocky  Mountain 
Medical  Conference 

The  New  Mexico  Rocky  Mountain  Medical  Con- 
ference Continuing  Committee  and  the  Scientific 
Program  Committee  have  selected  the  dates  of 
May  9-15,  1965,  for  their  83rd  Annual  Meeting  and 
the  12th  Biennial  Rocky  Mountain  Medical  Con- 
ference Meeting  in  Santa  Fe.  La  Fonda  Hotel  will 
be  the  headquarters. 

Business  sessions  of  the  New  Mexico  Medical 
Society  will  begin  on  Sunday,  May  9,  and  be 
completed  with  the  final  House  of  Delegates  meet- 
ing on  Tuesday  afternoon,  May  11.  The  Rocky 
Mountain  Medical  Conference  Clinical  Program 
will  begin  Wednesday  morning.  May  12,  and  run 
continuously  during  each  day  until  noon,  Satur- 
day, May  15. 


Nevada  State  Medical  Association 
And  Reno  Surgical  Society 

The  Nevada  State  Medical  Association  will 
hold  its  Sixty-first  Annual  Meeting  in  conjunction 
with  the  Fourteenth  Annual  Conference  of  the 
Reno  Surgical  Society,  in  Reno,  Nevada  on  No- 
vember 4,  5,  6 and  7,  1964. 

For  further  information,  please  contact  Ne'son  | 
B.  Neff,  Executive  Secretary,  Nevada  State  Medi- 
cal Association,  P.O.  Box  2790,  Reno,  Nevada.  j 


W.  B.  SAUNDERS  COMPANY 

features  the  following  new  books  in  their  full  page  : 
advertisement  appearing  elsewhere  in  this  issue: 

•CHILD— THE  LIVER  AND  PORTAL  HYPERTENSION — New!— 
The  first  of  o series  of  monographs  on  selected  major 
problems  in  clinical  surgery.  Covers  all  aspects  of  the 
subject. 

• BEARD  AND  WOOD — MASSAOE — New! — A well-illustrated 

guide  to  the  best  use  of  massage.  Delineates  principles 
and  specific  technique. 

• 1963-1964  MAYO  CLINIC  VOLUMES— New!— The  convenient 

way  to  keep  up  with  newest  developments  from  the  Mayo 
Clinic.  Both  Medicine  and  Surgery  are  covered.  | 


In  long-term 
treatment 
of  your  patients. 
with  coronary 
insufficiency. 


MORE  HELP  FOR 


THE  STRICKEN  HEART^ 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE’ 

meprobamate  200  mg. -h  pentaerythritol  tetranitrate  10  mg. 


y\?/gWALLACE  LABORATORIES  / Cranbury,  N.  J. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  31/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance. . .a  favorable  depot  effect,  result- 
ing from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


i^eclomyciN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur.-  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

75  I 6-3 
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relieves 

pain 

and 

relaxes 

muscle 


■ '-fs 


i 


/ V 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


carisopdol  200  mg., acetophenetidin  160  mg., caffeine  32 mg. 


/ (f  l\u 


Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg,, 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


\ > 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication,  ‘Soma’ 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addiction  is 
relatively  rare  and  easily  broken,  the  same  precautions  rriusit  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vorriiidng, 
constipation  and  miosis  are  possible  codeine  side  effects. Should 
symptoms  of  hypersensitivity  occur,  discontinue  medication^ 


yA  WALLACE  laboratories/ Cra«/)Mry,V./. 


Contraindications:  None  reported. 

Complete  product  information  available  in  the  product  package, 
and  to'  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
order  form  required)  is  available  in  white,  lozenge-shaped  tab- 
lets; bottles  of  50. 


When  prescribed— Bennett’s  AP  series  makes 
air  IPPB  therapy  simple  and  efficient! 


They’re  easy  to  use.  Simple,  non-interacting 
controls  make  the  AP  ideal  for  patient  use 
at  home.  They’re  also  widely  used  in  doc- 
tors’ offices,  clinics  and  in  hospitals. 

Bennett’s  AP  units  are  therapeutically  ef- 
ficient. The  famous,  flow-sensitive  Bennett 
Valve — the  valve  that  “breathes”  with  the 
patient — gives  proper  control  of  pressure 
patterns.  The  Bennett/Twin  Nebulizer  (in- 
cluded with  all  AP  Models)  provides  opti- 
mum volume  and  particle  size  for  medica- 
tion and  humidification.  Oxygen  enrichment 
may  be  added  with  other  Bennett  accessories. 


Bennett  makes  two  AP  models — the  reliable 
AP-5,  as  shown,  and  its  self-contained  port- 
able teammate,  the  AP-4  (inset).  Both  are 
electrically  operated,  quiet,  compact  and 
quality  built. 

Get  full  information  on  the  Bennett  AP 
Series  from  your  Puritan  representative. 
He’ll  also  tell  you  about  patient  rental  plans. 

Bennett  IPPB  equipment  is  sold  or  rented 
only  on  prescription  by  a physician  or  on 
order  of  a hospital  or  other  recognized  med- 
ical institution. 


Geo.  Berbert  & Sons, 

1717  Logan  Street  DENVER,  COLORADO  80203 


Inc. 

Telephone  255-0408 


1903-1964  — our  61st  anniversary 
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a cry  in  the  night? 

But  that 
low  hack  pain 
needs  attention,  tool 


Robaxin* 


(methocarbamol,  Robins) 

U,  S,  Pat.  No.  2770649 


Average  Adult  Dose 

ROBAXIN  fi 

(methocarbamol,  500  mg, /tab.) 

Initially 3 tablets  q.i.d. 

Maintenance. . 2 tablets  q.i.d, 

A.  H,  ROBINS  CO.,  INC., 


ROBAXINs-750 

(methocarbamol,  750mg./tab.) 

2 tablets  q.i.d. 

1 tablet  q.4  h. 

or  2 tablets  t.i.d, 

, Richmond  20,  Virginia 


Successful  clinical  experience  with  Robaxin  (methocarbamol)  in  thou- 
sands of  cases  of  musculoskeletal  disorders  is  reflected  by  numerous 
published  reports.  Side  effects  (lightheadedness,  dizziness,  drowsi- 
ness, nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  Contraindi- 
cated in  hypersensitive  patients. 


. . . nothing,  that  is,  except  the 
sedative-antispasmodic  action  of 


Donnatal'E 


in  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg.  atropine  sulfate 0.0582  mg. 

0.0065  mg hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (V4  gr.)  phenobarbital  . . (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming) 

Under  the  pressure  of  modern  living,  with  its 
“small  continued  anxieties  of  life,”®  func- 
tional disturbances  of  secretion,  tone  and 
motility  of  the  gastrointestinal  tract  are  ex- 
tremely common.®®  For  the  relief  of  symptoms 
associated  with  such  disturbances— through 
rest  for  the  patient,  rest  for  the  colon®— the 
drugs  of  greatest  value  have  proved  to  be  the 
antispasmodics  and  the  sedatives.®’®'^ 

Donnatal— a dependable,  time-tested  combi- 
nation of  natural  belladonna  alkaloids  and 
phenobarbital — has  produced  excellent  re- 
sults in  relieving  visceral  spasm. 

Donnatal  makes  peptic  ulcer  patients  "quite 
comfortable"®. ..  relieves  epigastric  pain  and 
discomfort^... gives  “marked  relief”  in  spasm 
and  irritation  of  the  g.i.  tract®. . .offers 
“quite  high  and  predictable”  efficiency  in 
alterations  of  motility  associated  with  gas  and 
cramping^ , . in  short,  has  a definite  place  in 
the  physician’s  armamentarium  because  of 
“convenience  of  dosage  regulation,  effective- 
ness, safety,  and  economy.”^ 


Prescribed  by  more 
physicians  than  any 
other  antispasmodic 
■well  over  5 billion  doses! 


INDICATIONS:  DoNNATAL  is  indicated  in  recur- 
ring, persistent  or  chronic  visceral  spasm,  as 
in  peptic  ulcer,  pylorospasm,  irritable  stom- 
ach and  colon,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

SIDE  EFFECTS:  No  serious  toxic  reactions  are  to 
be  expected.  Dryness  of  the  mouth,  blurred  vi- 
sion, difficult  urination,  and  flushing  and  dry- 
ness of  the  skin  may  occur  with  excessive  and 

prolonged  dosage. 

PRECAUTIONS:  Patients  with  incipient  glau- 
coma or  urinary  bladder  neck  obstruction 
must  be  treated  with  care,  as  with  any  prepa- 
ration containing  a parasympathetic  depres- 
sant. 

CONTRAINDICATIONS:  DoNNATAL  is  contraindi- 
cated in  acute  glaucoma,  advanced  hepatic  or 
renal  disease,  and  known  or  suspected  idio- 
syncrasy to  any  of  its  components. 
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neo,  K.J.:  J.  Maine  M.A.  45:11,  1954. 

3.  Donovan,  E.J.:  Rocky  Mt.  M.J.  50:952,  1953. 

4.  Hock,  C.W.:  Clinical  Med.  8:1932,  1961. 

5.  Marks,  L.:  Am.  J.  Gastroenterol.  27:180,  1957. 

6.  Palmer,  W.L.,  and  Kirsner,  J.B.:  Therapeutics  in 
Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  ed.,  Hoe- 
ber,  New  York,  1953,  p.  368. 

7.  Watts,  M.S.M.,  and  Wilbur,  D.L:  J.A.M.A.  152: 
1192,  1953. 

8.  Wharton,  G.K.,  Balfour,  D.C.,  Jr.,  and  Osmon, 
K.I.:  Postgrad.  Med.  21:406,  1957. 


•This  one  at  Olympic  National  Park,  Washington. 


RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘DeproF  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deproi’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  norma!  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol' 

meprobamate  400  mg.  4-  benactyzine  hydrochloride  1 mg. 


Side  effectsi  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tionss  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  admini^ration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  irwreased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol*  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  arid  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrir 

(syrosingopine  and  hydrochlorothiazide  CIBA) 
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Rocky  Mountain  Medical  Journal 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 

“A  dramatic  potentiating- 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 
Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects; 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions : purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide ; Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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Frontier's  msking  points! 


AH  these... 
end  48 more  in  between! 

Over  30%  of  the  nation.  61  key  cities,  8 national  parks,  11  scenic  and  growing  states.  This 
is  success  country.  Frontier  Airlines  is  going  places  all  over  it.  And  setting  records  on  the 
way.  51%  more  passenger  miles  in  1963,  leading  all  the  nation’s  airlines  in  percentage 
increase. 

It’s  largely  because  Frontier  is  making  points  with  people.  Not  only  in  terms  of  fast, 
convenient  service — but  in  a whole  lot'^^bf  new  and  exciting  ways,  like  these: 

The  lowest  total  Family  Fare  anywhere.  First  family  member  pays  regular  fare. 
Second,  one-half.  Young  folks  (age  2 to  22)  travel  at  just  34  fare.  First  infant  under  2, 
free  of  course.  Any  day  of  the  week — even  on  Sunday!  / Youth  Fares  (50%  savings)  with 
reservations  confirmed  in  advance.  / A special  discount  for  military  personnel  on  leave 
with  guarantees,  once  seated,  you  won’t  be  bumped  enroute. comi'ng^June- 
/ Special  clergy  fare,  too. 

Others?  Oh  my,  yes!  Ask  anybody.  Everyone’s  up 


Coming  June  ' — /T^rTjirTjl  J 


in  the  air  over  ’em! 


FjroAfmjr 

Air  Mail  • Air  Express  • Air  Freight 


CALL  YOUR  TRAVEL  AGENT  OR 

I AiMiMES 


Going  Places! 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


IP 

belongs  in  every  practice 

Miltown* 

(meprobamate) 
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Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 

'5^ 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Operation 

Home-Front! 


'E  REMIND  YOU  AGAIN  to  Carry  on  the  home- 
front  fight  against  King-Anderson  type  legis- 
lation from  now  until  its  immediate  threat 
has  passed  and,  of  course,  when  it  arises  in 
the  future.  President  Johnson  has  reiterated 
J.F.K.’s  declaration  that 
the  people  of  America 
will  one  day  have  it — if 
not  this  year,  the  next; 
if  not  then,  the  next!  And 
the  people  have  not  been  told  the  whole  truth. 
That  is  something  we  can  do. 

For  example,  in  case  of  Medicare,  the  18 
million  citizens  who  are  already  past  65  re- 
ceive over  35  billion  dollars  in  benefits  during 
their  lifetimes.  And,  of  course,  at  taxpayers’ 
expense  — and  these  recipients  would  have 
paid  nothing  for  the  benefits!  This  fact, 
among  others  that  disclose  how  take-home 
pay  of  workers  will  be  reduced  during  their 
production  years,  will  speak  effectively  to 
our  fellow  citizens.  They  are  impressed  when 
they  are  being  socked  in  the  pocketbook! 

This  is  one  operation  in  which  we,  our 
families,  and  all  Americans  have  a great 
stake.  Contact  your  County  Medical  Society 
for  information  and  material,  offer  your  serv- 
ices, write  to  your  representatives  in  Con- 
gress, and  help  wage  an  effective  fight  in 
your  own  community. 


Ahe  Constitution  was  written  by  right- 
wing  conservatives  who  made  its  provisions 
so  elastic  as  to  meet  any  changing  times  and 
conditions.  Its  sole  purpose  was  to  control 
government.  . . . Left-wing  liberals  chafe 
under  these  controls  and 
use  every  device  to  by- 
pass and  subvert  these 
controls.  They  claim  the 
Constitution  is  out  of 
date.  . . . So,  we  are  conservatives.  Left-wing 
liberals  lost  the  peace  at  Teheran,  Yalta,  and 
Potsdam  against  the  advice  of  right-wing 


Why  We  Are 
Conservatives 


conservatives.  . . . So,  we  are  conservatives. 

. . . Left-wing  liberals  lost  China,  Laos,  Indo- 
nesia and  Cuba  against  the  advice  of  right- 
wing  conservatives.  . . . So,  we  are  conserva- 
tives. . . . American  industry  was  built  by 
right-wing  conservatives  and  for  a hundred 
years  made  the  dollar  worth  one  hundred 
cents.  Left-wing  liberals  have  socialized  the 
American  industry  in  seven  hundred  fields 
and  make  the  dollar  worth  43  cents.  . . . So, 
we  are  conservatives.  . . . Right-wing  conserv- 
atives believe  in  balanced  budgets  and  sound 
economy.  Left-wing  liberals  build  staggering 
debts,  inflate  the  currency  and  destroy  in- 
centive. . . . So,  we  are  conservatives.  . . . 
Right-wing  conservatives  uncover  when  the 
flag  goes  by.  . . . Left-wing  liberals  say  it’s 
corny.  . . . So,  we  are  conservatives. — The 
Montana  Republican. 

O UR  READERS  cannot  help  but  notice  that 
state  and  regional  medical  society  journals 
are  generally  thinner  than  they  have  been  in 
the  past.  Their  size  is  reduced  in  proportion 
to  a nationwide  falling  off  in  the  number  of 
pages  devoted  to  advertis- 
ing. We  are  in  competition 
with  attractive  colorful 
journals  of  free  controlled 
circulation,  personal  com- 
pany representatives,  direct  mail  advertising, 
and  exhibits  at  professional  meetings. 

Advertising  is,  of  course,  a great  industry 
and  essential  in  the  free  enterprise  system  of 
America.  It  is  important  to  us  as  physicians — 
and  it  makes  this  and  comparable  medical 
journals  possible.  Permit  us  to  remind  you, 
again,  that  we  need  our  advertising.  It  is  up 
to  you  to  patronize  our  advertisers,  to  let 
their  representatives  know  that  you  have 
seen  their  advertisements  in  our  Journal. 
Please  peruse  the  Index  to  Advertisers,  pat- 
ronize those  who  are  loyally  staying  with  us, 
and  remember  to  thank  them  for  their  con- 
tinued support! 


Support  Our 
Advertisers 
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D, 


The  Origin 
Of  Speech 


EVELOPMENT  OF  SPEECH  by  our  early  an- 
cestors remains  shrouded  in  mystery  and  it 
is  unlikely  that  we  will  ever  really  know 
the  genesis  of  sounds  into  speech.  Despite  the 
lack  of  data,  a recent  paper  in  the  JAMA 
(185  : 1017  - 1018,  Sept.  28, 
1963)  by  Ashley  Montagu 
reviews  some  of  the  the- 
ories of  speech  origin.  These 
range  from  the  “bow-wow” 
theory  (speech  is  an  echo  of  animal  sounds), 
to  the  “pooh-pooh”  theory  (a  harmony  be- 
tween sense  and  sound),  to  the  “yo-he-ho” 
theory  (sounds  developed  as  a result  of 
muscular  efforts),  to  the  “gestural”  theory 
(sounds  to  imitate  gestures),  and  to  the  “ta- 
rara-boom-de-ay”  theory  (intelligible  sounds 
derived  from  meaningless  humming  or  sing- 
ing). Montagu  then  advances  his  own  “hunt- 
ing” theory,  to  wit,  that  speech  became  nec- 
essary as  man  advanced  from  a small-game 
seeker  to  a big-game  hunter.  Meaningful 
sounds  to  other  hunters  helped  in  survival; 
thus,  speech  was  of  adaptive  value.  With  this 
contention,  Montagu’s  thoughts  on  the  origin 
of  speech  actually  derive  from  Darwin’s 
“Origin  of  Species.” 


While  we  applaud  Montagu’s  contribution, 
we  would  like  to  present  our  own  theory, 
based  on  many  years  of  research,  aided  by 
a grant  from  the  Bureau  for  the  Vocally  De- 
prived (BVD).  We  are  publishing  it  here  for 
the  first  (and  last)  time.  The  summarized 
data  underlying  the  theory  follows: 

1.  My  first  trout -fishing  expedition  to  the 
Pecos  River  was  a complete  failure,  but  my 
friend,  an  expert,  over-filled  his  creel.  The 
expert  said  that  I made  too  much  noise, 
frightening  away  the  fish  as  I moved  down- 
stream or  along  the  river  banks,  or  while 
talking  to  myself.  Silence  was  a sine  qua  non 
of  all  hunting  and  fishing,  he  said. 


2.  Noise  can  be  used  in  big  game  hunting, 
as  I saw  in  a movie  about  a man-eating  tiger; 
it  was  necessary  to  surround  the  forest  with 
many  extras  and  have  them  shout  unintelli- 
gible sounds,  and  jingle  noise-makers  so  that 
the  distracted  tiger  was  swept  into  the  trap 
of  the  hunter  (Victor  Mature?). 


3.  It  is  the  man  who  hunts,  while  the 
spouse  stays  in  the  home  or  cave  cooking 
and  darning  and  listening  to  television.  Ev- 
erybody knows  that  women  can’t  hunt  (ani- 
mals). 

4.  Women  mature  earlier  than  men:  this 
fact  is  well  known  to  pediatricians,  biologists, 
and  men. 

5.  My  daughter,  Pat,  uttered  her  first 
word  at  an  earlier  age  than  any  of  my  boys. 
I studied  this  in  another  family  and  made 
the  same  observation. 

We  have  woven  these  five  observations 
into  our  own  theory.  Intelligible  speech  came 
to  women  first  because  they  mature  earlier. 
Since  they  could  not  hunt,  they  needed  to 
adapt  for  survival  and  their  adaptation  was 
to  talk  incessantly  and  drive  the  man  out 
of  the  cave  so  that  he  would  hunt  for  food 
and  important  animals,  such  as  minks,  which 
were  necessary  for  the  survival  of  the  female. 
Of  course,  the  man  could  not  live  without 
the  woman,  so  returned  to  the  cave  with  his 
mastodon  roast  and  mink  stole.  Gradually  he 
learned  a few  intelligible  words  and  over  the 
effluvia  of  time,  developed  it  into  the  science 
of  semantics.  We  have  chosen  to  label  this 
the  “yakity-yak”  theory  since  speech,  once 
obtained,  never  ceased. 

Speaking  and  communicating  steadily  im- 
proved, reached  its  zenith  in  the  middle  of 
the  19th  century,  and  has  been  disintegrating 
since.  We  realize  this  when  we  start  reading 
the  innumerable  medical  journals,  digests, 
tribunes  and  newsletters  or  marvel  at  the 
immensity  and  prolixity  of  our  medical  meet- 
ings, or  when  we  turn  on  the  TV  set,  or  are 
exposed  to  the  propaganda  mills  of  the  to- 
talitarian states  or  even  to  the  tons  of  printed 
material  from  bureaucratic  organizations. 
Whereas,  it  was  once  necessary  to  speak  in- 
telligently in  order  to  survive  physically,  it 
is  now  necessary  not  to  listen  at  all  in  order 
to  survive  mentally.  As  the  story  goes,  when 
the  psychiatrist  was  asked,  “How  can  you 
stand  it,  day  after  day,  listening,  listening?”, 
he  replied,  “Who  listens?” 

We  rest  our  case. 

Marcus  Smith,  M.D.* 

•Editor,  New  Mexico  section  of  the  Rocky  Mountain  Medical 
Journal. 
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Vascular  headaches  of  the 

migraine  type* 

Their  diagnosis  and  treatment 

Arnold  P.  Friedman,  M.D.,  New  York  City 


Study  of  migraine  in  modern  times  dates 
from  the  eighteenth  century,  but  two  more 
centuries  of  technical  advance  and  clinical 
refinement  were  necessary  before  today’s 
medical  investigator  could  begin  to  elucidate 
some  of  the  mechanisms  underlying  vascular, 
migraine-type  headache  and  to  appreciate 
significance  of  facts  involved  in  its  incidence. 

Vascular  headaches,  migraine  in  type,  are 
recurrent  attacks  of  headache,  which  vary 
widely  in  intensity,  frequency,  and  duration. 
The  headaches  are  commonly  unilateral  in 
onset,  are  usually  associated  with  anorexia 
and  sometimes  with  nausea  and  vomiting. 
They  are  often  preceded  by,  or  associated 
with,  conspicuous  sensory,  motor,  and  mood 
disturbances,  and  are  often  familial. 

Incidence 

The  physician  may  find  a high  incidence 
of  migraine  in  the  patient’s  history.  Goodell, 
et  al  found  that  about  70  per  cent  of  children 
of  migraine  sufferers  have  migraine.  In  our 
series,  65  per  cent  reported  a history  of 
migraine  in  their  antecedents.  This  definite 
familial  aspect  of  migraine  may  be  due  in 
part  to  an  acquired  behavior  pattern  as  well 
as  to  genetically  determined  traits.  Incidence 
in  the  general  population  is  not  known,  since 
migraine  generally  is  not  brought  to  the 

•From  the  Department  of  Neurology,  College  of  Physicians 
and  Surgeons,  Columbia  University;  the  Neurological  Institute, 
Presbyterian  Hospital;  the  Headache  Unit,  Division  of  Neu- 
rology, Montefiore  Hospital,  New  York  City.  Presented  at  the 
93rd  Annual  Session,  Colorado  Medical  Society,  Pueblo,  Sept. 
1963.  Dr.  Friedman  is  Assoc.  Prof,  of  Clin.  Neurol.,  College 
of  Physicians  and  Surgeons,  Columbia  University.  A list  of 
16  references  has  been  deleted  because  of  space  limitations. 


physician’s  attention  unless  it  is  severe,  in- 
capacitating, and/or  frequent.  An  estimated 
5 to  10  per  cent  of  the  population  have  or 
have  had  migraine. 

Onset  of  migraine  is  usually  in  adoles- 
cence or  young  adulthood,  although  it  can 
occur  first  during  early  childhood  or  late 
middle  age.  Motion  sickness  or  cyclical  vom- 
iting in  children  may  foreshadow  later  mi- 
graine, and,  as  in  all  migraine  sufferers, 
headaches  become  more  frequent  and  severe 
in  times  and  situations  of  stress.  More  women 
than  men,  and  more  urban  than  rural  dwel- 
lers, have  migraine,  but  no  social  class  or  age 
group  is  immune. 

Diagnosis 

Investigation  of  headache  should  begin 
with  a careful  history  and,  generally,  a long 
history  of  headache  points  to  vascular  and 
sustained  muscle  - contraction  mechanisms, 
rather  than  to  intracranial  mass  or  inflamma- 
tory lesions.  However,  when  headaches  are 
associated  with  syncope,  persistent  neurologic 
abnormalities,  periods  of  confusion,  or  stiff 
neck,  the  possibility  of  intracranial  pathology 
must  be  considered. 

In  routine  examinations,  we  include  uri- 
nalysis, complete  blood  count  and,  frequently, 
roentgenography  of  head  and  neck;  electro- 
encephalograms are  done  routinely  in  chil- 
dren. Only  if  organic  dysfunction  is  suspected 
do  we  require  further  procedures  as  arterio- 
grams, pneumoencephalograms,  lumbar  punc- 
ture, myelograms,  muscle  and  arterial  biopsy. 
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nasopharyngoscopy,  or  further  ophthalmolo- 
gic evaluation. 

A useful  classification,  based  on  experi- 
mental and  clinical  data,  divides  vascular 
headache  of  migraine  type  into  five  cate- 
gories: 

1.  Classic  migraine;  The  headache  is  peri- 
odic and  recurrent,  and  familial  and  person- 
ality factors  assume  great  importance  in  its 
pathogenesis.  Prodromata  are  sharply  defined 
and  neurologic;  they  are  contralateral  and 
usually  visual,  but  may  be  motor  or  sensory. 
Pain  is  unilateral  and  throbbing,  lasting  from 
four  to  six  hours  and  often  spreading  to  other 
parts  of  the  head  in  later  stages.  Anorexia, 
nausea,  and  vomiting  are  concomitant  symp- 
toms. Classic  migraine  is  seen  infrequently, 
occurring  in  about  10  per  cent  of  migraine 
patients  (Fig.  1). 
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Fig.  1. 


2.  Common  migraine.  Prodromata  of  com- 
mon migraine  are  vague  and  may  precede 
the  attack  by  several  hours  or  days;  they 
include  disturbances  of  psyche,  gastrointesti- 
nal tract,  or  fluid  balance.  The  actual  head- 
ache episode  is  long  (hours  to  days),  with 
a stead,  unilateral  aching  or  throbbing  pain. 
Nausea,  vomiting,  fatigue,  chills,  localized  or 
general  edema,  and  diuresis  occur,  often  with 
nasal  signs  which  may  lead  the  physician  to 
believe  that  the  nasal  involvement  is  the 
cause  of  headache.  This  type  of  migraine  is 
frequent  (Fig.  2). 
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Fig.  2. 


3.  Cluster  migraine:  Headache  in  cluster 
migraine  occurs  in  a series  of  closely  spaced 
attacks  with  remissions  of  months  or  even 
years.  Prodromata  are  uncommon — the  pain 
may  occur  suddenly  and  awaken  the  patient 
after  an  hour  or  two  of  sleep.  Congestion, 
tearing,  nasal  stuffiness,  and  occasionally 
ptosis  and  miosis  follow,  sometimes  with  uni- 
lateral or  bilateral  sweating.  After  20  to  90 
minutes  pain  stops  as  suddenly  as  it  began. 
Cluster  migraine  is  most  common  in  older 
men  (Fig.  3). 
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Fig.  3. 


4.  Hemiplegic  and  ophthalmoplegic  head- 
ache: Moderate,  unilateral  head  pain,  with 
extra-ocular  muscle  palsies  involving  the 
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third  cranial  and  other  oculomotor  nerves,  oc- 
curs in  ophthalmoplegic  headache.  In  the 
hemiplegic  headache  complex  there  is  hemi- 
paresis  or  even  hemiplegia.  In  both  types, 
neurologic  phenomena  may  persist  for  con- 
siderable time  after  headache  has  gone,  and 
permanent  third-nerve  damage  can  occur 
after  frequent  attacks.  These  headaches  are 
rare. 

5.  Lower-half  headache:  Pain  of  the  head- 
ache of  this  fifth  type  occurs  in  the  lower 
face,  is  unilateral,  periodic,  recurrent,  and, 
often,  nocturnal.  Such  lower-half  headaches 
resemble  typical  and  atypical  neuralgias  in 
some  instances. 

Another  suggested  form  of  migraine  is 
basilar  artery  migraine.  The  syndrome  oc- 
curs in  the  younger  age  group  (adolescence 
to  35  years  of  age),  predominantly  females, 
with  positive  family  history  in  over  75  per 
cent  of  patients.  The  first  symptom  is  usually 
visual,  varying  from  partial  to  total  loss  of 
vision.  This  is  followed  by  vertigo,  ataxia  of 
gait,  dysarthria,  and  occasionally  tinnitus, 
though  not  necessarily  in  that  sequence.  Sen- 
sory manifestations  consist  of  tingling,  numb- 
ness in  the  periphery  of  extremities,  lips,  and 
tongue.  Such  symptoms  last  from  two  to  45 
minutes  and  are  followed  by  a severe  throb- 
bing occipital  headache  associated  with  vom- 
iting. At  other  times  the  more  usual  common 
migraine  occurs.  Between  attacks,  patients 
are  symptom-free,  with  a feeling  of  relative 
well-being.  Vertebral  angiograms  in  these 
patients  are  normal. 

Although  migraine  is  usually  a benign 
disorder,  such  headaches  may  also  be  a mask 
for  a serious  psychologic  disturbance  and 
may  incapacitate  the  individual’s  ability  to 
function.  Occasionally  an  attack  precipitates 
major  or  minor  vascular  accidents.  These 
include  infarction  or  thrombosis  of  cerebral 
or  retinal  structures  as  a sequalae  of  the 
vasoconstrictor  phase,  or  hemorrhage  result- 
ing from  rupture  or  diapedsis  of  the  intra- 
cranial or  extracranial  vessels  occurring  dur- 
ing the  phase  of  vasodilatation. 

Although  Charcot  noted  that  transient 
neurologic  disturbances  of  migraine  could 
become  permanent,  recent  reports  (using  ar- 
teriography and  excluding  aneurysm  and 


malformations)  have  indicated  that  perma- 
nent neurologic  structural  damage  may  be 
associated  with  migraine.  Lesions  of  the 
retina,  cerebral  hemispheres,  and  brain  stem 
have  been  found.  Age  incidence  of  such  posi- 
tive histories  was  below  the  usual  onset  of 
cerebral-vascular  disease.  The  occipital  cor- 
tex is  usually  the  area  most  frequently  af- 
fected. 

The  relationship  between  migraine  and 
cerebral  aneurysms  must  be  considered  in 
that  migraine  and  long  standing  recurrent 
headaches  occur  in  from  10  to  40  per  cent  of 
persons  with  subarachnoid  hemorrhage.  It  is 
probable  that  factors  that  raise  systemic 
arteriovenous  blood  pressure  during  an  at- 
tack may  precipitate  intracranial  hemorrhage. 

Mechanism 

Understanding  of  the  mechanism  of  mi- 
graine is  important  in  treatment  and  in  dif- 
ferential diagnosis  of  head  pain  from  other 
causes.  The  same  mechanisms  seem  to  be 
operative  in  each  of  the  five  categories  of 
migraine.  Generally,  prodromata  of  most  mi- 
graine headaches  are  presumed  to  be  caused 
by  vasoconstriction  of  cerebral  blood  vessels 
which  produce  a state  of  ischemia  in  certain 
neurons.  With  the  actual  attack,  there  occurs 
arterial  and  arteriolar  dilatation  of  the  cranial 
vessels,  local  tissue  changes,  an  increase  in 
the  number  of  patient  capillaries,  edema,  and 
tenderness,  all  contributing  to  the  total  pic- 
ture of  the  migraine  syndrome.  Clinically, 
these  can  be  observed  and  studied — arterial 
dilatation  by  plethysmography  in  the  scalp 
and  forehead,  arteriolar  dilatation  and  capil- 
lary number  increase  (during  a frontotem- 
poral headache)  by  a slit-lamp  in  the  bulbar 
conjunctivae,  and  blood  flow  in  the  capil- 
laries by  radioactive  isotope  technic.  Mech- 
anism of  local  tissue  change  is  thought  to  be 
due  to  the  release  of  a polypeptide,  neurokin- 
in, which  has  the  capacity  to  induce  arteri- 
olar dilatation  and  edema  and  to  cause  re- 
versible tissue  damage.  The  highly  localized 
nature  of  these  tissue  changes  suggests  that 
they  are  of  neurogenic  origin. 

If  vascular  headache  is  prolonged,  “mus- 
cle-contraction” pain  may  occur,  attributable 
to  sustained  contraction  of  muscles  of  neck 
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or  scalp.  In  general,  pain  of  migraine  is  trans- 
mitted to  consciousness  by  way  of  the  trigem- 
inal, the  glossopharyngeal,  vagus,  and  three 
upper  cervical  nerves.  Vasodilator  fibers  may 
be  carried  by  sympathetic  vasodilator  neu- 
rons originating  in  the  motor  cortex  or  by 
cholinergic  vasodilator  fibers  in  the  facial 
nerve.  Either  or  both  could  initiate  the  cra- 
nial vasodilatation  and  local  biochemical 
changes  that  cause  migraine. 

Clinically,  there  is  evidence  that  most 
vascular  headaches  arise  from  extracranial 
structures.  These  headaches  are  not  affected 
by  raising  the  intracranial  pressure  to  800 
mm.  of  water;  they  may  be  abolished  by  man- 
ual pressure  or  procainization  of  the  main 
surface  artery  causing  pain;  and  any  measure 
which  lowers  cranial  arterial  pressure  will 
temporarily  decrease  the  intensity  of  these 
headaches. 

Differential  diagnosis 

Classic  and  common  migraine  must  be 
differentiated  from  intracranial  lesions  which 
produce  headaches  simulating  those  of  mi- 
graine; these  include  vascular  malformation, 
aneurysm,  and  other  expanding  lesions  (Figs. 
4-6).  In  older  patients,  head  pain  from  tem- 
poral arteritis,  carotid  and  basilar  insuffi- 
ciency, and  glaucoma  must  be  considered 
(Figs.  7-9).  Other  types  of  recurrent  head- 
ache which  can  masquerade  as  migraine  in- 
clude those  associated  with  allergy,  hyper- 
tension, polycythemia,  anxiety  states,  and  de- 
pressive illness. 

Cluster  headaches  and  lower-half  head- 
ache may  simulate  allergic  headache,  head- 
ache associated  with  acute  sinusitis,  and  cer- 
tain atypical  and  typical  neuralgias.  Various 
conditions  including  intracranial  aneurysm, 
tumors  of  and  about  the  third  cranial  nerve, 
basilar  leptomeningitis,  diabetes  mellitus, 
and  myasthenia  gravis  may  produce  signs  and 
symptoms  similar  to  those  seen  in  opthalmo- 
plegic  migraine. 

Therapy 

In  treatment  of  migraine  headaches,  ob- 
jectives are  twofold — to  control  the  discom- 
fort of  the  immediate  attack  and  to  relieve 
the  underlying  cause,  thereby  preventing  or 
at  least  reducing  the  number  of  subsequent 
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attacks.  If  migraine  attacks  are  infrequent, 
an  elaborate  program  of  management  is  un- 
necessary and  treatment  is  symptomatic. 

Chemotherapy:  For  symptomatic  relief  of 
all  types  of  migraine,  our  choice  is  ergotamine 
tartrate.  Although  this  drug  has  a variety  of 
pharmacodynamic  actions,  the  one  involved 
in  effective  treatment  of  migraine  is  probably 
its  vasoconstrictive  effect  on  smooth  muscles 
of  blood  vessels.  Presumably,  caffeine  poten- 
tiates the  action  of  ergotamine  and  is  often 
included  in  treatment.  Other  compounds 
which  reduce  side  effects  of  ergotamine  and 
control  other  symptoms  of  the  migraine  at- 
tack are  useful.  Antiemetics  are  helpful  in 
preventing  nausea,  while  sedatives  are  of 
value,  especially  with  children.  These  drugs 
can  be  given  by  inhalation,  sublingual,  oral, 
rectal,  or  parenteral  routes.  We  have  found 
rectal  suppositories,  combining  ergotamine, 
caffeine,  and  an  antispasmodic  or  antiemetic, 
effective  in  treatment  of  common  and  classic 
migraine.  In  cluster  headache,  where  head- 
ache is  short  lived,  best  results  are  usually 
obtained  with  ergotamine  or  dihydroergota- 
mine  parenterally  or  by  aerosol  inhalation. 

Administration  of  medication  early  in  at- 
tack and  in  adequate  doses  is  important. 
Therapeutic  failures  are  usually  due  to  too 
small  a dose  given  too  late.  Errors  in  therapy 
result  from  lack  of  knowledge  of  drug 
use,  ranging  from  undue  fear  of  its  dangers 
to  recklessness  in  administration.  It  should 
be  noted  that  not  only  do  physiologic  effects 
of  ergot  vary  from  person  to  person  but, 
depending  upon  the  physiologic  state  of  the 
patient,  they  vary  in  the  same  person.  Be- 
cause of  its  vasoconstrictive  power,  ergota- 
mine should  not  be  given  to  patients  who 
have  or  are  suspected  to  have  peripheral, 
cerebral,  or  coronary  vascular  disease.  It  is 
also  contraindicated  in  patients  with  liver 
disease,  renal  damage,  hypertension,  preg- 
nancy, septic  states,  and  cachexia.  In  the 
late  stages  of  migraine,  analgesics  and  seda- 
tives are  sometimes  helpful  if  the  headache 
has  persisted  long  enough  for  the  blood 
vessels  to  become  firm  and  tortuous.  Occa- 
sionally, relief  is  secured  by  100  per  cent 
oxygen  inhalation  or  by  procaine  infiltration 
of  the  affected  artery. 
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Prophylactic  therapy:  Use  of  such  drugs 
as  tranquilizers,  psychic-energizers,  and  hor- 
mones may  produce  temporary  reduction  of 
frequency  and  severity  of  migraine  attacks. 
Anticonvulsant  drugs,  such  as  Dilantin,  have 
been  successful  in  only  a few  patients  who 
have  a family  history  heavily  weighted  with 
migraine,  epilepsy,  or  both,  who  give  a his- 
tory of  aphasia,  hemiplagia,  or  paresthesias 
before  or  during  the  headache  attack,  and 
who  reveal  an  abnormal  electroencephalo- 
gram with  spiked  patterns. 

Methysergide  maleate  has  been  used  for 
over  three  years  as  an  effective  agent  in 
interim  treatment  of  migraine,  but  it  cannot 
terminate  a headache  already  present.  It 
probably  has  a dual  action  centrally  modulat- 
ing vasomotor  function  and  peripherally  po- 
tentiating vasoconstrictive  responses  of  cra- 
nial blood  vessels  to  catecholamines  (en- 
dogenous or  exogenous) . The  degree  of  blood 
vessel  response  is  thus  reduced  with  subse- 
quent reduction  in  headache  frequency  and 
intensity.  Dosage  varies  with  the  individual 
patient  but  is  usually  6 mg.  or  3 tablets  daily. 
Some  adjustments  may  be  necessary  to  con- 
trol side  effects,  which  include  nausea,  dizzi- 
ness, epigastric  distress,  lethargy,  restlessness, 
and  leg  pains  (order  of  frequency).  Pres- 
ence of  severe  peripheral  vascular  effects 
(change  in  color,  loss  of  pulse,  edema,  etc.) 
makes  the  immediate  discontinuation  of  the 
drug  imperative.  Active  peptic  ulcer,  preg- 
nancy, peripheral  vascular  disease,  thromo- 
phlebitis,  severe  hypertension,  advanced  cor- 
onary disease,  and  renal  disease  contraindi- 
cate use  of  methysergide.  In  a recent  study 
(Friedman  and  Elkind)  methysergide  re- 
duced the  frequency  of  headache  attacks  in 
64  per  cent  of  all  migraine  patients  treated 
with  this  drug. 

Psychological  treatment:  Psychotherapy  is 
often  the  most  important  prophylaxis,  and 
therefore  it  is  necessary  to  understand  the 
psychology  of  the  typical  migraine  patient. 
However,  while  personality  features  of  the 
migraine  patient  are  important  psychologi- 
cally, there  is  no  definite  “migraine  person- 
ality type.”  The  majority  of  patients  with 
migraine  who  come  to  psychiatrists  are  from 
families  who  take  pride  in  attainment.  They 
follow  rigid  norms  of  behavior  which  deny 


the  expression  of  aggressive  or  demonstra- 
tive feelings.  Any  feeling  of  resentment  or 
hostility  toward  a parent  or  another  respect- 
ed or  loved  person  tends  to  be  deeply  rejected 
or  repressed.  Thus  there  is  a conflict,  with 
associated  anxiety,  over  inevitably  emerging 
hostilities,  along  with  a need  to  maintain 
family  standards  in  order  to  continue  desired 
relationships.  This  forms  the  basis  which  trig- 
gers the  headache. 

If  one  looks  at  situations  in  which  head- 
aches occur  and  reoccur,  and  their  psycho- 
logic significance  to  the  patient,  it  is  usually 
apparent  that  these  headaches  are  related  to 
psychologic  emotional  stress.  As  a broad  gen- 
eralization, the  migraine  patient  is  of  a com- 
pulsive, rigid,  or  perfectionist  nature.  Envi- 
ronmental stress — at  home,  at  work,  or  in 
social  situations — may  bring  about  more  ten- 
sion or  anxiety  than  the  patient  can  endure. 
If  the  physician,  working  with  the  patient, 
can  help  him  understand  and  perhaps  correct 
some  of  these  psychologic  factors,  headache 
attacks  may  decrease. 

On  a somewhat  more  difficult  level,  the 
patient’s  conflicts  must  be  ventilated.  Often 
these  are  wholly  or  partly  unconscious;  the 
patient  is  not  aware  that  he  is  made  tense 
and  anxious  by  ambivalent  feelings  of  com- 
bined admiration  and  hostility  toward  a boss, 
spouse,  parent  or  child.  However,  these  feel- 
ings must  be  explored  and  the  patient  re- 
assured that  there  is  nothing  unworthy  or 
disgraceful  about  them.  Unless  the  physician 
is  trained  for  more  intensive  psychotherapy, 
he  should  not  attempt  to  probe  deeply  into 
unconscious  emotional  conflicts.  In  some 
cases,  intensive  psychiatric  treatment  will 
be  necessary  to  effect  improvement  in  the 
patient’s  condition. 

Indications  for  surgery:  In  general,  surgi- 
cal treatment  of  migraine  is  contraindicated 
except  in  selected  cases  and  in  these  any 
therapeutic  success  is  usually  transitory.  Sur- 
gery includes  interruption  of  various  extra- 
cranial and  middle  meningeal  arteries  and 
their  accompanying  nerves,  and  alcohol  in- 
jection or  section  of  branches  of  the  trigemi- 
nal nerve. 

Status  migrainous 

In  treatment  of  a migraine  status,  i.e., 
continuous  migraine  headache,  the  patient 
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should  be  hospitalized  for  usually  two  to  six 
weeks.  Withdrawal  of  excessive  amounts  of 
drugs,  especially  ergot  derivatives,  barbitu- 
rates, and  narcotics,  must  be  done  slowly  and 
with  care.  Tranquilizers  may  be  used  as  tem- 
porary replacement,  although  in  patients  who 
have  not  received  barbiturates.  Sodium  Amy- 
tal (amobarbital)  or  Thorazine  (chloropro- 
mazine  hydrochloride)  can  be  used  intra- 
muscularly or  intravenously.  Lost  body  fluids 
and  electrolytes  should  be  replenished  by 
clysis  or  intravenous  injection.  The  patient 
should  be  kept  in  a quiet  room,  given  ade- 
quate nutrition  and  supportive  vitamins,  and 
should  have  all  physical  disabilities  correct- 
ed. In  some  resistant  patients,  steroid  therapy 
for  several  weeks  may  be  helpful.  After  this 
first  phase,  supportive  psychotherapy,  occu- 
pational therapy,  and  gradual  exercises  are 


instituted.  In  some  cases  more  formal  psycho- 
therapy, including  re-education  and  environ- 
mental manipulation,  should  be  initiated. 

Conclusions 

In  general,  migraine  is  a benign  condition, 
but  the  individual  with  severe  and  frequent 
attacks  may  be  a partial  invalid.  There  are 
also  indications  that  persons  with  such  at- 
tacks may  occasionally  develop  cerebral  in- 
farcts, hemorrhage,  and  permanent  neuro- 
logic defect.  Recurrent  migraine-like  head- 
aches may  be  an  ominous  sign  of  underlying 
structural  disease.  Chemotherapy,  aimed  to 
prevent  or  to  alleviate  attacks,  is  the  treat- 
ment of  choice,  plus  psychotherapy  if  psycho- 
logic evaluation  indicates  that  the  patient 
will  benefit  from  it.  • 


Ventricular  septal  defects* 

Thomas  F.  Green,  M.D.,  Irving  Kass,  M.D.,  and  Murray  S.  Hoffman,  M.D.,  Denver 


A report  of  two  cases  illustrating 
variations  in  the  natural  history  of 
ventricular  septal  defects. 

Since  the  advent  of  technic  of  cardiac  cathe- 
terization it  has  become  increasingly  appar- 
ent that  defects  of  the  ventricular  system 
may  cause  a wide  variety  of  clinical  and 
hemodynamic  patterns.  Earlier  concepts  that 
ventricular  septal  defects  were  relatively  be- 
nign lesions  followed  Roger’s  original  clinical 
description  of  such  congenital  anomaly.  More 
recent  reports  describing  serial  cardiac  cathe- 
terization of  the  patient  have  provided  fur- 
ther knowledge  of  the  natural  history  of 
ventricular  septal  defects. 

•From  the  Division  of  Clinical  Medicine,  National  Jewish 
Hospital  at  Denver.  Dr.  Kass  is  Coordinator  for  Medical 
Education:  Dr.  Green  was  formerly  Chief  Resident  in  Cardiol- 
ogy; and  Dr.  Hoffman  is  Chief  of  Cardiology  at  National 
Jewish  Hospital,  Denver. 


This  paper  presents  two  cases  illustrating 
variations  in  the  course  of  ventricular  septal 
defects  and  reviews  the  recent  medical  liter- 
ature concerning  the  natural  history  of  such 
malformations. 

CASE  REPORTS 

Case  1 : A five-year-old  white  girl,  born  after 
eight  months  gestation,  with  birth  weight  five 
pounds  14  ounces,  at  age  six  weeks  had  the  first 
episodes  of  cyanosis  and  shortness  of  breath.  At 
age  of  two  months  she  was  hospitalized  for  con- 
gestive failure,  and  treatment  with  digitalis  was 
initiated.  Between  ages  of  four  months  and  one 
year  she  had  several  respiratory  infections.  Her 
growth,  development  and  activity  after  the  first 
year  were  on  the  same  scale  as  those  of  her  normal 
siblings.  At  two  and  one-half  years  of  age,  she  was 
admitted  to  the  National  Jewish  Hospital  for  car- 
diac evaluation.  Only  complaint  at  that  time  was 
poor  appetite. 

Physical  examination  revealed  an  underdevel- 
oped girl  with  no  apparent  cyanosis.  She  weighed 
211/2  pounds  and  was  31%  inches  tall.  Examination 
of  the  heart  revealed  hyperactivity  of  anterior 
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precordium  and  left  ventricular  thrust  on  palpa- 
tion. No  shocks  or  thrills  were  present.  Anterior 
chest  wall  was  slightly  prominent  but  symmetrical. 
On  auscultation,  a grade  three  (on  a six  grade 
basis)  harsh  systolic  murmur  was  audible  over 
the  entire  precordium,  with  its  maximum  intensity 
centered  at  the  third  left  intercostal  space.  Pul- 
monary second  sound  was  accentuated  but  not 
reduplicated.  No  diastolic  murmur  was  heard. 
Blood  pressure  was  124/80  mm  Hg. 

Electrocardiogram  was  within  normal  limits 
(Fig.  1).  A postero-anterior  roentgenogram  (Fig. 
2)  of  the  chest  revealed  a slightly  prominent  left 
ventricle  and  pulmonary  vasculature  that  ap- 
peared moderately  engorged.  Right  heart  cathe- 
terization revealed  left  to  right  shunt  at  the 
ventricular  level,  manifested  by  approximately 
one  volume  per  cent  step-up  in  oxygen  saturation 
from  the  right  atrium  to  pulmonary  artery.  Pul- 
monary flow,  at  rest,  was  3.2  L/min/m“  and  sys- 
temic flow  was  2.6  L/min/m^  It  was  concluded 
that  this  patient  had  ventricular  septal  defect  with 
moderate  left  to  right  shunt.  No  cardiac  surgery 
was  recommended. 

I II  III  I II  III 


Fig.  1.  Aside  from  a right  axis  deviation,  the  EKG 
is  within  normal  limits. 


During  the  next  two  years  the  patient  remained 
asymptomatic.  Her  systolic  murmur  gradually  les- 
sened in  intensity,  and  became  more  characteristic 
of  an  innocent  murmur.  At  the  age  of  five  years 
she  was  in  the  third  percentile  for  her  height  and 
weight.  A grade  two  medium-pitched,  vibratory 
systolic  murmur  was  heard  along  the  left  sternal 
border,  loudest  at  the  second  left  intercostal  space, 
and  it  varied  with  her  position  and  with  respira- 
tion. Accentuation  of  the  second  sound  was  less 
than  at  the  time  of  initial  examination. 

No  significant  changes  were  noted  in  either 
electrocardiogram  or  chest  roentgenogram.  Data 


Fig.  2.  The  left  ventricle  appears  to  be  slightly 
prominent.  There  is  a moderate  engorgement  of 
the  pulmonary  vasculature. 


obtained  during  a second  right  heart  catheteriza- 
tion showed  less  of  left  to  right  shunt,  with  only 
one-half  volume  per  cent  step-up  in  oxygen  sat- 
uration at  the  right  ventricular  level.  The  pul- 
monary flow  was  3.7  L/min/m'.  The  pulmonary 
artery  and  right  ventricular  pressures  were  nor- 
mal, as  were  the  total  pulmonary  resistance  and 
pulmonary  vascular  resistance. 

Case  summary:  Congestive  heart  failure  de- 
veloped in  this  patient  at  two  months  of  age.  At 
21/2  years  of  age  clinical  diagnosis  of  ventricular 
septal  defect  with  a moderate  left  to  right  shunt 
was  confirmed  by  cardiac  catheterization.  The 
patient  was  asymptomatic  on  follow-up  examina- 
tion. Her  systolic  murmur  was  less  intense  and 
possessed  some  of  the  characteristics  of  an  inno- 
cent murmur.  Data  at  recatheterization  indicated 
a small  left  to  right  shunt,  normal  pulmonary 
artery  and  right  ventricular  pressures,  and  a nor- 
mal pulmonary  vascular  resistance.  This  would 
suggest  that  the  ventricular  septal  defect  was  be- 
coming smaller  and  perhaps  closing  spontaneously. 

Case  2.'  An  18-month-old  male  child,  born 
without  incident,  weighing  five  pounds  and  three 
ounces,  was  hospitalized  at  two  months  of  age  for 
a respiratory  infection.  A cardiac  murmur  was 
noted  then  for  the  first  time.  He  was  thereafter 
hospitalized  three  times  for  treatment  of  respira- 
tory infections  and  congestive  heart  failure  accom- 
panied by  cyanosis,  until  at  seven  months  of  age 
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he  was  admitted  to  the  National  Jewish  Hospital 
for  cardiac  evaluation. 

Physical  examination  revealed  a somewhat  un- 
derdeveloped, acyanotic  child.  Left  side  of  the 
chest  was  slightly  prominent.  A systolic  thrill  was 
felt  along  the  left  sternal  border.  Percussion  dis- 
closed a slightly  enlarged  heart.  A harsh,  grade 
four,  regurgitant,  systolic  murmur  was  heard  along 
left  sternal  border;  pulmonary  second  sound  was 
slightly  accentuated  and  moderately  split;  no  dias- 
tolic murmurs  were  heard. 

Changes  consistent  with  a right  ventricular 
hypertrophy  were  observed  on  electrocardiogram 
(Fig.  3).  A postero-anterior  roentgenogram  of  the 
chest  (Fig.  4)  showed  moderate  enlargement  of 
all  chambers  and  exaggerated  pulmonary  vascular 
markings.  Right  heart  catheterization  demonstrat- 
ed distinctive  step-up  in  oxygen  content  between 
the  midportion  and  the  out-flow  tract  of  the  right 
ventricle.  Step-up  in  oxygen  content  between  the 
right  atrium  and  the  main  pulmonary  artery  was 
3.5  volumes  per  cent.  Main  pulmonary  pressure 
was  71/25  mm  Hg;  there  was  no  systolic  gradient 
across  the  pulmonary  valve.  At  rest,  the  pulmonary 
blood  flow  was  3.8  L/min/m',  and  the  systemic 
flow  was  1.9  L/min/m^  Total  pulmonary  resistance 
was  842  dynes/sec./cm.-5.  Selective  angiograms 
showed  contrast  medium  re-entering  right  ven- 
tricle through  a defect  high  in  the  membranous 
septum.  It  was  concluded  that  the  patient  had  a 


large  ventricular  septal  defect.  Since  the  child 
appeared  to  be  improving  clinically,  no  cardiac 
surgery  was  recommended. 

During  the  ten  months  following  discharge, 
the  patient’s  condition  deteriorated  rather  marked- 
ly. He  was  hospitalized  three  times  for  pneumonia, 
and  he  had  frequent  upper  respiratory  infections. 
At  18  months  of  age  he  was  readmitted  to  the 
National  Jewish  Hospital  for  consideration  of  a 
banding  procedure  on  the  pulmonary  artery.  The 
systolic  thrill  felt  previously  along  the  left  sternal 
border  was  no  longer  present.  The  grade  four 
harsh,  obstructive  systolic  murmur  had  disap- 
peared. A grade  two,  early,  blowing  short  diastolic 
murmur  was  heard  along  the  left  sternal  border. 
However,  a right  ventricular  thrust  was  now  felt, 
and  the  pulmonary  second  sound  was  more  accen- 
tuated. No  cyanosis  was  observed  clinically. 

Electrocardiogram  revealed  an  increase  in  the 
degree  of  right  ventricular  hypertrophy  (Fig.  3). 
Postero-anterior  roentgenogram  of  chest  (Fig.  5) 
showed  normal  lung  vascularity,  somewhat  prom- 
inent right  atrium  and  right  ventricle,  and  well 
defined  pulmonary  artery  conus.  The  data  ac- 
quired at  recatheterization  of  right  heart  showed 
increase  in  pulmonary  artery  pressure  from  71/25 
mm  Hg  to  94/50  mm  Hg.  This  was  essentially 
equal  to  the  systemic  arterial  pressure.  There  was 
no  significant  step-up  in  oxygen  content  from 
right  atrium  to  pulmonary  artery.  Arterial  oxygen 
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Fig.  3.  Comparative  EKG’s  reveal  an  increase  in 
the  degree  of  right  ventricular  hypertrophy  over 
an  11-month  period  of  time. 


Fig.  4.  All  chambers  of  the  heart  appear  to  be 
moderately  enlarged  and  exaggerated  pulmonary 
markings  are  present. 
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saturation  in  the  brachial  artery  was  84  per  cent. 
With  the  patient  at  rest,  pulmonary  blood  flow 
was  calculated  at  2.6  L/min/m"'  and  systemic  flow 
was  3.1  L/min/m'-.  The  pulmonary  vascular  re- 
sistance was  markedly  elevated  (2000  dynes/sec./ 
cm. -5). 


Fig.  5.  The  right  atrium  and  right  ventricle  are 
somewhat  prominent;  there  is  a well  defined  pul- 
monary artery  conus  segment.  There  are  no  in- 
creased lung  vascular  markings. 

Case  summary:  At  the  age  of  seven  months,  this 
patient  was  admitted  to  the  hospital  with  history 
of  repeated  respiratory  infections  and  consestive 
heart  failure.  A moderately  large  left  to  right 
shunt  with  marked  pulmonary  hypertension  was 
discovered  during  cardiac  catheterization.  He  im- 
proved with  medical  management,  so  no  cardiac 
surgery  was  recommended  at  that  time.  When 
seen  again  at  18  months  of  age  he  was  definitely 
worse.  The  second  cardiac  catheterization  disclosed 
elevations  in  right  ventricular  and  pulmonary  ar- 
tery pressures  to  systemic  levels,  development  of 
a high  resistance  in  pulmonary  vasculature,  and 
reversal  of  the  direction  of  the  shunt  through  the 
defect  in  the  ventricular  septum.  This  pattern  of 
change  is  consistent  with  the  transformation  of 
a ventricular  septal  defect  into  an  “Eisenmenger 
Syndrome,”  as  described  by  Wood. 

Comment 

In  most  patients  the  natural  course  of 
ventricular  septal  defects  is  determined  by 


the  morphologic  changes  in  the  pulmonary 
vascular  bed.  Dammann  states  that  the  clin- 
ical course  and  the  prognosis  of  patients  with 
ventricular  septal  defects  are  governed  by 
the  histologic  changes  in  the  smaller  pulmo- 
nary vessels.  He  outlined  three  syndromes 
or  phases  which  may  develop  after  birth  in 
patients  with  a common  ejection  force  sec- 
ondary to  a large  ventricular  septal  defect: 
1.  Following  birth,  the  thick-walled,  small- 
lumened,  fetal  pulmonary  vessels  become 
thinner,  the  pulmonary  resistance  falls,  and 
the  pulmonary  blood  flow  increases.  This 
increase  in  pulmonary  flow  may  be  followed 
by  a high  output  failure.  2.  Following  birth, 
the  pulmonary  arteries  retain  or  regain  their 
fetal  state.  A high  pulmonary  resistance  is 
thus  retained.  The  pulmonary  and  systemic 
circulations  remain  in  balance.  3.  Fetal  pul- 
monary arteries  become  narrower  following 
progressive  medial  hypertrophy  and  intimal 
sclerosis.  Pulmonary  resistance  exceeds  sys- 
temic resistance,  and  a right  to  left  shunt 
develops.  The  second  patient  described  in  this 
report  fits  the  phase  three  category. 

The  studies  of  Heath  and  Edwards  are  in 
general  agreement  with  those  of  Dammann. 
They  describe  six  grades  of  structural  changes 
in  the  media  and  intima  of  pulmonary  ar- 
teries which  occur  whenever  there  is  chroni- 
cally elevated  pulmonary  artery  pressure.  If 
the  medial  hypertrophy  and  early  intimal 
changes  in  the  arteries  and  arterioles  are  not 
severe,  the  pulmonary  hypertension  is  largely 
reversible  immediately  after  closure  of  the 
defect.  When  the  histological  changes  are 
more  severe,  reversibility  of  the  pulmonary 
hypertension  is  not  manifested  immediately 
after  closure  of  the  defect. 

In  earlier  reports,  the  clinical  course  and 
prognosis  for  patients  with  ventricular  de- 
fects were  related  to  an  early  rise  in  the  pul- 
monary artery  pressure.  Brotmacher  and 
Campbell,  in  a review  of  75  patients  in  whom 
the  diagnosis  of  ventricular  septal  defect  was 
accepted  after  cardiac  catheterization,  and  of 
100  patients  for  whom  the  diagnosis  was  es- 
tablished on  clinical  grounds,  concluded  that 
an  elevated  pulmonary  artery  pressure  in 
infancy  or  early  childhood  is  followed  by 
both  a progressive  increase  in  the  pulmonary 
artery  pressure  and  the  development  of  a 
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significant  increase  in  pulmonary  arteriolar 
resistance.  Adams  recatheterized  30  patients 
with  a ventricular  defect,  and  he  found  that 
in  the  majority  there  was  rise  in  the  pul- 
monary artery  pressure.  He  concluded  that 
ventricular  septal  defects  were  a progressive 
malformation,  either  shortly  after  birth  or  at 
a later  age. 

Reports  published  more  recently  have  in- 
dicated that  rapidly  progressive  pulmonary 
hypertension  is  not  a common  complication 
of  ventricular  septal  defects  during  infancy 
and  early  childhood.  Stanton,  Downing,  and 
Nadas,  in  separate  studies  found  that  a ma- 
jority of  their  patients  observed  in  serial 
cardiac  catheterization  studies  showed  either 
no  change  or  a decrease  in  the  pulmonary 
artery  pressure. 

Lynfield  subjected  32  patients  with  ven- 
tricular septal  defects  to  serial  cardiac  cathe- 
terization studies.  Fourteen  patients  had  only 
a very  slight  change  in  the  pulmonary  artery 
pressure.  A decrease  in  pulmonary  artery 
pressure  was  observed  in  16  patients,  while 
in  two  patients  an  increase  was  seen  in  the 
pulmonary  artery  pressure.  All  but  three  of 
the  32  patients  had  pulmonary  hypertension 
initially  (systolic  pressure  greater  than  30 
mm  Hg).  He  noted  that  at  about  two  to  four 
years  of  age  the  pulmonary  artery  pressure 
tends  to  stabilize  at  normal  or  near  normal 
levels,  particularly  in  patients  with  mild  to 
moderate  pulmonary  hypertension  earlier  in 
life.  The  pressure  may  also  fall,  although  to 
a lesser  extent,  in  patients  with  severe  pul- 
monary hypertension. 

There  still  remain  a few  patients  with 
large  ventricular  septal  defects  and  pulmo- 
nary hypertension  in  early  life  who  show  a 
progressive  rise  in  pulmonary  artery  pres- 
sure. Their  pulmonary  vascular  resistance 
approaches  or  equals  that  found  in  the  sys- 
temic circulation.  This  results  in  a bidirec- 
tional shunt  or  a reversal  of  the  left  to  right 
shunt  as  described  in  Case  2. 

Spontaneous  closing  of  ventricular  septal 
defects  does  occur.  Evans  studied  37  patients 
with  small  ventricular  septal  defects  in  whom 
he  felt  that  the  defect  had  closed  spontane- 
ously. This  was  based  on  his  clinical  findings 
including  the  disappearance  of  the  systolic 
murmur  heard  at  the  left  sternal  border.  In 


such  cases  the  systolic  murmur  associated 
with  the  defect  had  both  a superficial  blow- 
ing quality  and  a high  frequency  vibration, 
and  usually  no  thrill  was  present.  Nadas  de- 
scribed four  patients  with  hemodynamically 
significant  ventricular  septal  defects  in  whom 
the  lesions  closed  spontaneously.  All  of  these 
patients  had  congestive  heart  failure  in  in- 
fancy. Two  of  the  patients  had  normal  oxygen 
saturations  in  the  right  side  of  the  heart 
during  repeat  cardiac  catheterization;  a de- 
creased left  to  right  shunt  was  observed  in 
the  other  two.  The  previously  elevated  pul- 
monary artery  and  right  ventricular  pressure 
had  returned  to  normal  in  all  four  patients. 

Although  rare,  there  are  patients  with  ini- 
tially uncomplicated  ventricular  septal  de- 
fects in  whom  infundibular  pulmonary  ste- 
nosis later  develops.  Clinically,  these  indi- 
viduals come  to  resemble  an  acyanotic  or  a 
cyanotic  Tetralogy  of  Fallot.  Gasul  reports 
two  such  cases.  A gradual  hypertrophic  mus- 
cular obstruction  develops  in  the  outflow 
tract  of  the  right  ventricle.  This  obstruction 
prevents  development  of  pulmonary  hyper- 
tension while  the  rise  in  the  right  ventricular 
pressure  reduces  the  volume  of  the  left  to 
right  shunt  through  the  defect,  or  may  even 
reverse  the  direction  of  flow.  Lynfield  has 
found  hypertrophy  of  the  crista  supraven- 
tricularis  to  be  the  apparent  cause  of  the 
infundibular  stenosis  in  three  such  patients. 

The  two  cases  reported  in  this  communi- 
cation exemplify  two  of  the  aforementioned 
variations  that  can  occur  with  ventricular 
septal  defects.  In  the  first  case,  clinical  evi- 
dence and  cardiac  catheterization  data  indi- 
cate that  the  defect  has  become  smaller  and 
is  probably  closing  spontaneously.  In  the  sec- 
ond case,  a progressive  rise  in  the  pulmonary 
artery  pressure,  accompanied  by  an  increased 
pulmonary  vascular  resistance,  reversed  the 
direction  of  flow  through  the  ventricular  sep- 
tal defect. 

As  the  natural  history  of  ventricular  sep- 
tal defects  becomes  better  known  and  docu- 
mented, it  is  hoped  the  selection  of  patients 
as  well  as  the  optimum  time  for  surgical  cor- 
rection of  the  defect  may  be  more  accurately 
determined.  There  is  a need  for  serial  evalu- 
ation of  patients  with  ventricular  septal  de- 
fects to  be  continued  beyond  the  first  few 
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years  of  life.  It  seems  important  to  establish 
whether  or  not  there  is  a later  phase  of  rising 
pulmonary  artery  pressure  in  those  patients 
in  whom  the  course  of  disease  during  the 
first  four  or  five  years  of  life  is  stable  or 
relatively  benign. 

Finally,  for  precise  evaluation  of  the  clin- 
ical course  of  patients  with  ventricular  septal 
defects,  it  is  necessary  to  know  the  pressures 
in  the  pulmonary  artery  and  right  ventricle, 
the  volume  of  pulmonary  blood  flow,  and  the 
pulmonary  vascular  resistance  which  is  a 
resultant  of  the  preceding  variables.  Serial 
evaluations  are  essential,  including  repeat 
cardiac  catheterizations,  to  establish  whether 
or  not  the  patient  is  showing  progressive  de- 
terioration, has  a stable  condition,  or  is  im- 
proving. 

In  a majority  of  patients,  clinical  improve- 
ment is  reflected  in  the  hemodynamic  data. 
In  some  patients,  however,  a transient  clinical 
improvement  may  occur  despite  adverse  he- 


modynamic changes.  This  can  occur  when 
the  degree  of  left  to  right  shunt  across  the 
defect  is  reduced  following  either  a progres- 
sive elevation  of  pulmonary  artery  pressure 
and  an  increasing  pulmonary  vascular  re- 
sistance, or  the  development  of  an  infundibu- 
lar obstruction  in  the  right  ventricular  out- 
flow tract. 

Summary 

Two  case  histories  and  a review  of  the 
relatively  recent  medical  literature  of  pa- 
tients with  ventricular  septal  defects  are 
presented  to  illustrate  the  variations  that  can 
occur  in  the  natural  course  of  this  congenital 
malformation,  and  the  relevance  of  these 
variations  to  the  selection  of  patients  for 
surgical  correction  as  such.*  • 

•The  authors  wish  to  acknowledge  the  collaboration  of  the 
Department  of  Cardiopulmonary  Physiology,  Division  of  Re- 
search and  Laboratories,  National  Jewish  Hospital  at  Denver, 
in  the  performance  of  the  cardiac  catheterizations  of  the 
patients  described  in  this  communication. 


Announcement 

The  University  of  Colorado  School  of  Medicine  announces  the  third  Cochems  Competition,  funds  for 
which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems.  A prize  of  $2500  will  be  awarded 
to  the  author  of  the  best  paper  in  the  field  of  “Thrombophlebitis  and  Basic  Vascular  Problems.” 

The  competition  is  open  to  all  persons  holding  the  M .D.  degree  and  entries  must  be  received,  in  triplicate, 
on  or  before  November  15,  1964.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who 
are  subject  to  U.  S.  income  tax  regulations. 

The  Colorado  National  Bank  of  Denver,  Trustees  under  the  will  of  Jane  Nugent  Cochems,  has  requested 
the  Dean  of  the  University  of  Colorado  School  of  Medicine  to  conduct  the  competition.  Decisions  of  the 
judges  are  final,  and  they  may  elect  at  their  discretion  not  to  award  the  prize.  The  judges  are  Dr.  Michael 
E.  DeBakey,  Baylor  University,  and  Dr.  Sol  Sherry,  Washington  University  in  St.  Louis. 

Papers  submitted  in  the  competition  may  not  be  published  until  after  the  winner  has  been  announced 
early  in  1965.  At  that  time,  the  winning  paper  and  all  others  may  be  published  at  the  discretion  of  indi- 
vidual authors.  It  should  be  noted,  however,  that  sponsors  and  judges  of  the  competition  will  not  assume 
any  responsibility  for  submitting  manuscripts  for  publication  nor  for  any  costs  incident  thereto.  The  win- 
ning paper,  if  published,  must  carry  the  designation,  “Awarded  the  Jane  Nugent  Cochems  Prize.” 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regarding  length  or  format 
of  the  manuscript,  joint  authorship,  or  inclusion  of  such  materials  as  pictures,  charts,  figures,  etc.  It  is  not 
required  that  the  paper  include  results  of  original  experimental  work,  nor  that  it  be  based  on  personal  clini- 
cal experience.  It  is  suggested  that  all  manuscripts  be  typed  with  double  spacing  and  be  submitted  in  a 
folder  or  cover.  Papers  will  be  judged  on  originality,  content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr.  John  /.  Conger,  Vice 
President  for  Medical  Affairs,  and  Dean,  School  of  Medicine,  University  of  Colorado  Medical  Center,  4200 
E.  Ninth  Ave.,  Denver,  Colorado  80220. 
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Esophageal  hiatal  hernia* 


Symptomatic  variables  and  newer  methods  of  evaluation 

Maurice  L.  Kelley,  Jr.,  M.D.,  Rochester,  New  York 


Intra-esophageal  manometric  studies  are 
useful  in  diagnosis  of  hiatal  hernia  and 
are  valuable  in  evaluating  treatment 
because  they  demonstrate  underlying 
pathophysiologic  mechanisms. 

Esophageal  hiatal  hernia  is  a common  entity 
which  may  be  either  asymptomatic  or  re- 
sponsible for  a variety  of  symptoms,  some  of 
them  puzzling.  It  is  often  difficult  to  decide 
whether  anterior  chest  pain,  heartburn,  dys- 
phagia, belching,  cough  and  choking  sensa- 
tions, and  other  complaints,  are  due  to  hiatal 
hernia  or  to  some  other  disorder.  The  purpose 
of  this  report  is  to  review  methods  available 
for  diagnosis  and  evaluation  of  hiatal  hernia 
and  associated  esophageal  dysfunction  and 
to  discuss  recent  investigations  of  patho- 
physiology of  symptoms  originating  in  the 
lower  esophageal  segment. 

Exact  incidence  of  hiatal  hernia  is  not 
known  as  it  varies  with  age  of  patients 
studied,  presence  of  gastrointestinal  symp- 
toms, and  diligence  of  search  for  it.  Hernia 
can  be  demonstrated  in  8 to  10  per  cent  of 
patients  in  whom  a careful  x-ray  examination 
of  esophagus  and  stomach  is  performed.  In- 
cidence is  considerably  increased  in  over- 
weight individuals  and  in  persons  over  age 
50.  It  is  more  frequent  in  women. 

It  is  customary  to  classify  hiatal  hernia 
as  follows: 

1.  Sliding  hiatal  hernia — gastroesophageal 

•Presented  at  the  60th  Annual  Session  of  the  Wyoming  State 
Medical  Society,  Jackson  Lake  Lodge,  August  30,  1963.  From 
the  Department  of  Medicine  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry,  Rochester,  New  York.  The 
author  is  Associate  Professor  of  Medicine.  A list  of  twelve 
references  has  been  omitted  because  of  space  limitations. 

Observations  regarding  intraluminal  manometric  studies  of 
the  lower  esophagus  were  made  with  the  support  of  Research 
Grant  AM-04097  from  the  National  Institutes  of  Arthritis  and 
Metabolic  Diseases. 


junction  is  above  the  level  of  the  diaphragm 
but  can  move  down  to  or  below  the  level  of 
esophageal  hiatus.  Abdominal  esophagus  and 
a portion  of  stomach  prolapse  through  the 
hiatus  into  the  chest. 

2.  Paraesophageal  hiatal  hernia — gastro- 
esophageal junction  retains  its  normal  posi- 
tion and  a portion  of  stomach  herniates 
through  the  hiatus  beside  or  around  esopha- 
gus. 

3.  Short  esophagus  hiatal  hernia — because 
of  congenital  or  acquired  shortening  of 
esophagus,  part  of  stomach  is  pulled  up  into 
chest,  producing  a partial  thoracic  stomach 
and  gastroesophageal  junction  is  fixed  above 
the  diaphragm. 

Closing  mechanism  between 
esophagus  and  stomach 

Great  effort  has  been  expended  in  at- 
tempts to  work  out  normal  anatomic  radio- 
graphic  and  intraluminal  pressure  character- 
istics of  the  lower  esophagus  and  gastro- 
esophageal junctional  area.  Several  factors 
appear  concerned  with  the  closing  mecha- 
nism between  stomach  and  esophagus.  These 
include  the  oblique  angle  at  which  esophagus 
joins  stomach,  the  pinchcock  action  of  the 
diaphragm  and,  probably  the  most  important, 
the  so-called  gastroesophageal  sphincter. 

Although  no  anatomic  sphincter  exists  at 
gastroesophageal  junction,  a zone  of  increased 
pressure  can  be  demonstrated  in  this  area 
by  stepwise  withdrawal  of  tiny  pressure  de- 
tecting devices  from  stomach  into  esophagus. 
This  physiologic  sphincter  is  3 or  4 cms.  in 
length  and  under  normal  conditions  exerts 
basal  pressures  of  10  to  30  cms.  of  water  as 
detected  by  a tiny  water-filled  tube  connect- 
ed to  a transducer.  This  band  of  elevated 
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pressure,  produced  by  circularly  disposed 
smooth  muscle  fibers,  interposed  between  the 
stomach  and  esophagus  constitutes  an  effec- 
tive barrier  against  reflux  of  gastric  contents. 

With  swallowing,  pressures  in  the  sphinc- 
ter normally  decline  rapidly  (relaxation), 
and  sphincter  stays  open  until  the  arrival 
of  the  peristaltic  wave  from  body  of  the 
esophagus.  This  passes  through  the  sphinc- 
teric  zone  as  a contraction,  following  which 
the  sphincter  resumes  its  resting  tone.  In 
hiatal  hernia  both  the  resting  and  deglutitive 
pressure  characteristics  of  the  sphincter  may 
be  adversely  effected,  possibly  by  superior 
displacement  and  excessive  mobility  of  the 
zone. 

Symptoms  associated  with  hiatal  hernia 

When  the  gastroesophageal  junction  is 
displaced  above  the  diaphragm,  sphincteric 
mechanism  may  be  impaired  or  lost,  resulting 
in  incompetency.  Substernal  burning  follow- 
ing meals  and  after  lying  down,  particularly 
at  night,  suggests  an  incompetent  cardia  re- 
sulting in  reflux  of  acid  gastric  juice  into 
esophagus.  Esophagitis  results  if  reflux  is 
frequent  and  stomach  produces  excessive 
amounts  of  acid.  Regurgitation  of  gastric  con- 
tents into  the  mouth  with  belching,  leaning 
forward  or  straining  is  another  reflection 
of  incompetency  of  gastroesophageal  closing 
mechanism.  Some  individuals  may  awaken 
during  the  night  with  a mouthful  of  juice 
and  partially  digested  food  which  has  spon- 
taneously been  regurgitated. 

A mechanical  type  of  discomfort  may  oc- 
cur in  hiatal  hernia  patients  which  is  ex- 
perienced as  a dull,  aching  or  squeezing  pain 
in  the  epigastric  or  sub-sternal  areas.  This 
often  develops  after  eating,  with  bending 
forward,  or  during  physical  exertion,  and 
may  be  due  to  “pinching”  of  the  herniated 
portion  of  the  stomach  at  or  just  above  the 
esophageal  hiatus.  Standing  erect  and  hyper- 
extending the  spine  often  produces  relief. 

Dull,  burning  discomfort  beneath  the  xi- 
phoid, aggravated  by  eating,  can  occur  when 
gastritis  develops  in  the  portion  of  stomach 
which  slides  up  and  down  through  the  hiatus. 
Swallowed  food  may  feel  as  if  it  “passes  over 
a tender  spot”  in  such  a situation. 

Another  type  of  pain,  experienced  by 


some  patients,  is  a more  severe  aching  steady 
pain  in  the  substernal  area,  which  may  radi- 
ate through  to  back,  upward  into  neck  and 
jaws,  transversely  to  anterior  chest,  or  to 
shoulder.  This  is  secondary  to  so-called  dif- 
fuse spasm  of  the  esophagus  in  which  simul- 
taneous, sustained,  and  prolonged  contrac- 
tions develop;  an  abnormal  motor  response. 
Irritability  resulting  from  reflux  esophagitis 
is  probably  the  etiologic  factor.  The  pain,  be- 
cause of  its  severity,  radiation  and  location, 
may  mimic  that  of  coronary  artery  disease, 
resulting  in  an  important  problem  of  differ- 
ential diagnosis. 

Sticking  of  swallowed  food,  either  solid 
or  liquid,  is  not  uncommon,  if  this  complaint 
is  inquired  into  thoroughly.  Sticking  often 
occurs  at  the  lower  substernal  level  and 
usually  lasts  less  than  a minute.  Dysphagia 
may  result  from  three  factors:  (1)  inadequate 
relaxation  of  gastroesophageal  sphincter,  (2) 
simultaneous  rather  than  peristaltic  contrac- 
tions of  the  lower  portion  of  body  of  esopha- 
gus, or  (3)  lodging  of  food  in  the  hernia 
above  the  diaphragmatic  hiatus.  Prolonged 
episodes  of  dysphagia  with  regurgitation  of 
undigested  food  suggests  stricture  formation 
above  the  hernia  secondary  to  reflux  esopha- 
gitis. 

Bothersome  bouts  of  hiccoughs  sometimes 
occur,  possibly  as  a reflex  response  to  gastri- 
tis in  the  hernial  sac  and  concomitant  esopha- 
gitis. Dyspnea  and  “smothering”  sensations 
at  times  accompany  a large  paraesophageal 
hernia  which  compromises  the  normal  proc- 
esses of  respiration  by  taking  up  space  in  the 
thoracic  cavity. 

Bleeding,  acute  or  chronic,  may  occur 
from  any  type  of  hiatal  hernia,  often  from 
erosions  in  the  gastric  mucosa  lining  it.  At 
times,  the  hernia  becomes  incarcerated  above 
the  diaphragm  because  of  mechanical  factors 
or  edema  in  the  lower  portion  of  the  sac  pro- 
ducing venous  engorgement  of  its  mucous 
membrane  with  subsequent  hemorrhage. 
Slow  oozing  from  an  asymptomatic  para- 
esophageal hernia  is  a frequent  cause  of  iron 
deficiency  anemia  in  older  individuals. 

Differential  diagnosis 

Other  causes  for  upper  abdominal  and 
anterior  chest  pain  must  be  considered  and 
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evaluated  by  appropriate  studies  in  many 
patients.  These  include  particularly  gallblad- 
der disease,  pancreatitis,  and  myocardial 
ischemia.  One  should  be  aware  that  these 
disorders  may  coexist  with  a hiatal  hernia. 
It  is  possible  that  myocardial  ischemia  may, 
at  times,  be  precipitated  by  distention  of  a 
hiatal  hernia  through  a viscerocardiac  reflex. 

Methods  for  diagnosis  and  evaluation  of 
hiatal  hernia  and  esophageal  function 

Diagnosis  of  esophageal  hiatal  hernia  is 
usually  made  by  x-ray  examination  of  esoph- 
agus and  stomach.  It  is  important  that  the 
clinician  apprise  the  roentgenologist  that  he 
suspects  hiatal  hernia  so  particular  attention 
will  be  directed  to  gastroesophageal  junc- 
tional area.  Small  hernias  will  otherwise  be 
missed.  Repeated  spot  films  taken  while  ba- 
rium is  passing  from  distal  esophagus  into 
the  stomach,  special  positioning  of  the  pa- 
tient, performance  of  the  Valsalva  maneuver, 
and  use  of  the  prone  oblique  swallowing 
method  are  some  of  the  technics  used  to 
demonstrate  herniations  of  the  stomach  above 
the  diaphragm.  Demonstration  of  a contrac- 
tion ring,  even  if  it  is  small,  is  considered 
reasonably  conclusive  evidence  of  superior 
displacement  of  the  gastroesophageal  junc- 
tion (Fig.  1),*  while  documentation  of  ba- 
rium reflux  from  stomach  into  esophagus  is 
important  objective  evidence  of  incompe- 
tence of  the  sphincteric  mechanism. 

Cinefluorographic  studies  of  the  gastro- 
esophageal area  using  image  intensification 
are  frequently  of  help  in  demonstrating  small 
hiatal  hernias  which  have  not  been  shown 
in  conventional  roentgenograms.  Events 
transpire  rapidly  in  this  zone  and  may  escape 
notice  unless  these  x-ray  motion  pictures  are 
obtained  and  studied  carefully  frame  by 
frame.  If  facilities  for  cinefluorography  are 
available,  they  are  extremely  useful  in  iden- 
tifying subtle  structural  changes  at  the  hiatus 
and  are  worthwhile  if  strong  suspicion  of 
hiatal  hernia  exists  in  the  face  of  a negative 
report  following  standard  upper  gastroin- 
testinal series. 

Esophagoscopy  occasionally  may  demon- 

•Acknowledgement:  Figs.  2,  5,  6 and  8 are  from  the  paper, 
“Clinical  Application  of  Esophageal  Motility  Tests,”  published 
in  the  September  1963  Annals  of  Internal  Medicine  and  are 
reproduced  with  the  permission  of  that  journal. 


Fig.  1.  Contraction  ring  indicated  by  arrows. 


strate  sliding  at  the  hiatus  when  the  results 
of  x-ray  investigations  are  indefinite.  This 
is  also  the  best  way  to  detect  esophagitis  as- 
sociated with  hiatal  hernia  and  to  determine 
its  intensity.  The  discomfort  of  the  procedure 
and  its  potential  hazards  (perforation  of  an 
inflamed  esophagus)  makes  one  reluctant,  at 
times,  to  advocate  the  examination  unless 
study  of  a stricture  or  exclusion  of  a malig- 
nant process  is  necessary.  Gastroscopy  is 
helpful  in  detecting  gastritis  and  bleeding  in 
hiatal  hernia,  and  sometimes  by  insufflating 
air  as  the  instrument  is  withdrawn  from 
stomach  into  esophagus,  a hernia  may  be  dis- 
covered by  the  gastroscopist. 

Intraluminal  manometric  studies  in  the 
gastroesophageal  sphincteric  zone  and  body 
of  esophagus  are  of  practical  use  to  the  clini- 
cian in  two  respects:  first,  in  detection  of 
hernia  not  found  by  x-ray  or  endoscopy  and, 
second,  in  assessment  of  esophageal  motor 
function  in  evaluation  of  chest  pain,  dys- 
phagia and  other  symptoms  of  hiatal  hernia. 

Intraluminal  pressures  can  be  detected 
simultaneously  at  three  points  by  a tube 
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assembly  such  as  that  illustrated  in  Fig.  2. 
The  distal  unit  is  a 5 x 5 mm.  water-filled 


Fig.  2.  Pressure  detecting  tubes  used  in  esophageal 
motility  studies.  Arrows  indicate  lateral  orifices 
5 to  10  cms.  proximal  to  distal  balloon  unit.  The 
dark  tube  second  from  top  contains  a wire  to 
support  the  assembly  and  facilitate  its  passage. 

balloon  tied  over  the  tip  of  a small  calibre 
water-filled  polyethylene  tube.  Two  laterally 
notched,  water-filled  tubes  are  positioned  5 
and  10  cms.  proximal  to  the  balloon.  The 
water-filled  tubes  are  connected  to  pressure 
transducers  and  pressure  tracings  made  on 
a multichannel  recorder.  The  pressure  sensi- 
tive tubes  are  easily  swallowed  into  the  stom- 
ach. With  the  subject  in  the  supine  position 
the  tubes  are  withdrawn  at  0.5  cm.  stepwise 
intervals  while  the  subject  refrains  from 
swallowing.  The  resting  pressure  profile  of 
the  gastroesophageal  junctional  zone  is  thus 
delineated.  The  units  are  then  repositioned 
in  the  stomach  and  the  process  repeated  with 
the  individual  swallowing  at  each  position. 
Pressure  changes  subsequent  to  deglutition 
are  recorded  in  this  manner  throughout  the 
gastroesophageal  sphincter  and  body  of  the 
esophagus. 

Fig.  3 is  a pressure  record  which  demon- 
strates the  zone  of  increased  pressure  repre- 
senting the  gastroesophageal  sphincter,  de- 
tected by  the  balloon  unit  as  it  was  with- 
drawn from  stomach  into  esophagus.  This  is 
shown  for  purposes  of  comparison  with  Fig.  4, 
in  which  tracing  a double,  instead  of  a single 
area  of  elevated  pressure,  was  recorded  by 
the  balloon  as  it  traversed  the  junctional  seg- 
ment. This  “double  pressure  peak”  is  one 


finding  sometimes  associated  with  sliding 
hiatal  hernias.  Gastric  folds  stuffed  into  the 
hiatus  probably  create  the  lower  peak  while 
the  uppermost  represents  the  true  sphincter. 
Study  of  the  pressure  tracing  from  the  lower 
open-tipped  tube  shows  that  only  one  zone 
of  elevated  pressure  was  recorded  in  the 
sphincteric  area.  The  balloon  provides  a more 
delicate  method  for  detecting  changes  at  the 
hiatus  and  improves  diagnostic  accuracy  of 
the  procedure. 

Among  other  clues  to  hiatal  hernias  which 
are  often  found  in  esophageal  motility  tests 
are  an  increased  length  of  the  sphincter, 
damping  out  of  usual  respiratory  movements 
transmitted  from  the  hernia  and  a double 
respiratory  reversal  (instead  of  the  usual 
one)  as  the  units  pass  from  stomach  to  esoph- 
agus. The  resting  tone  of  the  sphincter  tends 
to  be  weaker  than  normal  in  many  hiatal 
hernia  patients,  although,  at  times,  excessive 
pressure  (hypertension)  of  the  sphincter  is 
found.  Premature  “pop-ups”  of  pressure  due 
to  sliding  at  the  hiatus  may  be  recorded  dur- 
ing the  act  of  swallowing.  These  indicators  of 
hiatal  hernia  in  intraluminal  motility  studies 
are  often  of  help  in  detecting  such  a lesion 
when  other  more  conventional  investigations 
are  inconclusive. 

Evaluation  of  esophageal  motor  function 
is  another  clinical  application  of  motility 
studies  in  patients  with  hernia.  Fig.  5 illus- 
trates sequence  of  events  recorded  in  lower 
esophagus  after  swallowing  in  a healthy  per- 
son. The  film  is  moving  at  a faster  rate  than 
in  the  resting  study  to  facilitate  analysis. 
A peristaltic  wave  of  contraction  is  recorded 
in  the  body  of  the  esophagus  by  the  open- 
tipped  tubes  located  30.5  and  35.5  cms.  below 
the  incisor  teeth.  A decline  in  pressure  in- 
dicating relaxation  is  detected  by  the  balloon 
positioned  in  the  sphincter  40.5  cms.  below 
the  incisors. 

Fig.  6 is  a segment  of  a similar  tracing 
from  a 46-year-old  man  with  small  hiatal 
hernia  who  was  experiencing  episodes  of 
severe  cramping  anterior  chest  pain  which 
radiated  to  neck  and  was  attributed  to  cor- 
onary artery  disease  despite  normal  electro- 
cardiograms. It  is  apparent  that  the  gastro- 
esophageal sphincter  fails  to  relax  normally 
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and  contraction  of  esophageal  body  is  simul- 
taneous rather  than  peristaltic  and  of  exces- 
sive amplitude  and  duration.  These  findings 
provided  objective  evidence  of  esophageal 
motor  dysfunction  (diffuse  spasm)  as  the 
cause  of  the  patient’s  bouts  of  chest  pain.  Im- 
paired sphincteric  relaxation,  producing  in 
effect  a functional  obstruction,  with  simul- 
taneous contractions  of  the  esophageal  body 
is  a frequent  combination  in  patients  with 
hiatal  hernia  and  reveals  the  pathophysiologic 
explanation  for  pain  and  dysphagia. 

Fig.  7 is  a pressure  tracing  obtained  from 
a 60-year-old  housewife  who  complained  of 
heartburn,  occasional  regurgitation  of  food, 
and  severe  bouts  of  precordial  pain.  She  was 
concerned  that  chest  discomfort  was  the  re- 
sult of  heart  disease.  Electrocardiograms  were 
normal.  A small  hiatal  hernia,  thought  to  be 
of  negligible  significance,  and  a normal 
esophagus  were  seen  by  x-ray.  The  gastro- 
esophageal sphincter  relaxes  with  swallowing 
but  the  following  contraction  was  of  exces- 
sive amplitude  and  duration.  Contraction  in 
body  of  esophagus  recorded  by  the  open- 
tipped  tubes  is  simultaneous  rather  than  peri- 
staltic. With  the  units  positioned  higher  in 
the  esophagus  severely  disorganized  and  in- 
efficient motor  activity  was  recorded  after 
deglutition.  Such  a prolonged,  repetitive,  and 
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3. 

Fig.  3.  Intraluminal  pressure  study  showing  single 
zone  of  elevated  pressure  labeled  sphincter  de- 
tected by  the  balloon  unit.  Each  break  in  baseline 
indicates  a 0.5  cm.  oralward  withdrawal  of  tube. 


Fig.  4.  Double  pressure  peak  recorded  by  balloon 
unit  as  it  traversed  gastroesophageal  junctional 
area  in  patient  with  hiatal  hernia. 


Fig.  5.  Pressure  changes  in  lower  esophagus  of  a 
healthy  subject  after  swallowing.  Relaxation  of 
the  sphincteric  zone  occurs  prior  to  arrival  of 
peristaltic  contraction  from  body  of  esophagus. 
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Fig.  6.  Poor  sphincteric  relaxation  and  powerful, 
simultaneous  (rather  than  peristaltic)  contraction 
of  esophagus  in  a patient  with  hiatal  hernia,  dys- 
phagia, and  chest  pain. 


Fig.  7.  Pressures  after  deglutition  in  patient  with 
hiatal  hernia.  Sphincter  relaxes  but  then  contracts 
excessively,  and  response  of  body  of  esophagus  is 
simultaneous. 
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excessively  strong  response  is  shown  in  Fig.  8. 
While  these  abnormal  contractions  were  in 
progress,  she  complained  of  heartburn  and 
anterior  chest  pain.  This  patient  illustrates 
that  radiologic  investigations  often  fail  to 
show  abnormalities  in  diffuse  spasm,  and 
pressure  studies  are  the  best  way  to  docu- 
ment and  evaluate  this  disorder. 


Fig.  8.  Severely  disorganized  and  excessively  pow- 
erful motor  activity  of  body  of  esophagus  during 
an  episode  of  anterior  chest  pain  of  patient  with 
hital  hernia. 

Acid  perfusion  of  the  esophagus  by  in- 
stillation of  0.1  normal  hydrochloric  acid  by 
slow  drip  has  been  advocated  as  a provocative 
test  for  esophagitis.  Production  of  heartburn 
and  chest  pain  by  acid  infusion  serves  to  sep- 
arate patients  with  pain  of  esophageal  origin 
from  those  with  coronary  artery  disease  and 
is  of  occasional  use  in  this  regard. 

Documentation  of  bleeding  from  a hiatal 
hernia  may  be  provided  by  the  fluorescein 
string  test.  It  is  of  particular  use  in  a patient 
with  iron  deficiency  anemia,  deformed  duod- 
enum, hiatal  hernia,  and  story  of  excessive 
aspirin  ingestion — in  other  words,  for  detec- 
tion of  a bleeding  site  when  more  than  one 
possible  explanation  is  present.  An  umbilical 
tape  type  string  containing  radio  opaque 
markers  and  a distal  latex  enclosed  mercury 
bolus  is  swallowed  and  carried  by  gastro- 
intestinal motor  activity  into  the  small  bowel. 
The  position  of  the  string  is  documented  by 
a plain  film  of  the  abdomen  and  20  ml.  of 
10  per  cent  fluorescein  are  injected  intramus- 
cularly. Five  minutes  later  the  string  is  re- 


moved and  examined  under  a Wood’s  light. 
Fluorescence,  red  blood,  or  guaiac  positive 
stain  on  the  string  indicate  a bleeding  site 
which  can  be  anatomically  located  by  com- 
parison with  the  x-ray. 

Multipurpose  biopsy  tube 

Esophageal  biopsy  by  means  of  a special 
tube  such  as  that  devised  by  Rubin  and 
Hinton  for  blind  biopsy  of  portions  of  the 
upper  gastrointestinal  tract  may  be  effective- 
ly used  to  obtain  histological  evidence  of 
inflammation.  The  tube  is  easily  swallowed 
and  the  portion  for  suction  biopsy  positioned 
fluoroscopically  in  the  mid  or  lower  esopha- 
gus. Specimens  may  be  taken  from  one  or 
more  areas.  This  technic  is  useful  in  demon- 
stration of  diffuse  changes  such  as  esopha- 
gitis but  is  inadequate  for  biopsy  of  localized 
lesions. 

Evaluation  of  gastric  secretory  capacity 

It  is  often  worthwhile  to  evaluate  gastric 
secretory  function  in  a hiatal  hernia  patient. 
This  may  be  done  by  tubeless  technic  to  de- 
tect presence  or  absence  of  free  acid  and  by 
assessing  the  proteolytic  activity  of  the  urine 
which  indirectly  reflects  pepsin  production. 
Quantitative  determinations  by  measuring 
gastric  basal  secretion  and  maximal  secretory 
capacity  after  histamine  or  Histalog  stimu- 
lation with  intubation  provides  more  detailed 
information.  Individuals  with  hiatal  hernia 
who  secrete  large  amounts  of  gastric  Juice 
are  more  likely  to  have  reflux  esophagitis 
with  its  attendant  complications.  The  in- 
creased difficulties  experienced  by  patients 
with  both  duodenal  ulcer  and  hiatal  hernia 
have  been  emphasized  by  a number  of  ob- 
servers including  Andersen  and  Flood.  It 
should  be  mentioned,  however,  that  even  a 
patient  with  achlorhydria  may  experience 
esophageal  inflammation  due  to  reflux,  pos- 
sibly because  of  the  action  of  proteolytic  en- 
zymes other  than  pepsin. 

T reatment 

A conservative  program  of  therapy  is  ef- 
fective in  management  of  most  patients  with 
sliding  hiatal  hernia.  These  measures  are  di- 
rected primarily  at  prevention  of  reflux  and 
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gastric  hypersecretion  and  include  the  fol- 
lowing: 

1.  Weight  reduction  if  the  patient  is  obese. 

2.  Elevation  of  the  head  of  the  bed  on 
8 or  10-inch  blocks  (not  merely  the  use  of 
several  pillows). 

3.  Avoidance  of  tight  garments  (particu- 
larly belts  and  girdles),  straining,  lifting  and 
other  activities  which  increase  intra-abdom- 
inal pressure. 

4.  Instructions  not  to  lie  down  after  meals 
or  to  eat  shortly  before  retiring  for  the  night. 

5.  Small  feedings  of  bland  foods. 

6.  Administration  of  antacids  after  meals 
and  at  bedtime. 

7.  Avoidance  of  aspirin  and  other  drugs 
which  may  produce  gastritis  or  gastric  hyper- 
secretion. 

8.  Cautious  indulgence  in,  or  avoidance  of, 
caffeine  and  alcohol-containing  beverages. 

9.  Mild  sedation  for  tense  or  worried  in- 
dividuals. 

10.  Anticholinergic  or  antispasmodic  drugs 
in  some  cases. 

Scrupulous  adherence  to  such  a regimen 
following  an  explanation  of  the  pathophysi- 
ology of  their  complaints  is  effective  in  the 
majority  of  patients. 

Surgical  repair  of  the  hernia  should  be 
considered  when  esophagitis  persists  despite 
adequate  medical  program  and  in  the  occa- 
sional case  in  whom  incapacitating  symptoms 
continue.  Major  bleeding,  refractory  ulcera- 
tion in  or  above  the  hernia,  or  stricture  are 
other  indications  for  surgical  intervention. 

In  the  short  esophagus  type,  the  esophagus 
is  permanently  shortened  and  the  herniated 
portion  of  stomach  is  fixed  in  the  chest. 


Esophagitis  and  stricture  are  present  in  many 
of  the  patients.  Despite  this,  a trial  of  medical 
treatment  is  often  justified,  particularly  in 
view  of  the  surgical  difficulties  encountered 
in  managing  this  type  of  hernia.  The  program 
is  the  same  as  that  advocated  for  a sliding 
hernia  with  particular  attention  to  neutral- 
ization of  gastric  juice.  Esophageal  dilations 
are  often  useful  in  management  of  dysphagia 
due  to  stricture  or  esophagospasm.  These  may 
be  carried  out  under  direct  vision  through  an 
esophagoscope  or  blindly  by  passing  bougies 
over  a previously  swallov^^ed  thread.  Repeat- 
ed treatments  of  this  type  may  be  necessary. 

There  is  general  agreement  that  para- 
esophageal hiatal  hernia,  once  found,  should 
be  surgically  repaired.  Gastritis  and  ulcera- 
tion in  the  herniated  portion  of  stomach  fre- 
quently produce  slow  or  rapid  bleeding  of 
major  proportions  and  incarceration  or  stran- 
gulation of  the  stomach  is  such  a hazard  that 
operation  is  usually  recommended.  At  times, 
however,  medical  contraindications,  extreme 
age,  and  other  factors  justify  an  attempt  at 
medical  treatment. 

Summary 

Hiatal  hernia  is  a common  disorder  which 
may  be  of  negligible  significance  or  may  be 
responsible  for  incapacitating  symptoms  and 
severe  destructive  esophageal  changes.  Meth- 
ods for  detection  of  small,  difficult  to  find, 
hernias  include  cinefluorography,  endoscopy 
and  esophageal  motility  studies.  Intraluminal 
manometric  records  are  particularly  useful 
in  identifying  esophageal  motor  dysfunction 
producing  chest  pain  which  often  mimics 
pain  of  coronary  artery  disease.  An  under- 
standing of  the  pathophysiological  changes 
responsible  for  the  difficulties  associated  with 
hiatal  hernia  is  helpful  in  evaluating  the 
associated  symptoms  and  in  administering 
treatment  aimed  at  minimizing  herniation, 
reflux,  and  gastric  secretory  activity.  • 


The  Red  Cross  idea  was  conceived  more  than  a century  ago  in  the  heart  and  mind  of  one 
man,  Henri  Dunant.  Today  the  movement  has  spread  to  88  national  societies  that  have  an 
active  membership  of  more  than  157,000,000  persons. 
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METAMUCIl!  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  muciltoid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EAR  LE  & co. 

CHICAGO,  ILLINOIS,  606S0 
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Diffuse  scleroderma* 


Unusual  manifestations 


David  E.  Dines,  M.D.,  Melvin  H.  Gesink,  M.D.,  and 
H.  Alexander  Bradford,  M.D.,  Denver 


Introduction 

Diffuse  scleroderma,  or  progressive  systemic 
sclerosis  (PSS),  is  a systemic  disease  of  con- 
nective tissue  of  unknown  etiology  which  is 
well  known,  but  many  of  the  visceral  mani- 
festations of  the  disease  have  not  been  as 
widely  appreciated. 

Herein  is  a report  of  two  cases  with  un- 
usual manifestations  of  progressive  systemic 
sclerosis.  The  first  case  presented  with  a 
superior  mesenteric  artery  syndrome  and  one 
year  later  with  a malabsorption  syndrome 
due  to  progressive  systemic  sclerosis  involv- 
ing the  gastrointestinal  tract.  The  second  case 
illustrates  the  cardiac  involvement  with  pro- 
gressive congestive  heart  failure  both  from 
valvular  involvement  due  to  calcinosis  and 
from  accompanying  pulmonary  sclerotic 
changes. 

CASE  REPORTS 

Case  1 : The  first  case  is  that  of  Mrs.  L.  W.,  a 
47-year-old  farm  wife,  who  was  referred  to  Pres- 
byterian Hospital  on  August  16,  1960,  with  an 
obstruction  of  the  third  portion  of  the  duodenum. 
Past  history  was  negative.  Eighteen  months  prior 
to  her  admission  she  had  developed  postprandial 
pain,  gas  and  bloating  associated  with  a 25-pound 
weight  loss.  She  was  operated  on  August  17,  1960, 
and  a diagnosis  was  established  of  superior  me- 
senteric artery  syndrome  with  obstruction  of  the 
duodenum.  Chest  x-ray,  EKG  and  routine  labora- 
tory tests  were  normal  at  that  time.  Postopera- 
tively,  she  developed  symptoms  of  gastric  retention 
and  on  August  31,  1961,  was  re-explored  for  non- 
functioning gastroenterostomy.  Following  the  re- 
exploration, the  patient  continued  to  vomit  and 
demonstrate  evidence  of  retention.  An  upper  GI 
series  showed  obstructive  narrowing  of  the  distal 
half  of  the  stomach  with  retention  of  barium  and 

*A  list  of  33  references  has  been  deleted  because  of  space 
limitations.  The  authors  are  indebted  to  Herbert  B.  Kennison, 
Jr.,  M.D.,  and  J.  Robert  Spencer,  M.D.,  Medical  Staff,  Presby- 
terian Hospital,  Denver,  for  their  help  with  management  of 
these  two  cases. 


regurgitation  of  gastric  contents  into  the  esopha- 
gus. 

Symptomatic  and  supportive  treatment  was 
beneficial  and  she  was  dismissed  on  September 
23,  1960.  She  was  well  until  April  15,  1961.  At  that 
time,  she  developed  diarrhea  with  six  to  12  stools 
per  day  which  were  foul  smelling,  foamy  and  asso- 
ciated with  crampy  abdominal  pain,  a 14-pound 
weight  loss,  marked  weakness,  fatigability  and 
exertional  dyspnea.  The  weakness  was  most 
marked  in  the  neck  muscles,  and  at  the  end  of  the 
day  she  had  difficulty  in  holding  up  her  head. 
She  also  complained  of  her  hands  and  feet  becom- 
ing white,  numb  and  “dead-like”  when  exposed 
to  the  cold.  There  was  no  history  of  dysphagia. 

On  physical  examination  she  was  thin,  cachetic, 
and  darkly  pigmented.  The  skin  over  her  forehead 
and  nose  was  tight.  There  was  marked  weakness 
in  her  neck  muscles  and  to  a lesser  extent  the 
shoulder  girdles,  bilaterally.  There  was  atrophy  of 
the  neck  muscles.  The  remainder  of  the  physical 
examination  was  not  remarkable.  Her  peripheral 
pulses  were  all  palpable.  The  hemoglobin,  white 
blood  cell  count,  sedimentation  rate,  and  urinalysis 
were  normal.  Her  total  proteins  with  A/G  ratio, 
serum  sodium,  potassium,  chloride,  calcium,  phos- 
phorus, urea  nitrogen,  cholesterol  and  lipase  were 
all  within  normal  limits.  A five-hour  oral  glucose 
tolerance  test  was  normal.  Serum  carotene  deter- 
mination was  5 mcg/100  cc.  (normal  50-350)  and 
the  serum  iron  61  mg/100  cc.  A skin  biopsy  was 
compatible  with  changes  of  scleroderma.  The  chest 
was  negative,  radiographically  and  fluoroscopi- 
cally.  The  esophagus  was  dilated  throughout  and 
there  was  complete  absence  of  peristalsis  and  mus- 
cular activity.  The  stomach  emptied  poorly  and 
appeared  distorted.  There  was  considerable  dilata- 
tion of  the  small  bowel  with  thickening  of  the 
mucosal  folds  and  hypomotility.  The  colon  x-ray 
was  normal  but  the  terminal  ileum  was  dilated  and 
showed  a deficiency  pattern.  X-ray  studies  of  both 
hands  demonstrated  typical  changes  of  sclero- 
derma with  resorption  of  the  ungual  tufts  and 
portions  of  the  distal  phalanges.  There  was  no 
calcinosis  present.  The  electrocardiogram  revealed 
an  intraventricular  conduction  disturbance.  The 
cobalt  60  vitamin  B-2  test  demonstrated  normal 
absorption  of  B-12.  The  radioactive  1-131  triolein 
and  oleic  acid  were  both  below  normal,  indicating 
intestinal  malabsorption. 
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Maximum  breathing  capacity  was  50.4  liters/ 
minute  (predicted  normal  for  her,  97  liters/ 
minute).  Vital  capacity  was  2.84  liters/minute 
(predicted  normal  for  her,  3.40  liters/minute). 
Her  OjV  at  exercise  was  36.9  liters  (normal  25-35). 
Her  D(.q  at  exercise  was  16.8  cc/mm  Hg/minute 
(normal  25-35). 

She  was  treated  daily  with  physical  therapy; 
steroids  because  of  the  malabsorption  syndrome 
and  steatorrhea;  vitamin  B-6,  25  mg.  b.i.d.,  and 
3 gms  per  day,  five  days  per  week,  of  sodium 
versenate.  She  was  given  releasin,  but  without 
a priming  dose  of  estrogens  and  the  releasin  was 
of  doubtful  value  due  to  the  low  dosage  admin- 
istered. The  last  week  in  the  hospital  she  was 
started  on  potassium  para-amino  benzoate  12  gms 
per  day  in  divided  doses. 

The  diarrhea  subsided  and  the  neck  weakness 
improved.  The  skin  over  her  hands  became  less 
tight.  She  was  dismissed  on  potassium  para-amino- 
benzoate  and  a small  amount  of  prednisone  to  help 
the  deficiency  pattern  and  malabsorption. 

The  first  patient  had  clinical  involvement  of 
multiple  systems;  the  digestive  tract,  cardiovascu- 
lar system,  the  lungs,  as  well  as  the  skin  and 
skeletal  muscles.  She  presented  with  the  full- 
blown picture  of  diffuse  scleroderma  involving  the 
esophagus,  stomach  and  small  bowel  (Fig.  1).  The 
disease  process  produced  a malabsorption  syn- 
drome. The  sclerosis  involved  her  neck  and  shoul- 
der girdle  muscles,  causing  atrophy  and  weakness. 
There  was  wasting,  increased  pigmentation,  tight- 
ening of  her  skin,  and  typical  destructive  changes 
of  the  distal  phalanges  (Fig.  2). 

She  complained  of  exertional  dyspnea  and  pul- 
monary function  studies  did  indicate  involvement 
of  her  lungs  with  diminished  vital  capacity  and 
maximum  breathing  capacity,  and  an  abnormal 
diffusion  capacity. 


Fig.  1 shows  the  dilated  esophagus  with  absence 
of  peristalsis  and  the  dilatation  of  the  small  bowel 
and  typical  deficiency  pattern. 


An  electrocardiogram  showed  an  intraventricu- 
lar conduction  disturbance  that  was  not  present 
one  year  prior.  One  could  surmise  that  the  conduc- 
tion mechanism  was  also  infiltrated  by  the  scleros- 
ing process. 

One  interesting  point  in  this  case  was  the  lack 
of  calcinosis,  even  with  the  widespread  multiple 
system  involvement. 

Case  2:  Mrs.  A.K.,  a 51-year-old  female,  was 
first  seen  September  9,  1949,  for  a routine  physical 
examination.  She  had  a Grade  II  systolic  murmur 
at  the  aortic  area  and  a Grade  II  systolic  murmur 
at  the  apex.  The  remainder  of  the  examination  was 
not  remarkable  except  for  some  demonstrable  in- 
creased vasomotor  lability  with  moderate  flushing 
and  cyanosis  of  the  extremities,  but  without  pallor. 

She  was  admitted  to  Presbyterian  Hospital  on 
February  18,  1951,  with  Raynaud’s  phenomenon 
and  ulceration  of  the  distal  phalanx  of  the  right 
index  finger.  The  physical  examination  was  nega- 
tive except  for  the  murmurs  described  above.  The 
routine  laboratory  tests  were  within  normal  limits. 
For  approximately  eight  years  she  remained 
asymptomatic  except  for  her  Raynaud’s  phenom- 
enon. A diagnosis  of  acrosclerosis  with  secondary 
Raynaud’s  phenomenon  was  made  in  February, 
1957,  at  another  hospital.  Roentgenograms  of  her 
hands  were  negative  at  that  time  and  there  was 
no  calcinosis.  No  special  positive  cardiac  findings 
were  described  except  for  the  systolic  murmur. 

Two  years  later,  on  April  27,  1959,  she  was 
admitted  to  Presbyterian  Hospital  with  progressive 
difficulty  in  swallowing,  weight  loss,  and  short- 
ness of  breath  on  exertion.  She  had  a Grade  III 
aortic  systolic  murmur  with  a palpable  thrill  and 
a decreased  A-2;  she  also  had  a Grade  HI  apical 
systolic  murmur.  Cardiac  fluoroscopy  demonstrat- 
ed an  area  of  calcification  four  centimeters  long 
in  the  posterior  wall  of  the  left  ventricle  and 
extensive  intracardiac  calcification  in  the  region  of 
the  annulus  fibrosus.  There  was  also  roentgeno- 
graphic  evidence  of  diffuse  calcinosis  in  the  soft 
tissue  of  both  upper  and  lower  extremities.  The 


Fig  2 shows  the  typical  destructive  changes  of  the 
distal  phalanges.  The  tips  of  the  fingers  become 
smaller,  owing  to  the  resorption  of  the  terminal 
phalanges. 
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upper  gastrointestinal  series  showed  a disturbance 
in  motility  consistent  with  a collagen  disease.  Bi- 
opsy of  skin  and  muscle  was  diagnostic  of  sclero- 
derma. 

The  patient  did  fairly  well  for  six  months  with 
diuretics  and  a low  salt  diet.  She  required  re- 
hospitalization, November  25,  1959,  because  of  the 
recent  onset  of  paroxysmal  nocturnal  dyspnea. 
She  was  in  obvious  congestive  heart  failure  with 
a gallop  rhythm,  distended  neck  veins,  pulmonary 
congestion  and  hepatomegaly.  She  was  treated 
with  oxygen,  diuretics  and  was  digitalized.  Chest 
x-ray  showed  generalized  cardiac  enlargement  and 
diffuse  infiltrative  parenchymal  changes  interpret- 
ed as  pulmonary  vascular  congestion.  Cardiac 
fluoroscopy  revealed  both  right  and  left  ventricu- 
lar enlargement.  The  electrocardiogram  was  con- 
sistent with  biventricular  hypertrophy.  The  pa- 
tient was  treated  with  disodium  versenate  but 
without  objective  evidence  of  improvement. 

She  was  dismissed  from  the  hospital,  but  her 
course  was  one  of  progressive  refractory  conges- 
tive failure,  and  she  was  readmitted  for  the  last 
time  on  January  29,  1960.  She  was  cyanotic,  edema- 
tous and  acutely  ill.  She  expired  on  the  25th  day 
from  refractory  congestive  heart  failure.  An  au- 
topsy was  performed. 

The  patient  had  the  typical  calcinosis  which  is 
so  common  in  progressive  systemic  sclerosis.  In 
this  case,  the  most  unusual  feature,  however,  was 
that  the  calcinosis  had  resulted  in  extensive  intra- 
cardiac calcification  of  the  aortic  valve  and  of  the 
annulus  fibrosus  of  the  mitral  valve,  giving  rise 
to  refractory  congestive  heart  failure. 

The  postmortem  examination  was  performed 
at  Presbyterian  Hospital.  Only  the  significant  find- 
ings pertinent  to  the  case  will  be  mentioned.  On 
gross  inspection  there  was  evidence  of  subcu- 
taneous calcific  deposits  in  the  forearms.  There 
was  muscle  wasting  in  the  quadriceps,  hamstrings, 
and  interossei  muscles. 

The  heart  was  massively  hypertrophied,  weigh- 
ing 620  grams.  The  left  ventricle  measured  26  mm. 
in  thickness.  The  right  ventricle  was  also  hyper- 
trophied and  measured  7 mm.  in  thickness.  Both 
the  mitral  and  aortic  valves  were  calcified.  The 


Fig.  3 shows  the  fishmouthed  appearance  of  the 
mitral  valve. 


free  portions  of  the  mitral  valve  were  thickened. 
The  chordae  tendinae  were  delicate  and  did  not 
appear  shortened.  The  valve  ostium  was  fish- 
mouthed (Fig.  3);  the  commissures  were  fused; 
and  the  opening  measured  3.5  cms.  in  length. 
There  was  prominent  thickening  of  the  leaflets  by 
diffuse  calcium  deposition.  This  calcification  was 
contiguous  with  a completely  calcified  annulus. 
The  calcified  annulus  averaged  from  5 to  7 mm. 
in  thickness.  In  the  aortic  valve  there  was  normal 
approximation  of  the  closing  edges  of  the  cusps, 
and  neither  the  closing  edges  nor  the  commissures 
were  fused  (Figs.  4,  5).  Calcific  deposits  were 


Fig.  4 shows  the  aortic  valve  wtih  the  normal 
approximation  of  closing  edges  of  the  cusps. 


Fig.  5 demonstrates  the  aortic  valve  in  cut  section 
with  the  calcific  deposits  on  the  cusps. 


prominent  on  the  aortic  surface  of  the  cusps  and 
on  the  ventricular  surface  of  one  of  the  cusps. 
It  was  impossible  for  the  valve  to  open  completely. 
There  was  perfect  approximation  of  the  closing 
edges.  The  aortic  annulus  was  completely  calcified 
and  averaged  about  5 to  7 mm.  in  thickness.  The 
tricuspid  and  the  pulmonic  valves  were  grossly 
normal. 

The  coronary  arteries  were  soft  and  widely 
patent  throughout.  The  ostia  were  likewise  widely 
patent. 

Microscopically  (Fig.  6),  the  myocardium  con- 
tained patchy  areas  of  loose,  delicate  fibrous  tissue 
replacing  myocardial  fibers.  In  a few  areas  there 
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was  increased  vascularity  of  the  fibrous  tissue. 
Myocardial  fibers  were  diffusely  and  uniformly 
hypertrophied.  In  a few  small  arteries  there  was 
almost  complete  obliteration  of  the  lumen  by  a 
circumferential  proliferation  of  fine  fibrous  tissue 
involving  the  intima. 


Fig.  6 demonstrates  microscopically  the  fibrous 
connective  tissue  replacing  the  myocardial  fibers 
and  the  increased  vascularity  of  the  fibrous  tissue. 


In  the  distal  30  cm.  of  the  ileum  there  were 
tiny  submucosal  gas-filled  blebs.  The  entire  colon 
was  thickened  and  crepitant  due  to  the  presence 
of  entrapped  air  which  appeared  to  be  submucosal 
in  distribution.  The  gas-filled  cysts  were  unilocular 
and  located  in  the  submucosa,  extending  into  the 
inner  muscular  layer.  They  were  lined  by  what 
appeared  to  be  flattened  endothelial  cells  sepa- 
rated by  strands  of  delicate  fibrous  tissue  heavily 
infiltrated  with  chronic  inflammatory  cells.  There 
were  areas  of  atrophy  of  the  muscle  layers  with 
replacement  by  collagen  tissue. 

The  remainder  of  the  organs  did  not  show 
enough  significant  alteration  from  the  diffuse 
sclerodermatous  process  to  be  mentioned. 


Discussion 

Scleroderma  of  the  diffuse  systemic  type 
is  not  a new  disease  and  was  first  described 
by  Curzio  of  Naples  in  1752.  It  is  characterized 
by  cutaneous  involvement,  preceded  by  an 
edematous  phase,  and  followed  by  indura- 
tion and  atrophy.  Raynaud’s  phenomenon 
commonly  accompanies  the  objective  skin 
changes.  The  tips  of  the  fingers  become 
smaller,  owing  to  the  resorption  of  the  ter- 
minal phalanges;  as  the  disease  process  pro- 
gresses, gangrene  and  deformities  result  in 
sclerodactylia.  Arthritis  is  a common  diag- 
nosis early  in  the  course  of  the  disease.  With 
arthralgia  and  myalgia,  patients  with  pro- 
gressive systemic  sclerosis  favor  their  joints 


and  consequently  contractures  readily  de- 
velop. 

The  disease  is  slightly  more  common  in 
the  female  with  an  incidence  of  2.7:1.  It  most 
commonly  occurs  between  20  and  50  years 
of  age. 

The  symptoms  early  in  the  course  of  the 
disease  are  those  of  Raynaud’s  phenomenon 
and  later  difficulty  in  swallowing  and  exer- 
tional dyspnea  occur. 

The  physical  findings  include  the  cutane- 
ous manifestations  mentioned  above,  associ- 
ated with  pigmentation  of  the  skin  and  ulcer- 
ations over  the  joints,  which  may  contain 
small  deposits  of  calcium.  Skeletal  muscles 
may  show  various  degrees  of  atrophy.  The 
first  case  presented  showed  marked  atrophy 
of  the  neck  and  shoulder  girdle  muscles  in 
addition  to  the  pigmentation  and  cutaneous 
manifestations.  Addison’s  disease,  with  the 
skin  pigmentation,  weakness,  malaise  and 
gastrointestinal  symptoms,  is  important  in 
the  differential  diagnosis. 

There  is  no  laboratory  test  that  is  diag- 
nostic or  specific  for  progressive  systemic 
scleroderma. 

Calcinosis  is  the  most  striking  roentgen 
feature  of  the  disease.  Pulmonary  involve- 
ment from  scleroderma  results  in  extensive 
pulmonary  fibrosis,  and  radiographically  this 
has  the  appearance  of  fibrotic  strands  ex- 
tending into  the  bases.  Stafne  and  Austin 
have  described  in  dental  films  a widening  of 
the  peridontal  space  and  thickening  of  the 
peridontal  membrane  which  is  fairly  specific 
for  scleroderma.  Roentgenologically,  the  di- 
agnosis can  be  made  in  the  extremities  where 
there  is  resorption  of  the  terminal  phalanges, 
or  in  the  lower  one-third  of  the  esophagus 
where  there  is  dilation  and  lack  of  motility. 
There  may  also  be  radiological  evidence  of 
lack  of  peristalsis  in  the  small  bowel  with 
localized  dilatation  of  individual  loops  and 
a delay  in  emptying  time.  This  was  seen  in 
our  first  case. 

Calcinosis  denotes  the  deposition  of  cal- 
cium in  the  skin  and  subcutaneous  tissues. 
In  progressive  systemic  sclerosis  it  is  found 
most  comimonly  in  the  extremities,  and  it 
may  ulcerate  through  the  skin  over  the  joints 
and  release  the  chalky  material.  Our  second 
case  had  typical  calcinosis  of  the  extremities. 
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but  also  involvement  of  the  cardiac  valves, 
which  is  most  unusual.  In  scleroderma  there 
is  vasospasm  of  arterioles  leading  in  the  ex- 
tremities to  degeneration  of  tissue  and  atro- 
phy with  a replacement  by  fibrous  tissue.  In 
fibrous  tissue  there  is  a low  CO,  content  and 
calcium  salts  are  precipitated,  forming  calci- 
nosis. 

Dyspnea  is  a more  frequent  symptom  of 
cardiac  involvement  than  of  pulmonary  in- 
volvement. Weiss  and  his  co-workers  have 
described  heart  failure,  murmurs  and  abnor- 
malities in  rhythm  in  patients  with  progres- 
sive systemic  sclerosis.  The  EKG  may  show 
an  abnormal  rhythm,  intraventricular  con- 
duction defect,  low  voltage,  prolongation  of 
QT  interval,  and  T wave  changes.  The  histo- 
logical picture  includes  focal  necrosis  through 
the  myocardium  with  the  muscle  fibers  in- 
filtrated with  vascular  connective  tissue. 
There  may  be  overgrowth  of  the  connective 
tissue  with  degeneration  of  the  normal  myo- 
cardium. Myocardial  fibrosis  is  the  most  con- 
sistent finding  in  patients  with  scleroderma. 

Valvular  disease  of  the  heart  attributed 
to  scleroderma  was  not  described  in  any  of 
the  cases  of  Weiss,  et  al..  East  and  Oram  and 
Mathisen  and  Palmer.  The  authors  have  not 
been  aware  of  any  reports  describing  calcifi- 
cation of  the  heart  valves  or  annulus  in 
scleroderma.  It  is  not  the  intent  of  the  authors 
to  leave  the  impression  that  these  changes 
are  to  be  definitely  attributed  to  scleroderma. 
However,  when  one  considers  the  changes 
occurring  elsewhere  in  scleroderma,  e.g.,  the 
skin  with  collagen  degeneration  and  subse- 
quent calcification,  it  is  not  inconceivable 
that  such  changes  could  occur  in  the  heart 
valves.  The  morphologic  changes  present  in 
the  aortic  valve  produced  clinical  aortic  ste- 
nosis. The  resistance  from  the  stenotic  aortic 
valve  accounts  for  the  massive  hypertrophy 
of  the  left  ventricle.  We  believe  that  valvular 
insufficiency  of  both  aortic  and  mitral  valves 
was  either  extremely  minimal  or  not  present 
at  all  because  of  the  lack  of  left  atrial  hyper- 
trophy and  small  size  of  the  ventricular  cav- 
ity. The  chordae  tendinae  were  normal,  and 
this  is  another  point  against  the  changes  being 
on  the  basis  of  rheumatic  heart  disease.  In 
our  case,  microscopic  sections  of  the  heart 
did  contain  focal  patchy  areas  of  fibrosis  with 


replacement  of  the  myocardium  similar  to 
those  originally  described  by  Weiss  and  later 
by  East  and  Oram. 

The  first  case  presented  had  definite  pul- 
monary involvement  as  demonstrated  by  her 
exertional  dyspnea,  her  decreased  vital  capac- 
ity, and  her  impairment  of  diffusion.  Sclero- 
dermatous involvement  of  the  lungs  results 
in  pulmonary  fibrosis,  and  sclerodermatous 
involvement  of  the  skin  and  chest  wall  re- 
sults in  a rigid  thorax.  The  extent  of  reduc- 
tion of  the  vital  capacity  and  the  degree  of 
arterial  hypoxemia  is  generally  related  to 
the  degree  of  fibrosis.  The  hypoxemia  can 
probably  be  attributed  to  impairment  of  dif- 
fusion caused  by  the  diffuse  interstitial  fib- 
rotic  changes.  The  rigidity  of  the  thorax  con- 
tributes to  the  small  pulmonary  volumes.  His- 
tologically, there  may  be  fibrosis  along  with 
marked  thickening  of  the  alveolar  mem- 
branes. 

Involvement  of  the  kidneys  occurs  in 
practically  all  cases,  and  the  renal  lesions 
histologically  form  a characteristic  picture 
of  multiple  arteriole  occlusions  and  cortical 
infarcts.  The  vascular  lesions  cannot  be  dis- 
tinguished from  those  of  primary  hyperten- 
sions. The  ischemic  cortical  lesions  lead  to 
renal  insufficiency. 

Approximately  10  per  cent  of  all  patients 
with  cutaneous  manifestations  of  scleroderma 
also  have  involvement  of  the  esophagus. 
There  may  be  defects  also  in  the  stomach, 
small  intestine,  and  colon,  though  not  as  com- 
mon. There  is  sclerosis  of  connecting  tissue 
with  atrophy  and  replacement  by  fibrous 
connective  tissue  of  the  smooth  muscle  coats, 
leading  to  dilatation  and  loss  of  peristalsis. 
Both  cases  had  esophageal  involvement,  but 
only  the  second  case  complained  of  dysphagia, 
retrosternal  pain  and  regurgitation,  which 
are  the  most  common  symptoms  from  esopha- 
geal involvement.  The  first  case  had  sclero- 
dermatous involvement  of  the  stomach  and 
small  intestine  with  a malabsorption  syn- 
drome. Probably  not  less  than  60  cases  have 
been  described  with  involvement  of  the  small 
and  large  bowel.  The  pathologic  changes  of 
scleroderma  include  atrophy  of  the  mucosa 
and  submucosa,  atrophic  villi  with  submu- 
cosal edema,  and  superficial  ulcerations.  The 
muscular  layers  have  shown  atrophy  with 
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irregular  replacement  by  collagen  fibers.  Ar- 
teritis of  the  mesenteric  vessels  and  throm- 
bosis with  gangrene  of  the  intestine  have  also 
been  reported.  Other  changes  described  in- 
clude peritoneal  thickening  with  visceral  ad- 
hesions, ascites,  and  pseudodiverticulosis. 
Many  of  these  changes  were  present  in  the 
second  case  described.  In  addition,  the  gross 
and  histologic  pattern  of  pneumotosis  cys- 
toides  intestinalis  as  recently  described  by 
Kirshlan  were  present.  Whether  or  not  the 
disorder  was  of  the  primary  or  secondary 
type  is  difficult  to  ascertain  in  this  patient. 

It  is  not  within  the  scope  of  this  paper  to 
go  into  etiological  considerations  or  treat- 
ment; however,  many  references  have  been 
included  to  cover  both  phases. 

Summary 

Two  cases  have  been  presented  of  progres- 
sive systemic  scleroderma.  The  most  unusual 
manifestation  of  the  first  case  was  the  mal- 
absorption syndrome  due  to  involvement  of 
the  small  bowel.  The  most  unusual  feature 
of  the  second  case  was  the  intracardiac  cal- 
cinosis leading  to  death  from  progressive  re- 
fractory congestive  heart  failure.  • 
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18th  Annual  rocky  Mountain 

Cancer  Conference 

July  10-11,  1964 

Brown  Palace-West  Hotel  Denver,  Colorado 

SPONSORED  JOINTLY  BY  THE  COLORADO  DIVISION  OF  THE  AMERICAN 
CANCER  SOCIETY  AND  THE  COLORADO  MEDICAL  SOCIETY 


Friday,  July  10, 1964 

Morning 

8:00 — Registration  (outside  of  Grand  Ballroom) 
9:00 — Welcome 

Vernon  L.  Bolton,  M.D.,  President,  Colorado 
Medical  Society 

Walter  M.  Boyd,  M.D.,  President,  Colorado 
Division  of  American  Cancer  Society 
Wendell  G.  Scott,  M.D.,  President,  Ameri- 
can Cancer  Society 

9:30 — Symposium:  “Etiologic  Agents  of  Cancer, 
Their  Avoidance  or  Prevention” 

Moderator:  Henry  W.  Toll,  M.D.,  Denver 
Participants:  William  M.  Christopherson, 
M.D.,  Professor  and  Chairman,  Dept,  of 
Pathology,  University  of  Louisville;  Russell 
R.  de  Alvarez,  M.D.,  Professor  and  Chair- 
man of  Obstetrics-Gynecology,  Temple 
University;  H.  Relton  McCarroll,  M.D.,  Or- 
thopaedic Surgeon,  St.  Louis;  W.  P.  L. 
Myers,  M.D.,  Internist,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases,  New  York; 
Wendell  G.  Scott,  M.D.,  Radiologist,  St. 
Louis;  W.  M.  Stanley,  Ph.D.,  Virologist, 
University  of  California;  and  Tom  D. 
Throckmorton,  M.D.,  Surgeon,  Des  Moines. 
10:20 — Coffee  Break 
10:40 — Symposium  Continued 
12 :15 — Luncheon 

Presiding:  E.  A.  Hinds,  M.D.,  Denver 
Guest  Speaker:  W.  M.  Stanley,  Ph.D., 
“Recent  Developments  in  Virus-Cancer 
Research” 

Afternoon 

Presiding:  R.  G.  Mitcheltree,  M.D.,  Denver 

2:15 — “Pitfalls  in  the  Diagnosis  and  Treatment  of 
Cancer  of  the  Cervix,” 

Russell  R.  de  Alvarez,  M.D. 

2:40^ — “The  Classification  of  Malignant  Bone 
Tumors  with  a Brief  Resume  of  the  Clinical 
Management  of  Each,” 

H.  Relton  McCarroll,  M.D. 

3:05— “Abnormalities  of  Calcium  Metabolism  in 
Cancer,”  W.  P.  L.  Myers,  M.D. 


3:30 — Coffee  Break 

3:45 — “The  Role  of  Cytology  in  the  Detection  and 
Diagnosis  of  Cancer  and  Allied  Diseases,” 
William  M.  Christopherson,  M.D. 

4:10 — “One  Man’s  Philosophy  in  the  Treatment  of 
Breast  Cancer,” 

Tom  D.  Throckmorton,  M.D. 

4:35 — Adjourn 

5:00-7:30 — Cocktail  Hour — Cash  Bar — Music 
featuring  Eric  Ross 

Saturday,  July  11, 1964 

Morning 

8 :30 — Registration 

9:00 — Greetings  from  the  American  Medical  Asso- 
ciation, Norman  A.  Welch,  M.D.,  President 

9:15 — Symposium:  “Treatment  of  Cancer” 

Moderator:  B.  T.  Daniels,  M.D.,  Denver 
Participants:  William  M.  Christopherson, 
M.D.;  Russell  R.  de  Alvarez,  M.D.;  H.  Relton 
McCarroll,  M.D.;  W.  P.  L.  Myers,  M.D., 
Wendell  G.  Scott,  M.D.,  and  Tom  D. 
Throckmorton,  M.D. 

10:15 — Coffee  Break 

10:30 — Symposium  Continued 

12:15 — Luncheon 

Presiding:  Lanning  E.  Likes,  M.D. 

Guest  Speaker:  Norman  A.  Welch,  M.D. 

Afternoon 

2:00 — An  “Information  Please”  session  with  guest 
speakers  participating. 

Moderated  by:  Alexis  E.  Lubchenco,  M.D., 
Denver 

3:00 — Coffee  Break 

3:15 — “Information  Please”  session  continued 

4:00 — Adjourn 

FOR  FURTHER  INFORMATION  CONTACT: 

N.  Paul  Isbell,  M.D. 

Chairman,  Cancer  Committee 
Colorado  Medical  Society 
1809  East  18th  Avenue 
Denver,  Colorado  80218 

NO  REGISTRATION  FEE! 
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PAIN  RMUEF 
YOU  CAN  RELY  ON 
comes  in  minutes, . . 
lasts  for  hours 


© 


Each  scored  yeHow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habiMormmg), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  within  5 to  15 
minutes. .. usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  Just  1 tablet... 
rarely  causes  constipation. 


in  moderate  to 
moderately 
severe  pain,.. 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of  Percodan 
are  some\«hat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 

»U.S.  Pats.  2,628,185  and  2,907,768 


Minutes  of  the  House  of  Delegates 
Utah  State  Medical  Association 

Seventh  Interim  Meeting 
Salt  Lake  City,  Utah 
April  1, 1964 

FIRST  SESSION 

April  1, 1964 

The  Seventh  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
was  called  to  order  at  9:00  a.m.,  April  1,  1964,  in 
the  Empire  Room,  Hotel  Utah,  Salt  Lake  City, 
Utah,  by  Speaker  of  the  House  of  Delegates,  Dr. 
R.  N.  Hirst.  He  stated  that  the  meeting  was  official 
and  all  was  in  order. 

Dr.  Lamar  H.  Stewart  gave  the  invocation. 

Minutes  of  the  previous  Interim  Session  of  the 
House  of  Delegates  were  approved  as  published 
in  the  December  issue  of  the  Rocky  Mountain 
Medical  Journal,  on  motion  carried  unanimously. 
Dr.  Hirst  then  called  upon  the  President,  Dr.  Scott 
M.  Budge. 

Report  of  President 

“Since  our  last  meeting  of  the  House  of  Delegates  in 
September,  1963,  there  have  been  many  problems  arise  and 
discussed  at  our  regular  Board  of  Trustees  meetings.  Some 
discussed  and  deferred  and  some  settled. 

“As  you  remember,  last  September  the  House  of  Delegates 
recommended  the  appointment  of  several  committees.  First 
the  Liaison  Committee  between  medicine  and  clergy  to  be 
established.  This  was  done  and  a committee  appointed  to 
arrange  for  a future  joint  meeting. 

“Second  was  a special  ad  hoc  committee  to  study  the 
merits  of  the  Rocky  Mountain  Medical  Journal  and  the  advis- 
ability of  continuing  the  same.  This  committee  was  appointed 
and  a report  was  submitted. 

“Third,  as  some  concern  was  manifest  over  further  con- 
struction and  expansions  of  hospitals  in  Salt  Lake  Valley, 
a resolution,  which  was  approved,  called  for  the  appointment 
of  an  ad  hoc  committee  to  study  this  problem  as  a subcom- 
mittee of  the  Hospital  Relations  Committee.  This  committee 
was  appointed.  Two  representatives  of  the  Farm  Bureau 
met  with  the  Board  of  Trustees  to  discuss  and  explain  why 
they  recently  transferred  their  health  coverage  from  the 
Blues  to  a private  insurance  carrier.  The  American  Farm 
Bureau  has  cooperated  with  the  American  Medical  Association 
and  the  Utah  State  Farm  Bureau  has  cooperated  with  the 
Utah  State  Medical  Association  on  matters  of  interest  to 
both  organizations.  They  have  assisted  us  in  the  battle  against 
the  King-Anderson  type  legislation.  We,  therefore,  felt  anxious 
to  work  closely  with  the  Farm-  Bureaus.  We  urge  physicians 
to  support  them  in  carrying  out  their  program  as  they  have 
chosen  a plan  for  their  members  which  they  feel  gives  them 
better  protection  and  they  assure  full  payment  to  physicians 
and  hospitals  under  the  terms  of  the  contract.  They  expect 
to  pay  on  the  basis  of  regular  charges  in  the  area  served 
without  discount. 

“In  regard  to  the  immunization  of  members  of  the  Highway 
Department,  the  Board  recommended  that  the  component 


societies  handle  the  problems  in  their  various  areas  on  the 
basis  which  seem  to  fit  their  particular  situation. 

“Dr.  Thompson  reported  on  the  general  immunization 
provisions  being  conducted  in  various  parts  of  the  State.  He 
said  the  preliminary  indications  were  that  the  immunization 
level  in  most  instances  was  comparatively  high,  but  still 
there  was  room  for  improvement. 

“Mr.  Frank  Woolley,  Field  Representative  of  the  American 
Medical  Association,  and  Mr.  Richard  Philleo,  Legislative 
Representative  of  the  American  Medical  Association,  at  our 
January  Board  of  Trustees  meeting,  discussed  legislative  and 
political  matters  on  a national  level  especially  regarding 
medicare  as  President  Johnson  had  come  out  in  favor  of  a 
passage  of  a measure  using  the  Social  Security  set-up  as  a 
means  of  helping  to  finance  medicare  for  the  aged.  President 
Johnson  stated,  T hope  we  can  pass  a medicare  bill  out  of 
the  House  Ways  and  Means  Committee  and  through  the  Con- 
gress this  year  based  on  Social  Security  principles.  I can 
think  of  no  single  piece  of  legislation  that  I would  be  happier 
to  approve  than  the  bill.’ 

“Mr.  Bowman  discussed  at  several  meetings  what  is  being 
done  locally,  as  well  as  the  legislative  and  political  develop- 
ments. He  stated  that  on  the  local  level  the  doctors,  the 
Auxiliary  and  the  medical  assistants  had  all  been  briefed 
on  the  situation  and  were  ready  to  proceed  with  letters  to 
congressmen  and  senators. 

“I  think  much  could  be  accomplished  and  many  big  ideas 
and  some  misunderstandings  cleared  up  if  our  Executive 
Secretary,  Mr.  Bowman,  could  meet  with  each  component 
society  during  the  year  and  go  over  various  items  with 
members,  pointing  out  what  has  been  done  and  what  is  being 
done,  and  considered  at  the  present  time  by  the  Utah 
State  Medical  Association.  Mr.  Bowman  is  on  the  ground 
floor  and  can  explain  some  questionable  problems  such  as 
the  new  contract  with  the  Office  of  the  Dependents  Medical 
Care,  state  industrial  fees  and  how  and  where  your  dues 
are  spent  and  so  forth.  These  meetings  we  will  try  to  arrange 
for  in  the  near  future. 

“The  investigators  and  officers  of  the  Enforcement  Division 
of  the  Department  of  Business  Regulations  and  a member 
of  the  attorney  general’s  office  staff,  met  with  the  Board 
of  Trustees  to  discuss  the  narcotic  traffic  in  the  State.  They 
pointed  out  a problem  that  was  causing  considerable  concern 
in  the  department.  They  stated  that  under  the  law,  paregoric 
and  other  class  ‘B’  narcotics  were  being  prescribed  in- 
advertently by  physicians  and  there  was  considerable  care- 
lessness in  signing  of  narcotic  prescriptions.  The  law  states 
it  is  illegal  for  pharmacists  to  honor  telephone  prescriptions, 
and  they  ask  that  physicians  cooperate  more  closely  with 
the  pharmacists  in  helping  them  to  enforce  this  regulation 
as  the  law  is  going  to  be  enforced  to  the  letter  and  the  fine 
and  jail  sentence  will  be  enforced. 

“Mr.  Bowman  and  I attended  the  first  Congress  on  Medi- 
cine and  Pharmacy  which  was  held  in  Chicago  in  March, 
1964.  The  purpose  of  the  meeting  was  to  discuss  mutual 
problems  on  local,  state  and  international  levels.  These  are 
problems  which  cannot  be  solved  by  an  individual  but  by 
the  body  as  a whole.  It  was  felt  that  we  need  professional 
cooperation  and  it  is  our  responsibility  to  improve  doctor, 
pharmacist  and  patient  relationship.  We  should  have  inter- 
professional relationship  as  a courtesy  between  two  profes- 
sions and  inform  the  public  of  all  good  new  drugs  and 
discourage  advertised  drugs.  We  should  have  good  cooperation 
between  medicine  and  pharmacy  to  prevent  government 
control.  Physicians  and  pharmacists  should  meet  and  discuss 
their  problems  and  interprofessional  courtesy  is  only  a form 
of  politeness.  The  pharmacists  should  defend  the  physician 
and  vice  versa  in  ethics,  charges,  overhead,  expenses,  training, 
education  and  so  forth. 

“The  speakers  strongly  discouraged  the  owning  of  a 
pharmacy  by  physicians  and  urged  that  physicians  should 
consider  pharmacy  as  a separate  profession  or  practice.  A 
physician  should  not  share  in  any  prescriptions  as  it  is 
detrimental  to  public  interest  and  we  should  not  exploit  the 
sick.  A pharmacist  who  permits  himself  to  split  fees  can  be 
suspended  and  if  a doctor  exploits  his  patient  he  can  be 
expelled  from  his  local  society  and  lose  his  hospital  privileges. 

“Some  states  have  passed  regulations  and  federal  legislation 
is  threatened  prohibiting  doctors  from  owning  interest  in 
drug  stores.  They  may  rent  to  druggists  at  the  going  reasonable 
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rate  but  it  should  not  be  based  on  income.  A doctor  should 
charge  only  for  his  professional  services.  Prescribing  to  profit 
in  any  way  by  a doctor,  by  rental,  sale  of  property  referring 
or  personal  gain  from  prescriptions  is  considered  unethical. 
Professionalism  is  on  trial  today. 

“While  at  the  American  Medical  Association  meetings  in 
Portland  last  December,  I considered  it  a great  privilege  to 
present  in  behalf  of  the  doctors  of  Utah  a check  for  $13,407 
to  the  educational  and  research  foundation.  It  was  greatly 
appreciated. 

“I  wish  to  express  my  sincere  thanks  to  the  Board  of 
Trustees,  to  our  Executive  Secretary,  Mr.  Harold  Bowman, 
and  our  office  staff  as  well  as  the  various  committees  for 
their  support,  good  advice  and  guidance  during  the  past 
few  months  as  it  has  made  a new  and  difficult  task  a 
pleasure.” 

Executive  Secretary’s  Report 

“My  report  is  in  the  Handbook.  It  takes  up  three  or  four 
pages.  That  ought  to  be  enough  for  the  Executive  Secretary. 
However,  I would  like  to  add  that  we  are  still  negotiating 
with  the  Industrial  Commission.  No  conclusion  has  been 
reached.  These  negotiations  have  been  carried  on  over  the 
past  year  since  the  implementation  of  the  relative  value 
scale. 

“We  met  with  committees  representing  the  commission 
and  the  self-insurers  and  the  companies  that  are  underwritten 
by  private  carriers  over  the  year.  They  first  offered  80  per 
cent  of  the  Relative  Value  Scale  which  was  rejected  by  the 
Board  of  Trustees  and  the  negotiations  were  resumed.  The 
commission  decided  to  arbitrate  the  matter  and  early  in 
February  called  for  a hearing  into  the  situation  and  we 
were  represented  at  that  meeting  by  Mr.  Grant  Aadnesen 
and  myself.  Then  additional  information  was  asked  for  and 
we  since  furnished  that,  but  so  far  no  conclusion  has  been 
reached. 

“The  Board  of  Trustees  is  asking  for  one  hundred  per 
cent  of  RVS,  but  we  have  asked  them  to  submit  90  per  cent, 
the  same  as  Blue  Shield,  with  the  thought  that  that  may  be 
accepted  by  the  Board  of  Trustees.” 


Report  of  the  Delegate  to  the 
American  Medical  Association 

“Mr.  Speaker,  members  of  the  House,  it  is  a pleasure  for 
me  to  give  you  a very  brief  report  on  the  Clinical  Meeting 
that  was  held  in  Portland,  Oregon,  December  1 through  the 
4th.  You  might  be  interested  to  know  that  the  total  registration 
reads  7.103  and  that  there  were  3,144  physicians. 

“Now,  of  course,  the  subject  of  tobacco  and  health  was 
again  brought  up  on  the  floor  of  the  House  and  this  time 
primarily  for  the  establishment,  partly  financed  by  the  Amer- 
ican Medical  Association,  for  a research  division  or  a com- 
prehensive program  of  research  on  tobacco  and  health.  In 
other  words,  what  they  are  going  to  do  is  to  set  up  a depart- 
ment of  research  to  advise  exactly  what  does  tobacco  do, 
what  are  the  things  in  it  that  do  it  and  how  is  it  done  and 
what  can  we  do  to  prevent  it.  The  American  Medical  Asso- 
ciation contributed  the  first  $500,000.  1 understand  that  money 
has  poured  in  since  then  from  many  organizations,  of  course 
including  the  tobacco  industry.  Maybe  I shouldn’t  say  ‘of 
course,’  this  may  be  good  or  bad  for  them. 

“Of  course  the  problem  of  civil  rights  and  negro  physi- 
cians was  brought  up  in  the  House  and  all  the  House  actually 
did  was  reaffirm  a policy  that  had  been  established  back  in 
1950,  1952  on  this  subject  and  directed  that  a copy  of  the  I960 
resolution  be  sent  to  each  state  and  county  medical  society. 
The  resolution  urged  that,  ‘Constituent  and  component  societies 
having  restrictive  membership  provisions  based  on  race  study 
this  question  in  the  light  of  prevailing  conditions  with  a 
view  to  taking  steps  as  they  may  elect  to  eliminate  such 
restrictive  provisions.’ 

“In  other  words,  there  should  be  no  restrictive  provisions 
in  our  dealings  with  people  of  other  races. 

“Now,  there  were  some  changes  made  in  the  constitution 
and  by-laws  which  were  really  not  too  awfully  important 
and  I won’t  take  time  at  this  time  to  reiterate  any  of  them. 

“The  subject  of  blood  banks  came  up  and  I thought  they 
clarified  their  position  again  which  really  hasn’t  changed 
considerably,  but  I would  just  like  to  read  this: 

“ ‘It  also  stated  that  the  blood  bank  is  considered  a medical 
facility  and  the  top  authority  in  a blood  bank  should  be  a 
physician.’ 


Recent  reports  suggest. ..insulin  and  sulfonylureas  may  accelerate  lipo- 
genesis,^'\  . . serum  ‘‘insulin”  levels  are  often  elevated  in  obese  diabet- 
ics^’^’\ . . DBI(phenformin  HCl ) reduces  high  blood  sugars,  lo  ivers  elevated 
“insulin”  levels,  tends  to  reduce  body  weight  toioard  normalF''^'^ 

most  effffootive  in  the  ohese  dicihetic 

DBi;  DBI-TOe 

tablets  2S  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCl 


In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCl)  with  a proper  diet:  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels;  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCl)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 
hypoglycemic  agent. 

Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  diabetes.  Gastrointestinal  side  effects 
occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Occasionally 
an  insulin-dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiated 
from  “insulin-lack”  ketosis,  and  treated  accordingly.  Use  with  caution  in  severe  liver  disease.  Not  recommended  without 
insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  information. 

Bibliography:  1.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.;  Metabolism  11:819, 
1962.  3.  Grodsky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333,  1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism 
10:689,  1961.  6.  Yalow,  R.  S.  and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  8.  Weller,  C. 
et  al.:  Metabolism  11:1134,  1962.  9.  Radding,  R.  S.  et  al.:  Metabolism  11:404,  1962. 
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“Again  it  has  been  my  pleasure  to  serve  as  your  delegate 
to  the  American  Medical  Association,  and  I would  like  to  take 
this  opportunity  to  thank  you  for  that  and  also  to  thank 
Dr.  Scott  Budge,  President  of  the  Utah  State  Medical  Associa- 
tion, and  Mr.  Harold  Bowman.  Their  company  was  most 
enjoyable  in  Portland.  Even  the  weather  was  enjoyable 
although  it  was  a little  cool  and  also  for  their  timely  sugges- 
tions and  help  during  this  last  clinical  session.” 

Woman’s  Auxiliary 

Speaker  Hirst  introduced  Mrs.  Spencer  Snow,  President 
of  the  Auxiliary  to  the  Utah  State  Medical  Association. 

Mrs.  Snow;  “Thank  you.  Dr.  Budge,  Dr.  Child,  Dr.  Hayward 
and  members  of  the  House  of  Delegates. 

“Since  this  will  be  my  last  appearance  before  you  as 
President  of  the  Medical  Auxiliary,  I want  to  thank  you 
for  the  opportunity  to  tell  you  about  some  of  the  things 
that  we  are  doing  and  have  done. 

“It  is  a privilege  to  represent  your  wives  in  this  capacity. 

“Thirty-one  years  ago  we  were  organized  for  the  purpose 
of  cultivating  friendly  relations  and  mutual  understandings 
among  physicians  and  their  families  and  to  support  and  assist 
your  organization  in  the  advancement  of  medicine  and  public 
health.  Our  story  is  a record  of  plans  that  have  grown  into 
action.  It  is  a story  filled  with  action  of  women  with  vision 
and  understanding  of  existing  needs  in  our  community: 
women  devoted  to  their  husbands,  to  their  husbands’  pro- 
fession and  in  helping  in  the  affairs  that  concern  the 
medical  profession;  concerned  with  fighting  their  battles 
and  at  the  same  time  spreading  seeds  of  good  will. 

“We  have  united  as  never  before  in  number  and  purpose 
to  maintain  the  freedom  of  medicine.  We  have  achieved 
excellence  through  our  efforts  and  through  the  efforts  of 
women  of  know-how  at  the  county  level,  in  our  services 
and  in  our  projects  and  I am  satisfied  that  we  have  had  a 
very  successful  aggressive  year. 

“I  won’t  go  into  detail  about  all  of  the  things  that  we 
have  done,  which  are  many,  as  I have  given  a report  in  your 
Handbook,  but  I do  urge  that  you  read  it  so  that  you  will 
know  what  we  are  doing.  Since  that  report  was  written,  we 
have  been  doing  other  things,  other  things  are  happening 
and  so  I will  let  you  know  what  we  are  doing  at  the  present 
time. 


“At  our  last  board  meeting,  we  saw  the  film  put  out  by 
the  AMA.  It  IS  called,  ‘The  One  Who  Heals.’  It  is  a film 
introducing  the  Department  of  Medicine  and  Religion  of 
the  American  Medical  Association.  This  department  was 
established  in  1961  and  it  is  deeply  concerned  with  the 
necessity  of  maintaining  the  total  health  of  man,  the  spiritual, 
physical,  mental  and  social  factors  that  affect  his  health. 
Solutions  of  the  problems  are  not  given  in  this  film,  but  it 
encourages  discussion  as  to  how  the  physician  and  the  clergy 
can  work  effectively  together.  It  is  very  effectively  pre- 
sented and  our  women  showed  great  response  to  this  film. 

“I  want  to  tell  you,  too,  that  we  are  very  proud  that 
Utah  County  made  headlines  and  has  a picture  in  our 
women’s  bulletin  for  their  work  in  Ambliopia  clinics  that 
they  have  carried  out  last  year  and  this  year.  They  have 
done  a tremendous  job.  We  felt  quite  honored  we  were 
mentioned  for  something  we  have  done.” 

Mrs.  Snow  thanked  and  commended  the  doctors  for  the 
support  they  have  given  the  Auxiliary  in  all  their  endeavors. 

Mrs.  Snow  introduced  Mrs.  George  Gasser  of  Logan, 
President-elect  of  the  Auxiliary.  She  stated  that  Mrs.  Gasser 
was  very  capable  and  that  she  would  do  a fine  job  in  her 
new  capacity  as  President. 

Mr.  Bowman  then  commended  Mrs.  Snow  for  the  marvelous 
job  she  had  done  as  President  of  the  Auxiliary  and  her 
accomplishments  for  the  year. 

Liaison  Committee  to  the  University  of 
Utah  College  of  Medicine 

Dr.  Waldo  was  then  called  upon  to  report  on 
the  Liaison  Committee  between  the  University  of 
Utah  College  of  Medicine  and  the  Utah  State  Med- 
ical Association.  He  stated  that  the  committee  was 
composed  of  members  of  the  USMA,  members 
of  the  faculty  of  the  College  of  Medicine  and 
members  of  the  Board  of  Regents  of  the  University 
of  Utah.  He  said  the  one  problem  that  has  been 
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brought  up  or  been  brought  to  the  attention  of 
the  Board  of  Trustees  has  been  the  suggestion 
that  the  Utah  State  Medical  Association  should  be 
better  represented  on  the  various  committees  of 
the  College  of  Medicine.  “I  had  gone  up  and 
discussed  this  with  Dr.  Castleton  some  two  or 
three  months  ago  and  we  brought  this  up  again 
at  the  meeting  last  night.  Actually,  on  a number 
of  the  committees  that  have  to  do  with  matters 
that  would  be  of  concern  to  this  society,  we  find 
that  we  are  represented.  We  have  representatives 
on  the  Library  Committee,  on  the  Admissions 
Committee,  on  several  other  committees,  I can’t 
name  them  all  offhand,  that  have  to  do  with  gen- 
eral interest.” 

Dr.  Waldo  said  there  were  a great  many  com- 
mittees on  which  the  Association  is  not  represented, 
but  these  committees  were  of  little  importance. 

The  problem  was  also  brought  up,  he  said,  as 
to  whether  or  not  the  Association  should  have  a 
representative  on  the  Executive  Committee  of  the 
Medical  School.  Dr.  Waldo  stated  that  a number 
of  the  individual  divisions  of  the  University  of 
Utah  College  of  Medicine  are  not  represented  on 
the  Executive  Committee — that  this  was  confined 
to  only  the  full  heads  of  departments.  He  also 
mentioned  that  the  Association  was  not  repre- 
sented on  the  Board  of  Trustees  of  the  University 
of  Utah  College  of  Medicine,  but  whenever  prob- 
lems arose  concerning  the  medical  school,  the 
Board  of  Trustees  of  the  Utah  State  Medical  Asso- 
ciation would  invite  the  Dean  to  sit  in  on  a Board 
meeting  to  discuss  the  matter.  This,  he  said,  could 
work  the  same  way  with  the  Executive  Committee 
of  the  Medical  School. 

Another  problem  brought  up  at  the  meeting 
was  the  extended  care  unit  which  had  been  sug- 
gested for  construction  at  the  site  of  the  new 
Medical  School.  This  would  be  a building  com- 
parable entirely  to  what  is  now  the  infirmary 
at  the  old  County  Hospital.  This  matter  was 
brought  up,  not  by  the  Medical  School,  but  by 
the  Citizens  Advisory  Committee  having  to  do  with 
the  disposal  of  the  County  Hospital.  They  felt  that 
it  would  be  economically  unsound  to  leave  the 
infirmary  on  the  present  county  grounds  because 
this  would  involve  a certain  amount  of  necessary 
hospital  facilities  such  as  x-ray  and  some  minor 
surgery,  pharmacy,  etc.  Therefore,  at  their  recom- 
mendation, the  County  Commission  of  Salt  Lake 
has  recommended  and  requested  the  University 
of  Utah  to  consider  the  construction  of  a building 
adjacent  to  the  medical  school  which  would  repre- 
sent the  extended  care  unit  which  would  be  noth- 
ing more  than  essentially  a geriatric  hospital. 
The  committee  could  see  no  opposition  to  this. 
As  a matter  of  fact,  it  was  not  a matter  for  the 
committee  to  decide,  and  this  is  reported  in  the 
House  of  Delegates  as  a matter  of  information 
because  it  is  not  a matter  that  is  of  direct  concern 
to  us  as  far  as  a decision  is  concerned. 

Speaker  Hirst  then  called  upon  Dr.  Kenneth 
B.  Castleton,  Dean  of  the  College  of  Medicine  of 
the  University  of  Utah. 


Dr.  Castleton  reviewed  some  of  the  problems 
pointed  out  by  Dr.  Waldo  and  elaborated  some- 
what on  the  extended  care  unit  for  the  medical 
school.  He  said  that  the  request  to  build  the  unit 
in  close  proximity  to  the  medical  school  had  come, 
not  from  the  medical  school,  but  from  Salt  Lake 
County  itself.  Dr.  Castleton  stated  that  he  could 
not  see  what  the  University,  the  medical  profes- 
sion or  the  taxpayer  had  to  lose.  “In  fact,”  he 
said,  “it  seems  to  me  that  everybody  benefits  so 
for  this  reason,  we  have  voted  in  favor  of  it.” 

Dr.  Castleton  then  asked  if  there  were  any  ques- 
tions in  regards  to  this  matter,  and  some  discussion 
by  the  members  followed. 

Following  Dr.  Castleton’s  report,  Speaker  Hirst 
assigned  the  reference  committees. 

(The  first  session  of  the  House  of  Delegates  of 
the  Utah  State  Medical  Association  adjourned  at 
10:50  a.m.,  April  1,  1964.) 

SECOND  SESSION 

April  1,  1964,  2:00  p.m. 

Speaker  Hayward:  “Russell  Hirst  says  I can  no 
longer  enjoy  the  prestige  of  being  his  assistant 
unless  I do  some  work  so  I am  going  to  take  charge, 
and  the  first  order  of  business  will  be  to  hear  from 
the  reference  committees.” 

Reference  Committees 

The  reference  committees  approved  the  reports 
with  some  minor  changes.  Following  are  some  of 
the  changes  and  recommendations  relative  to  the 
reports  which  would  be  of  importance  to  the 
membership: 

Report  of  the  Delegate  to  the 
American  Medical  Association 

Dr.  Petersen  gave  a brief  review  of  his  report, 
and  the  reference  committee  commented  on  one 
of  the  miscellaneous  actions  taken  by  the  House 
as  pointed  out  in  Dr.  Petersen’s  report  on  page  18: 
“It  earnestly  recommended  that  the  state  medical 
societies  explore  the  advantages  of  implementing 
the  Kerr-Mills  program  in  a manner  which  will 
permit  the  care  of  beneficiaries  under  the  volun- 
tary health  insurance  program.” 

Editor,  Utah  Section,  Rocky  Mountain 
Medical  Journal  Report 

This  report  was  accepted  as  printed  with  the 
following  change:  The  word  replaced  on  page  36 
was  changed  to  augmented. 

Woman’s  Auxiliary  Report 

This  report  gives  a complete  account  of  the 
activities  of  the  wives  for  the  year.  Mrs.  Snow 
was  commended  for  her  fine  service  in  the  capacity 
of  President,  and  the  report  was  accepted. 

Special  Committee  on  Eye  Care  Report 

This  report  was  accepted  as  printed  with  the 
following  change:  The  last  paragraph  which  read, 
“Other  long  range  objectives  are  to  be  attained 
especially  curbing  the  aggressive  tactics  of  certain 
optometry  groups,”  was  deleted. 
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Rocky  Mountain  Medical  Journal 


Sanitation  and  Pollution  Committee  Report 
This  report  was  accepted  with  the  following 
additions  and  changes:  In  the  first  paragraph  on 
page  46,  the  second  sentence  was  changed  to  read: 
“There  are  still  a significant  number  of  com- 
munities and  recreation  areas,  however,  which  do 
not  treat  their  sewage  before  its  dumping  or 
adequately  disposing  of  it,  either  onto  public  land 
or  into  public  canals  or  waterways.” 

The  last  paragraph  on  page  47  had  the  follow- 
ing addition:  Line  22  . . . all  public  supplies 
including  recreation  areas  . . . 

Nursing  Liaison  Committee  Report 

The  committee  made  the  following  change  in 
this  report:  The  last  paragraph  was  changed  to 
read  as  follows:  “The  Committee  recommends  that 
the  Utah  State  Medical  Association  take  definite 
steps  to  implement  a State  Conference  for  profes- 
sional nurses  and  physicians.”  The  report  was  ac- 
cepted as  amended. 

Utah  County  Medical  Society  Report 

The  reference  committee  pointed  out  that  H. 
Bruce  Ostler,  M.D.,  is  Secretary  of  the  Utah  County 
Medical  Society.  This  report  was  accepted  as 
written. 

Resolutions 

The  following  resolutions  were  adopted  by  the 
House: 

Use  of  Tobacco 

WHEREAS,  the  report  of  the  Surgeon  General  of  the 
Public  Health  Service  concludes:  “That  tobacco  in  any  form 
is  harmful  to  humans”; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the  Utah  State 
Medical  Association  go  on  record  as  being  in  favor  of  further 
action  being  taken  to  regulate  the  advertising  and  labeling 
of  these  products: 

AND  BE  IT  FURTHER  RESOLVED: 

1.  That  the  medical  profession  favors  elimination  of  any 
misleading  and  hypnotic  advertising  directed  toward  influenc- 
ing youth  to  use  tobacco. 

2.  That  the  Medical  Association  take  steps  to  publicize, 
particularly  in  schools  and  homes,  the  harmful  effects  of 
cigarette  smoking. 

3.  That  a copy  of  this  resolution  be  sent  to  Dr.  Luther  L. 
Terry,  Surgeon  General  of  the  Public  Health  Service,  and 
to  Anthony  J.  Celebreeze,  Secretary  of  the  Department  of 
Health,  Education  and  Welfare,  Washington,  D.  C.,  urging 
that  remedial  action  be  taken  by  them  without  further  delay. 

Postgraduate  Training  on  Mental  Health 

WHEREAS,  the  problem  of  combating  mental  illness  has 
become  of  national  concern,  and 

WHEREAS,  grants  and  appropriations  have  been  made  to 
the  states  for  the  purpose  of  investigating  and  planning  mental 
health  facilities  and  services,  and 

WHEREAS,  the  medical  profession  should  lead  out  in  any 
program  designed  to  improve  the  care  of  the  patient  in  this 
area; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the  University 
of  Utah  College  of  Medicine,  in  cooperation  with  the  Utah 
State  Medical  Association,  the  Utah  Psychiatric  Society  and 
the  Academy  of  General  Practice,  consider  the  holding  of 
an  institute  designed  for  postgraduate  training  in  the  field 
of  mental  health. 

Jordan  River  Pollution 

WHEREAS,  the  Salt  Lake  Tribune  in  a series  of  articles 
written  by  Don  Brooks  has  pointed  out  the  Jordan  River  in 
Salt  Lake  County  as  “one  of  the  filthiest  rivers  in  Utah,”  and 

WHEREAS,  the  river  has  become  a serious  health  hazard 
for  the  people  of  Salt  Lake  County,  and 

WHEREAS,  dumping  of  garbage,  particularly  in  the  lower 
Jordan,  is  continuing,  and 

WHEREAS,  there  is  continuing  disposal  of  incompletely 
treated  sewage  in  the  entire  Jordan  River; 


NOW  THEREFORE  BE  IT  RESOLVED,  that  the  Utah 
State  Medical  Association  go  on  record  backing  the  Salt  Lake 
Tribune  in  its  effort  to  eliminate  this  serious  hazard  to  health 
in  the  Jordan  River  and  urge  diligent  action  by  the  Salt  Lake 
County  Commission  and  State  Water  Pollution  Control  Board 
to  remedy  the  problem. 

Unapproved  Waters  in  Utah 

WHEREAS,  the  State  of  Utah  is  rapidly  becoming  one 
of  the  major  tourist  and  recreation  centers  of  the  west,  and 
WHEREAS,  a number  of  cities  and  towns  in  Utah  are 
still  using  water  not  approved  by  the  State  Board  of  Health, 
thus  retarding  their  development  as  future  facilities  for  the 
Utah  Tourism  Industry,  and 

WHEREAS,  there  are  only  35  fully  approved  municipal 
water  systems  out  of  321  systems  in  the  State,  and 

WHEREAS,  it  is  estimated  that  80  per  cent  of  the  non- 
appro  ved  water  systems  could  correct  their  situation  for 
approximately  $10,000  in  less  than  sixty  days,  and 

WHEREAS,  this  situation  could  very  readily  lead  to  a 
major  disease  epidemic  if  not  rectified; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  those  com- 
munities be  urged  to  take  necessary  steps  to  provide  proper 
treatment  of  their  culinary  water  supplies  so  as  to  safeguard 
the  health  of  the  people  of  Utah  and  the  visitors. 

Report  of  the  Medical  Economics  and 
Public  Policy  Committee  of  the 
Salt  Lake  County  Medical  Society 

At  the  Annual  Meeting  of  the  Salt  Lake  County 
Medical  Society  held  December  9,  1963,  the  follow- 
ing report  of  the  Medical  Economics  and  Public 
Policy  Committee  was  adopted  with  the  recom- 
mendation that  the  report  be  submitted  to  the 
House  of  Delegates  of  the  Utah  State  Medical 
Association  at  its  next  meeting  with  the  added 
recommendation  that  the  contents  of  the  report 
become  policy: 

“This  Committee  has  met  on  two  occasions  during  the 
past  year  to  discuss  a request  by  one  of  our  members  that 
the  Salt  Lake  County  Medical  Society  urge  the  Utah  State 
Medical  Association’s  Relative  Value  Scale  be  accepted  and 
used  by  all  agencies  utilizing  medical  services  in  this  area. 
It  was  felt  that  it  would  be  better  if  one  schedule  were 
applied  for  all  the  medical  services  that  were  required.  The 
Committee  would  like  to  urge  that  the  negotiations  for  such 
a single  fee  schedule  continue,  and  that  this  be  accomplished 
in  the  shortest  period  of  time  possible.  Respectfully  submitted, 
Robert  H.  Lamb,  M.D.,  Chairman.” 

Reports  of  Councilors 

Speaker  Hirst  then  called  for  the  report  from 
Councilors  of  the  Component  Societies.  Box  Elder, 
Cache  Valley,  Carbon  County,  Central  Utah,  Weber 
County,  Utah  County,  Uintah  Basin,  Southern  Utah 
and  Salt  Lake  County  all  reported  that  they  had  no 
additional  report  other  than  the  published  report 
in  the  Handbook. 

President  Budge:  Letters  of  sympathy  and 
condolence  have  been  sent  to  the  families  of  each 
of  the  following  members  of  the  Utah  State  Medical 
Association  who  have  passed  away  since  the  last 
report: 

W.  W.  Wolf,  M.D.,  Provo,  Utah 
John  E.  Nielson,  M.D.,  Salt  Lake  City,  Utah 
Warren  A.  Colton,  M.D.,  Salt  Lake  City,  Utah 
Floyd  F.  Hatch,  M.D.,  Salt  Lake  City,  Utah 
Frank  R.  King,  M.D.,  Price,  Utah 
Nephi  J.  Rees,  M.D.,  Salt  Lake  City,  Utah 
C.  John  Christenson,  M.D.,  Salt  Lake  City,  Utah 
Franklin  H.  Raley,  M.D.,  Salt  Lake  City,  Utah 
(The  House  of  Delegates  stood  as  a body  in 
silence.) 

There  being  no  further  business,  the  meeting 
was  adjourned  at  3:15  p.m. 
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University  of  Utah  Medical  School  News 

Dr.  Kenneth  B.  Castleton,  dean  of  the  Univer- 
sity of  Utah  College  of  Medicine,  has  been  ap- 
pointed to  a special  seven-man  Commission  on 
Medical  Practice,  of  the  American  Medical  Asso- 
ciation. Dr.  Castleton  was  elected  to  this  distin- 
guished group  by  the  Board  of  Trustees  of  the 
AMA. 

It  is  expected  that  the  deliberations  and  recom- 
mendations of  this  commission  will  have  a signifi- 
cant effect  on  the  future  of  medical  practice  in 
the  United  States. 

The  commission’s  responsibility  will  be  to  study 
and  recommend  methods  for  the  better  distribution 
of  knowledge  and  skills  by  the  medical  profession 
to  provide  more  adequate  availability  of  personal 
physicians. 

« ♦ ♦ * 

The  University  of  Utah  College  of  Medicine 
was  represented  at  the  48th  annual  meeting  of 
the  Federation  of  American  Societies  for  Experi- 
mental Biology  by  47  members  of  the  faculty, 
student  body  and  research  groups.  Some  21  papers 
of  the  2,900  presented  were  presented  by  these 
University  of  Utah  representatives,  three  of  them 
by  undergraduate  medical  students. 

Subjects  covered  by  these  21  papers  included, 
among  others,  regulation  of  respiration,  pathology, 
antigens  and  antibodies,  gastroenterology,  coagula- 
tion, cell  structure  and  function,  immune  response, 
and  electrophysiology  of  the  heart. 


U.  S.  M.  A.  Briefs 

Dr.  Maxwell  M.  Wintrobe  of  the  University 
of  Utah  College  of  Medicine  has  been  elected  vice 
chairman  of  the  Council  on  Drugs  of  the  American 
Medical  Association. 

This  13-man  council,  appointed  by  the  Board 
of  Trustees,  provides  authoritative  and  unbiased 
information  on  drugs  to  the  medical  profession  to 
encourage  rational  therapy. 

* * ♦ ♦ 

Dr.  L.  E.  Viko  was  recently  re-elected  as  chair- 
man of  the  State  Board  of  Health.  He  first  became 
chairman  a year  ago,  when  he  succeeded  Dr.  John 
A.  Dixon  of  Ogden.  Dr.  D.  L.  Bunderson  of  Brig- 
ham City  was  again  named  as  vice  chairman  of 
the  health  board. 

* * * * 

Dr.  Robert  J.  Beveridge,  Salt  Lake  chest  sur- 
geon, has  been  elected  as  president  of  the  newly 
formed  Youth  Tobacco  Advisory  Committee.  The 
purpose  of  this  committee  is  to  inform  young 
people  of  the  harmful  effects  of  tobacco  and  try 
to  persuade  them  never  to  start  smoking. 

* * * * 

Obituaries 

Dr.  Adlai  E.  Callaghan,  72,  Salt  Lake  physician 
and  surgeon,  died  of  a heart  ailment  at  his  home, 
Thursday,  April  9. 

Dr.  Callaghan  had  practiced  in  Utah  since  1923 
and  in  Salt  Lake  City  since  1934.  He  was  a member 


and  past  president  of  the  Holy  Cross  Hospital  staff. 

He  was  also  a member  of  the  Salt  Lake  County 
Medical  Society,  Utah  State  Medical  Association, 
American  Medical  Association,  Intermountain 
Ophthalmological  Society,  American  Academy  of 
Ophthalmology  and  Otolaryngology,  and  Pacific 
Coast  Ophthalmological  Society. 

Dr.  Callaghan  was  a former  member  of  the 
medical  faculty  at  the  University  of  Utah,  and 
a member  of  the  Medical  Corps  in  World  War  I. 

He  was  graduated  from  Maryland  Medical 
School  at  Baltimore  in  1915  and  received  a degree 
in  ophthalmology  from  Tulane  University  in  New 
Orleans  in  1934. 

He  was  born  October  3,  1891,  in  Craigsville, 
West  Virginia,  a son  of  Charles  DeWitt  and  Alice 
Bailey  Callaghan.  He  married  Mabelle  Thorup 
July  15,  1916,  at  St.  Louis,  Missouri. 

Survivors  include  his  widow,  one  daughter,  one 
grandchild,  and  three  brothers. 

* ♦ « * 

Dr.  Scott  A.  Jones,  81,  a former  Salt  Lake  City 
physician  and  surgeon,  died  Wednesday,  April  1, 
in  a Salt  Lake  hospital  of  causes  incident  to  age. 

Dr.  Jones  attended  Northwestern  University 
and  graduated  from  the  University  of  Utah  with 
a degree  in  surgery  and  medicine. 

He  began  practicing  medicine  in  1918  and  con- 
tinued until  his  retirement  a few  years  ago. 

Dr.  Jones  was  born  the  son  of  Brigham  and 
Eleanor  Hicks  Free  Jones  on  August  25,  1882.  He 
married  Pearl  Allenbaugh  in  1909,  in  Salt  Lake 
City.  She  died  February  21,  1962. 

Survivors  include  a brother,  Leslie  Jones,  Long 
Beach,  California. 


Obituary 

Dr.  Don  A.  Vanderhoof  was  born  May  24,  1878, 
in  Bloomingdale,  Du  Page  County,  Illinois.  He 
graduated  from  Wheaton  College,  Wheaton,  Illi- 
nois, in  1900  and  from  the  University  of  Chicago, 
Rush  Medical  College,  in  December,  1903.  Dr. 
Vanderhoof  interned  in  Chicago  and  then  located 
and  practiced  general  medicine  in  Byron,  Illinois. 

Dr.  Vanderhoof  and  Vergne  C.  Culver,  a nurse, 
were  married  in  Chicago  in  December,  1904.  They 
resided  at  Byron,  Illinois,  for  two  years  while  he 
practiced  general  medicine.  He  then  spent  three 
months  at  Chicago  Eye,  Ear,  Nose  and  Throat 
Hospital  after  which  he  went  to  Vienna  and  Lon- 
don for  advanced  training  in  otolaryngology  for 
one  and  one-half  years.  Upon  his  return  to  the 
United  States  he  lived  in  Rockford,  Illinois,  where 
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he  practiced  his  specialty  until  he  moved  to  Colo- 
rado Springs  in  1912.  Dr.  Vanderhoof  continued 
his  practice  here  until  he  retired  in  1945. 

Dr.  Vanderhoof  is  survived  by  two  children, 
Mrs.  Albert  L.  Linger  of  Denver  and  Dr.  Richard 
C.  Vanderhoof  of  Colorado  Springs;  six  grand- 
children and  six  great-grandchildren. 

Dr.  Vanderhoof  was  a member  of  the  Colorado 
Springs  Kiwanis  Club,  Masonic  Lodge,  Knights 
Templar  and  Shrine;  a member  of  the  Amer- 
ican Medical  Association,  the  Colorado  Medical 
Society,  the  Colorado  State  Ear,  Nose  and  Throat 
Society,  American  Triological  Society,  American 
Board  of  Ear,-  Nose  and  Throat.  He  was  a reg- 
istered doctor  in  Colorado,  Illinois,  Texas  and 
California.  He  was  consultant  of  the  Missouri  Pa- 
cific and  Denver  & Rio  Grande  Railroads  for  many 
years  and  was  a staff  member  of  the  Myron 
Stratton  Home  and  of  the  Colorado  School  for  the 
Deaf  and  Blind. 


University  of  Colorado 
Medical  Center  News 

Dr.  George  S.  Tyner,  Associate  Dean  of  the 
University  of  Colorado  School  of  Medicine,  has 
been  elected  president  of  the  Colorado  Ophthal- 
mological  Society,  succeeding  Dr.  William  K. 
Kuhlman  of  Colorado  Springs. 

Other  new  officers  elected  are:  Dr.  Eli  Bard, 
Denver,  president-elect;  Dr.  Duane  D.  Lahey,  Den- 
ver, secretary;  Dr.  Harold  R.  Peterson,  re-elected 
as  treasurer;  and  Dr.  Kuhlman,  member-at-large, 
executive  committee. 

The  society,  gathered  for  its  annual  meeting 
April  18  at  the  Petroleum  Club  in  Denver,  adopted 
a resolution  commending  Dr.  Max  Kaplan,  Denver, 
for  his  eight  years  of  service  as  secretary  and 
expressing  thanks  for  his  devoted  efforts. 

* * * * 

Alumni  of  the  University  of  Colorado  School 
of  Medicine  will  have  an  opportunity  to  meet  their 
new  dean.  Dr.  John  J.  Conger,  during  the  113th 
annual  convention  of  the  American  Medical  Asso- 
ciation in  San  Francisco,  June  21-26. 

Dr.  Hermann  B.  Stein,  Denver  anesthesiologist 
and  president  of  the  Colorado  Medical  Alumni  As- 
sociation, announces  a reception  for  Dean  Conger 
will  be  held  at  4:30  p.m.,  June  24,  in  the  Tamalpais 
Room  of  the  Sir  Francis  Drake  Hotel.  Dr.  Conger, 
a clinical  psychologist  and  member  of  the  Colorado 
medical  faculty  since  1953,  was  installed  last  Sep- 
tember as  Vice  President  for  Medical  Affairs  and 
sixth  dean  of  the  School  of  Medicine.  He  had  been 
Associate  Dean  since  1961  and  served  an  interim 
appointment  as  Acting  Dean. 

* ijs  ♦ * 

Dr.  Edith  B.  Jackson,  visiting  professor  of  pedi- 
atrics and  psychiatry  at  the  University  of  Colorado 
School  of  Medicine,  is  the  first  winner  of  the  Agnes 
McGavin  Award  of  the  American  Psychiatric  As- 
sociation for  outstanding  contribution  to  the  pre- 
vention of  emotional  disorders  in  children. 


The  award  was  presented  to  Dr.  Jackson  at  the 
APA’s  annual  meeting  in  Los  Angeles. 

From  1936  to  1959,  Dr.  Jackson  was  associated 
with  the  Departments  of  Psychiatry  and  Pediatrics 
in  the  Yale  School  of  Medicine  and  attending  pedi- 
atrician at  the  Grace-New  Haven  Community  Hos- 
pital. She  served  as  director  of  the  Rooming  In 
Project  there  from  1946  to  1953.  On  her  retirement 
in  1959,  she  was  appointed  emeritus  clinical  pro- 
fessor in  both  her  fields  of  scientific  interest. 

Dr.  Jackson  holds  memberships  in  the  Ameri- 
can Academy  of  Child  Psychiatry,  American  Med- 
ical Association,  American  Orthopsychiatric  Asso- 
ciation, American  Pediatric  Society,  American  Psy- 
chiatric Association,  American  and  International 
Psychoanalytic  Associations,  and  American  Psy- 
chosomatic Society. 


Physician  Award  for  Community  Service 


Dr.  E.  J.  Hubbard,  right,  Dexter,  New  Mexico, 
received  the  New  Mexico  Medical  Society  Physi- 
cian Award  for  Community  Service  at  that  organ- 
ization’s 82nd  Annual  Meeting  held  in  Carlsbad 
on  April  14.  Presenting  the  award  at  left  is  Dr. 
C.  Pardue  Bunch  of  Artesia,  New  Mexico,  Presi- 
dent of  the  state  medical  society. 

In  making  the  award  presentation,  Dr.  Bunch 
said:  “Perhaps  Dr.  Hubbard’s  greatest  efforts  were 
in  working  with  the  county  health  nurse.  He  also 
managed  to  supply  glasses,  clothing  and  medical 
care  for  the  needy  throughout  his  long  career.  No 
records  were  kept  of  his  many  generous  acts  and 
when  he  retired,  he  burned  all  his  accounts  and 
sold  his  equipment  to  the  town  of  Dexter  in  hopes 
that  the  community  could  induce  a new  doctor 
to  settle  there.” 
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Obituaries 

Carey  B.  Elliott,  M.D.,  of  Raton,  N.  M.,  passed 
away  on  April  5,  1964.  Dr.  Elliott  was  born  in  1886 
and  received  his  medical  degree  from  Washington 
University  in  1908  and  was  licensed  to  practice  in 
New  Mexico  in  1910.  He  was  named  General  Prac- 
titioner of  the  Year  by  the  New  Mexico  Medical 
Society  in  1951.  Dr.  Elliott  served  as  President  of 
the  New  Mexico  Medical  Society  in  1927-28. 

At  the  time  of  his  death  Dr.  Elliott  was  an 
emeritus  member  of  the  Colfax  County  Medical 
Society,  the  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 

4:  * * « 

Alexander  P.  Horwitz,  M.D.,  of  Roswell,  N.  M., 
died  on  March  26,  1964.  Dr.  Horwitz  was  born 
December  15,  1877,  in  Milwaukee,  and  received  his 
Medical  Degree  from  Northwestern  University 
Medical  School  in  1900.  He  did  postgraduate  work 
in  Vienna,  London  and  Berlin  from  1906  to  1908. 
He  was  a member  of  the  Southwestern  Academy 
of  Ear,  Eye,  Nose  and  Throat  and  was  at  one  time 
a clinical  assistant  and  associate  of  the  Eye  Depart- 


ment at  the  Northwestern  Medical  School.  Dr. 
Horwitz  received  his  license  to  practice  medicine 
in  New  Mexico  in  1910.  He  was  elected  to  honorary 
life  membership  by  the  House  of  Delegates  of  the 
New  Mexico  Medical  Society  in  1949.  At  the  time 
of  his  death  Dr.  Horwitz  was  an  emeritus  member 
of  the  Chaves  County  Medical  Society,  the  New 
Mexico  Medical  Society  and  the  American  Medical 
Association. 

♦ * « « 

Dr.  Charles  D.  Reid,  a former  medical  mission- 
ary and  an  Albuquerque  resident  for  15  years,  died 
on  March  12,  1964.  Dr.  Reid  was  born  November 
24,  1886.  He  was  a graduate  of  Johns  Hopkins  in 
1912  and  was  licensed  to  practice  medicine  in 
New  Mexico  in  1946.  He  was  a veteran  of  World 
Wars  I and  II,  and  was  associated  for  many  years 
with  the  Veterans  Administration  in  Albuquerque. 
At  the  time  of  his  death.  Dr.  Reid  was  an  emeritus 
member  of  the  Bernalillo  County  Medical  Associa- 
tion, the  New  Mexico  Medical  Society,  the  Ameri- 
can Medical  Association  and  the  American  College 
of  Surgeons. 


THERAMATIC 

a new  electronic  achievement 
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STIMULANT 


ARTHRITIC 
INFLAMMATORY 
INFECTIVE 
TO  BODY  DEFENSES 


By  generating  powerful  pulses  of  high  frequency 
power  which  bombard  body  tissues  producing 
therapeutic  results  without  producing  hyperpyrexia 
or  overheating  of  tissue. 


QolohjDulb  JC-fijojj., 

1432  Poplar  Street 
Denver,  Colorado  80220 
Phone:  322-5081 
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SPECIFY 

THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 

EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  < 

20  acres  landscaped  grounds  > John  W.  Mters,  m.d.,  Medical  Director 
Favorable  year-round  climate  } 
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Wherever  your  patients  live  or  work, 
they’ll  appreciate  the  convenience  of 

Shadford ‘Fletcher 

Eyewear  offices 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality! 


/ X 2465  S.  Downing 

/ LITTLETON  ^ 777-2424 
6200  S.  Broadway 

798-6888 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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i 1.  PRACTICING 

If  You  Are  1 2.  under  age  69 

f 3.  A Member  of  the  COLORADO  MEDICAL  SOCIETY, 

you  can  protect  your  income  at 
extremely  low  cost  through  the  Society's 

DISABILITY  INCOME  PLAN 

HOUSE  CONFINEMENT  NEVER  REQUIRED 

RETURN  THE  COUPON  FOR  DETAILS 

VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME___ 

ADDRESS 

C I TY STATE 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


James  E.  Mogan,  c.l.u. 

Special  Agent 

NEW  YORK  LIFE  INSURANCE  COMPANY 


Specializing  in 
ESTATE 
PLANNING 

for  Physicians 


LIFE  INSURANCE  GROUP  INSURANCE 
ANNUITIES 

PENSION  PLANS  DISABILITY  INCOME 

210  Guaranty  Bank  Building,  Denver 
Bus.  TA.  5-6281  Res.  SK.  7-2365 


YOU  CAN  ORDER 


of  any  feature  article  or 
advertisement  appearing  in 

Dke 

ROCKY  MOUNTAI N 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  IS  very  reasonable.  For  further  infor- 
mation write  to  your  Medical  Journal  business 
or  editorial  office,  or  fo — 

Publishers  Press 

(Prinfers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 
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CHLORPROMAZINE 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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Peak  re^^Wiffl^^^Rockies. 
Colorado  Springs,  Colorado 


We  are  your 
local  distributors 
of  Profexray  X-ray  'j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals 
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SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE  - 7 DAYS  A WEEK 
DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151  

1811  S.  State  St.  budget  terms 


. and  setts,  too 


it’s  practically 
in  your  bag 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times 
to  give  your  patients 
the  satisfaction  they 
must  have.  In  business 
since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
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American  Board  of  Obstetrics  And  Gynecology 

July  1,  1964,  is  the  final  date  for  the  receipt  of  new  and  reopened  applications  and  re- 
quests for  re-examination  in  the  Board  office. 

All  applications  and  letters  of  request  must  be  accompanied  by  a duplicate  list  of  patient 
dismissals  for  the  preceding  12  months.  This  requirement  also  applies  to  those  candidates 
who  have  previously  been  ruled  eligible,  but  who  did  not  accept  examination  in  the  same 
year. 

Diplomates  are  requested  to  keep  the  Board  office  informed  of  their  current  address. 

Clyde  L.  Randall,  M.D.,  Secretary 
American  Board  of  Obstetrics  and  Gynecology 
100  Meadow  Road 
Buffalo,  New  York  14216 


Patient  Care  to  Be  Discussed  by  Physicians-Nurses  in  San  Francisco 

“Joint  Planning  of  Patient  Care  by  Physicians  and  Nurses  in  the  Hospital  and  Home” 
will  be  discussed  in  San  Francisco  June  24  during  the  113th  annual  convention  of  the  Amer- 
ican Medical  Association.  A formal  paper  on  the  subject  will  be  presented  to  the  nurse- 
physician  audience,  after  which  a “reacting  panel”  will  offer  its  views.  Concluding  remarks 
will  be  made  by  Helen  Nahm,  R.N.,  Ph.D.,  San  Francisco,  the  panel  moderator,  and  Arthur 
A.  Kirchner,  M.D.,  Los  Angeles,  Chairman  of  the  sponsoring  Committee. 

Additional  informat’on  may  be  obtained  by  writing:  Department  of  Nursing,  American 
Medical  Association,  535  North  Dearborn  St.,  Chicago,  Illinois  60610. 


Chest  Physicians  announce  1964  essay  contest 

The  American  College  of  Chest  Physicians  offers  three  cash  awards  to  be  given 
annually  for  the  best  essay  prepared  by  undergraduate  medical  students  on  any 
phase  of  the  diagnosis  and/or  treatment  of  chest  diseases  (heart  or  lungs). 

The  first  prize  will  be  $500;  second  prize,  $300,  and  third  prize,  $200.  Each  winner 
will  also  receive  a certificate  of  merit.  A trophy  inscribed  with  the  name  of  the 
winner  and  the  name  of  his  school  will  be  presented  to  the  winner’s  school. 

Since  these  essay  contests  were  initiated  in  1950,  cash  prizes  totaling  more  than 
$11,000  have  been  awarded  to  students  in  many  parts  of  the  world. 

The  winners  will  be  announced  at  the  30th  Annual  Meeting  of  the  American 
College  of  Chest  Physicians,  to  be  held  in  San  Francisco,  June  18-22,  1964. 

The  official  application  form,  sample  copies  of  the  journal,  and  additional 
information  may  be  secured  by  writing  Mr.  Murray  Kornfeld,  Executive  Director, 
American  College  of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago,  Illinois 
60611,  U.S.A. 
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Still  the  Best 
After  28  Years 


—THE  ALL  NEW 


DENVER 

NURSING 

HOME 

MRS.  GLADYS  ELLIS 
Administrator 


(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


Newton  Optical 
Company 

Catering  to  Medical  Profession  Patronage 

Telephone 
KE  4-8714 


309  1 6th  Street 
Denver  2 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.— TEL.  388-573 1— DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  MEIrose  5-8768 

Salt  Lake  City,  Utah 

21  Kensington  Street,  HUnter  5-8262 

Albuquerque,  New  Mexico 
3013  Carolina  N.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 
Medical  and  Laboratory 
Nuclear  Instrumentation 


MOKNINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  Medical  Director.  HENRY  COE,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZpNE;TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^’"  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  aU 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  | 


1.  Steigmann,  F.,  and  Griffin,  R.;  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


WANT  ADS 


SMALL  PRIVATE  HOSPITAL  has  opening-  for  Emer- 
gency Room  Physician.  Ideal  location  for  older  or 
semi-retired  physician.  North  Las  Vegas  Hospital,  Inc., 
1401  E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada 
89031.  3-2-4 


WANTED — M.D.,  all  phases  of  practice  -with  thriving 
completely  equipped  clinic.  Industrial  area  in  North 
Texas  with  90%  hospitalization  and  medical  insurance 
coverage.  Start  on  salary  or  percentage  basis.  Write 
c/o  Box  4-2-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  4-2-3 


MEDICAL  SPECIALISTS — Board  eligible  or  certified 
with  combined  residency  and  experience,  to  develop 
and  provide  authoritative  medical  policy  and  opinions 
regarding  drugs  and  drug  products;  five-day,  forty- 
hour  week.  Entrance  salary  $15,415.  Periodic  increases 
of  $450.00  after  first  year.  Advancement  opportunities. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encour- 
aged. Liberal  benefits  of  Federal  employment  includ- 
ing life  insurance,  health  insurance,  and  excellent  sick 
leave,  vacation  and  retirement  plans.  Major  costs  of 
travel  and  transportation  of  household  furnishings  to 
Washington,  D.  C.,  will  be  paid.  Send  complete  cur- 
riculum vitae  to:  Joseph  F.  Sadusk,  Jr.,  M.D.,  Medical 
Director,  Bureau  of  Medicine,  Food  and  Drug  Adminis- 
tration, Washington,  D.  C.  20201.  4-4-3 


WANT  A GOING,  PROFITABLE,  PRACTICE?  Fully 
equipped  modern,  air-conditioned  office,  with  x-ray, 
laboratory,  minor  surgery,  and  adequate  parking. 
Close  to  hospitals  and  shopping  centers.  Physician 
going  abroad.  Available  immediately.  Nearly  100% 
collection  on  accounts.  Practice  functioning  to  earn 
profitable  living  from  the  first  day.  A good  chance 
to  move  up  with  minimal  effort  or  investment.  Dr. 
Robert  M.  duRoy,  4101  E.  Wesley  Ave.,  Denver,  Colo- 
rado. 757-3307.  4-7-3 


COUNTY  SEAT  TOWN  in  Southeast  Colorado  has  no 
doctor  of  any  kind.  Wants  M.D.  Population  2,000. 
Modern  medical  center  equipped,  available  six  months 
rent-free,  $75.00  monthly  after  six  months.  Population 
of  county  6,300.  For  further  details  or  interview,  write 
or  telephone  Robert  Sanderson,  833  Main  Street, 
Springfield,  Colorado.  Telephone  523-6261.  Area  Code 
303.  5-5-3 


WANTED— GENERAL  PRACTITIONER.  Present  2- 
man  partnership  being  dissolved  because  one  mem- 
ber going  into  residency.  Remaining  AAGP  member 
desires  associate.  Ideal  opportunity  to  take  over 
large,  ready-made  practice.  Located  in  well  equipped 
office,  new  building,  central  Wyoming  city  of  45,000. 
Salary  open  with  rapid  advancement  to  full  partner- 
ship. Hospital  and  surgical  privileges  easily  obtained. 
Reply  to  Box  5-6-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colo.  80218.  5-6-3 


WANTED:  Young  man  desiring  general  practice  in  a 
group  of  8 men,  4 of  whom  are  Board  Certified. 
Starting  salary  $1,300  plus  percentage  per  month. 
Growing  agricultural  town  in  Texas  Panhandle.  Con- 
tact C.  E.  Rush,  309  Lawton,  Hereford,  Texas.  6-1-3 


THIRTY-YEAR-OLD  Board  Eligible  internist  inter- 
ested in  associating  with  internist  or  group  in 
Denver,  Colorado,  area.  Large  private  clinic  training. 
Contact  M.  Amundsen,  Capt.  MC,  U.S.A.H.,  Sandia 
Base,  New  Mexico.  6-2-1 


BOARD  QUALIFIED  SURGEON  who  would  also  like  to 
do  general  practice,  needed  to  join  established  group 
of  general  practitioners  in  an  expanding  city  of  25,000; 
new  70-b6d  general  hospital  with  complete  surgical 
facilities  will  be  completed  by  July,  1964.  This  group 
takes  advantage  of  group  practice,  but  each  physician 
is  independent  as  far  as  his  office  and  financial 
affairs  are  concerned.  Further  details  furnished  on 
request.  Please  send  complete  resume  with  your  re- 
quest. Reply  to  Box  6-3-3,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

6-3-3 


ANESTHESIOLOGY — Applications  invited  for  resi- 
dencies in  an  active  and  approved  program  of 
anesthesiology.  Openings  on  or  about  July  1,  1964. 
Department  of  6 fulltime  anesthesiologists.  Eligibility 
for  Illinois  licensure  required.  Stipend  $6000  first 
year.  Contact  Dr.  William  A.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois. 

4-8-3 


FOR  SALE — Hugh  Young  X-ray  table  with  acces- 
sories, Westinghouse  unit.  One  treatment  table, 
crutches  and  pad.  Numerous  surgical  instruments  plus 
various  Urological  instruments  including  Cystoscopes 
and  Catheters.  Dr.  R.  W.  Dickson,  1265  Elizabeth,  No. 
306,  Denver,  Colorado  80206.  Phone  355-3350.  5-1-2 


WANTED:  Physician  for  general  practice  in  Nevada 
mining  community  and  surrounding  area.  Subsist- 
ence allowance  equal  to  $9,300  annually  plus  dis- 
pensary and  living  quarters,  plus  all  utilities.  For 
additional  information  and  brochure  write  to  R.  W. 
Gates,  P.O.  Box  41.  Gabbs,  Nevada.  5-4-3 


WE  BUY  USED  X-RAY  FILM 

SILVER  FLAKES,  SLUDGE 

Write  for  Details  Today: 

“We  Pay  What  We  Quote’* 

C.  VAUGHAN  & CO. 

Rocky  Mountain  Agent — 
Richard  Negri,  R.T. 

P.O.  Box  8801  A,  University  Park  Station 
Denver,  Colorado  80210 


CONDOMINIUM 

OR  LEASE  WITH  OPTION 


WEST  ALAMEDA 
MEDICAL  PLAZA 


NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 
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RADIOLOGIST  NEEDED  for  private  hospital  group 
in  an  expanding  city  of  25,000;  new  70-bed  general 
hospital  will  be  ready  for  occupancy  July,  1964; 
guaranteed  salary,  if  desired,  plus  commission,  or 
other  arrangements  can  be  worked  out;  a very  good 
opportunity  for  the  right  person.  The  individual  will 
have  the  opportunity  to  do  private  office  practice 
in  his  field  of  radiology,  including  therapy  if  he 
desires.  Reply  to  Box  6-4-3,  Rocky  Mountain  Medical 
Journal,  1S09  E.  18th  Avenue,  Denver,  Colorado  80218. 

6-4-3 


FOR  SALE — REASONABLE — USED  PICKER  METEOR 
X-RAY  MACHINE,  15  milliampere,  with  examining 
table  and  stirrups.  Also  Sanborn  Model  51  EKG  and 
miscellaneous  medical  equipment.  Reply  to  Dr. 
William  Loomis,  2205  Ash,  Denver  7.  Telephone 
322-6284.  Will  be  away  June  12  through  29.  6-5-1 


FOR  SALE — Retiring  due  to  ill  health.  Will  sacrifice 
modern  almost  new  medical  and  waiting  room 
equipment  and  practice.  Dr.  A.  H.  Atlas,  1477  Penn- 
sylvania, Denver  3.  6-6-1. 


AIR  CONDITIONER,  Frigidaire,  1%  ton,  220-volt. 
Telephone  421-0194  or  238-3026.  Denver  area.  6-7-3 


G.P.  ASSOCIATE  WANTED:  Limon,  Colorado,  the 
“Hub-City,”  85  miles  from  Denver  and  Colorado 
Springs.  Limitless  territory,  new  clinic  Nov.  1963,  all 
facilities,  hospital  15  minutes  distant.  50-year-old  solo 
M.D.  wanting  partnership.  Salary  at  first  if  desired. 
For  further  information,  contact  John  C.  Straub,  M.D., 
Plains  Medical  Center,  601  L Avenue,  Limon,  Colorado. 

6-8-3 


FOR  LEASE — Office  in  large  2-man  clinic  available 
immediately.  Located  in  lucrative  area  which  needs 
a physician  for  personal  and  industrial  practice. 
Downing  Medical  Center,  3405  Downing,  623-6171. 

6-9-3 


FOR  SALE — 80  ma.  Mattern  X-ray  unit,  complete  with 
all  equipment,  including  table,  tanks,  and  accesso- 
ries in  excellent  condition.  $2500.  Reply  to  Box  6-11-1, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave., 
Denver,  Colorado  80218.  6-11-1 


STAFF  PHYSICIAN — Opening  is  available  for  quali- 
fied physician  on  Medical  Service.  Full-time  staff 
includes  4 Internists  plus  Chief.  215-bed  fully  ac- 
credited general  medical  and  surgical  hospital.  High- 
est quality  institutional  practice;  research  program; 
regular  hours.  Magnificent  desert  and  mountain  en- 
vironment with  unsurpassed  year-round  climate. 
Housing  at  modest  rental  on  hospital  grounds.  Fed- 
eral benefits  include  retirement,  life  and  health  in- 
surance, disability  protection,  sick  and  annual  leave. 
U.  S.  citizenship  and  licensure  in  any  state  or  territory 
required.  Non-discrimination  in  employment.  Salary 
dependent  on  training  and  experience.  Apply  to  Per- 
sonnel Officer,  Veterans  Administration  Hospital,  Fort 
Bayard,  New  Mexico.  6-12-1 


EXCELLENT  OFFICE  in  new  medical  building  in 
Casper,  Wyoming,  available  for  lease.  Unusual  op- 
portunity for  general  practice,  but  suitable  for  any 
specialty  practice.  Reply  to  Joseph  E'.  Clark,  M.D., 
1147  South  Walnut,  Casper,  Wyoming.  6-13-3 


EMERGENCY  room  physician,  immediate  opening  in 
accredited  415  bed  acute  general  hospital;  the  best 
of  working  conditions.  Nevada  license  or  eligible  for 
temporary  permit.  No  foreign  graduates,  ECFMG  cer- 
tificate not  recognized.  Excellent  salary.  A chance  to 
live  in  the  magnificent  West.  Administrator,  Washoe 
Medical  Center,  Kirman  at  Mill  Streets,  Reno,  Nevada. 

6-14-3 


LOCUM  TENENS:  $2,000 — 6 weeks.  Denver,  Colorado, 
physician  with  Colorado  license  to  take  my  practice 
any  6-week  period  May  27  to  Sept.  1.  Call  287-5551, 
Area  Code  303  collect  or  write  immediately  940  Oak 
PI.,  Denver,  Colorado  80229.  6-15-1 


WANTED — 'GENERAL  PRACTITIONER  with  interest 
in  surgery  to  take  over  busy  practice.  North-central 
Montana  town  in  prosperous  wheat  and  cattle  ranch- 
ing country,  near  mountains,  hunting  and  skiing,  with 
superb  climate  year  around.  Beautiful  new  clinic  and 
hospital.  No  other  doctor  in  town.  Will  sell  complete 
office  equipment  reasonably.  Leaving  for  residency. 
Reply  to  Box  6-10-1,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colorado  80218.  6-10-1 


Trade  Mark 


Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building 
where  space  is  limited  to  Medical-Dental 
and  affiliated  tenants — centrally  located  in 
dynamic  downtown  Denver.  Call  or  write 
the  building  manager  for  details. 

Telephone  534-5271 
Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


for  June  1964 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Va  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


/^onditton 

^PERFECT! 


...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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The  End  of  an  Era — A New  Beginning 


Montana  17th  Interim  Session 
House  of  Delegates  Proceedings 


Faith  and  the  Medical  Practice 
The  Doctor’s  Choice — To  Lead  or  Be  Led 

and  other  articles 
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pollens  in  the  grass... alas 


(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPJOWIS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39664 


PARKE-DAViS 


PAfiXE,  OA  VIS  A COMPANY.  Otfroit.  MicNg$n  46239 


an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (1/2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions;  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


1 


ROCKY  MOCNTAIX  MEDICAL  JOCRNAU 

Title  Registered  U.  S.  Patent  Office 


JULY  1964 
Volume  61,  Number  7 


Editorial  and  Business  Office 
1809  East  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303) 
Publication  Office 
1201-1205  Bluff  Street 
Fulton,  Missouri  65251 
Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Editorial 
and  Business  Office. 
Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating 
to  editorial  content  to  appropriate 
state  editor,  see  below. 


Editorials 


23  The  End  of  an  Era — A New  Beginning 

23  Accolade  to  the  Tobacco  Industry 

24  Curtailment  of  Drug  Production 
24  False  and  Dangerous  Economy 


Articles 

C.  Pardue  Bunch,  MD,  Artesia,  New  Mexico 
Oscar  C.  Hampton,  Jr.,  MD,  and 
Earl  P.  Holt,  Jr.,  MD,  St.  Louis  \ 
John  W.  Pender,  MD,  Palo  Alto,  California  ] 
Wesley  W.  Hall,  MD,  Reno,  Nevada  j 

Organization 

50  Colorado  ; 

47  Montana  House  of  Delegates  Proceedings  | 

51  New  Mexico 


Meetings 

16  Montana  Chapter  American  College  of  Surgeons 
16  Annual  Otolaryngologic  Assembly 

16  6th  World  Medical  Assembly 

16  University  of  Colorado  Postgraduate  Courses 

Features 

18  Book  Corner 

56  Officers  Page 

62  Want  Ads 

65  Index  to  Advertisers 


Our  Cover  Picture 

St.  Mary’s,  Glacier  National  Park,  Mon- 
tana.— Courtesy,  Montana  Chamber  of 
Commerce,  Helena,  Montana. 


1 

! 


25  Faith  and  the  Medical  Practice 

29  Fractures  and  Fracture  Dislocations  of  the  Ankle 

35  The  Anesthesiologist  as  an  Internist 
41  The  Doctor’s  Choice — To  Lead  or  Be  Led 


Colorado:  Douglas  W.  Macomber,  M.D.,  Scien- 
tific Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board):  Carl  H.  McLauthlin,  M.D.,  As- 
sistant Scientific  Editor,  510  Republic  Bldg., 
Denver. 

Montana:  Ernest  J.  Eichwald,  M.D.,  Scientific 
Editor,  Deaconess  Hospital,  Great  Falls; 
L.  Russell  Hegland,  Associate  Editor,  1236 
North  28th  Street,  Billings. 


EDITORIAL  BOARD 

Nevada:  Wesley  W.  Hall,  M.D.,  Scientific  Ed- 
itor, 607  N.  Ariington  Ave.,  Reno;  Nelson  B. 
Neff,  Associate  Editor,  P.O.  Box  2790,  Reno. 

New  Mexico:  Marcus  J.  Smith,  M.D.,  Sci- 
entific Editor,  Coronado  Bldg.,  Santa  Fe; 
Ralph  R.  Marshall,  Associate  Editor,  220  First 
National  Bank  Bldg.,  Albuquerque. 


Utah:  Richard  P.  Middleton,  M.D.,  Scientifi 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harol 
Bowman,  Associate  Editor,  42  South  Fifth  Ea; 
Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  Scientifi 
Editor,  1616  E.  19th  St.,  Cheyenne;  Arthur  I 
Abbey,  Associate  Editor,  P.O.  Box  2266,  Chey 
enne. 


Geraldine  Caldwell,  Assistant  Managing  Editor 


Pauline  Woodworth,  Editorial  Assistar 


Harvey  T.  Sethman,  Managing  Editor 

Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board  of 
Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 


Advertising:  Nationai  representative:  The  State  Medical  Journal  Ac 
vertising  Bureau,  Inc.,  510  North  Dearborn  Street,  Chicago,  Rl.  6061' 
Subscription:  $5.00  per  year  in  advance,  postpaid  in  the  United  State 
and  its  possessions:  single  copy  50c  plus  postage.  Subscription  is  includ 
ed  in  medical  society  dues  of  sponsoring  state  medical  organization 
Copyright:  This  Journal  is  copyright,  1964,  by  the  Colorado  Medic: 
Society.  Requests  for  permission  to  reproduce  anything  from  th 
columns  of  this  Journal  should  be  addressed  to  the  Journal  Office,  i 


Second  class  postage  paid  at  Fulton,  Missouri. 


For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.'  pHisoHex  "...is  a valuable 
part  of  the  management... since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.® 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
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pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
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I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 
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Winthrop  Laboratories,  New  York,  N.  Y. 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  THVETEST- 
PRESS-D/SCARD 
THAT'S  ALL 
THERE  IS  TO  LT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  ^ 
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Rocky  Mountain  Medical  Journal 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

(meprobamate) 

CM- 2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature. 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores; 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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Rocky  Mountain  Medical  Journal 


. their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”^ 


ESK^AT  ROiL^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSVLET 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.;  Clin.  Med.  d9:1157  (May)  1962. 

Smith  Kline  & French  Laboratories 


/or  July,  1964 
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Butazolidin® 

Butazolidirf 

alka 

It  works! 


brand  of  phenylbutazone 
Tablets  of  100  mg. 

Each  capsule  contains: 
phenylbutazone,  TOO  mg. 
dried  aluminum 
hydroxide  get,  1 00  mg . 

magnesium 

trisilicate,  150  mg. 
homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Mail  the  application 
below  for  your  FREE 
Physician’s  emblem 
and  Conoco  Credit  Card 


CONTINENTAL  OIL  COMPANY 


FOLD,  SEAL  HERE.  AND  MAIL 


Mail  the  application 
below  for  your  FREE 
Physician’s  emblem 
and  Conoco  Credit  Card 


CONTINENTAL  OIL  COMPANY-APPLICATION  FOR  RETAIL  CREDIT  CARD 


NAME  (PRINT) 

(LAST)  (FJRST)  (middle  initial)  DO  NOT  WRITE  IN  THESE  BLOCKS 

CITY  a 

ADDRESS:  STREET STATE_ 

IF  AT  THE  ABOVE  ADDRESS  LESS  THAN  ONE  YEAR,  GIVE  FORMER  ADDRESS  BELOW: 

CITY  a 

STREET: STATE 


NUMBER  OF  DEPENDENTS  OWN  HOME 

AGE MARRIED SINGLE (OTHER  THAN  SELF) YES NO 


EMPLOYED  BY: FOR;  YRS. MOS. 


EMPLOYER'S  PRESENT 

ADDRESS: OCCUPATION 


BANK 

NAME 

CREDIT  REFERENCES  (30-DAY  OPEN  ACCOUNTS); 
Name 


CHECKING  □ 

LOCATION  OR  BRANCH 

ADDRESS 


SAVINGS  □ LOAN  □ 


NAME. 


Address. 


Name Address. 

PERSONAL  REFERENCE: 

NAME ADDRESS. 


PHYSICIAN’S  EMBLEM 


DEALER’S  NAME  AND  ADDRESS 


NUMBER 
OF  CARDS 
DESIRED 


( 1 ) For  PERSONAL  USE 
( ) for  use  of  Members  of  My  Family 

( ) For  Use  of  my  Employees 


TOTAL  Required 


to  be  charged  TO 

ACCOUNT  CARRIED 

In  My  Name 


IF  THIS  APPLICATION  IS  APPROVED  I AGREE  TO  PAY  ALL  CHARGES  UPON  RECEIPT  OF  MONTHLY  STATEMENT 
DELINQUENT  ACCOUNTS  ARE  SUBJECT  TO  A NOMINAL  SERVICE  CHARGE 


DATE. 


.SIGNED. 


NOTE-ON  APPROVED  APPLICATIONS  CREDIT  CARDS  SHOULD  BE  RECEIVED  WITHIN  APPROXIMATELY  THREE  WEEKS 


This  distinguished  emblem  on 
your  car  can  save  you  time 
and  trouble  in  emergencies. 

It’s  yours  free  when  you  fill  out 
this  Conoco  Credit  Card  application! 


This  emblem  on  your  car  says  “Doctor”  loud 
and  clear.  It  identifies  you  as  a member  of  a 
respected  profession  . . . and  can  clear  the  way 
for  you  when  you’re  in  a hurry. 

Conoco  will  be  glad  to  send  it  to  you  just  for 
requesting  a handy  Conoco  credit  card.  This  is 
the  card  that  gives  you  a detailed  monthly 
statement  of  purchases  and  services  you’ve  re- 
ceived from  Conoco  dealers  anywhere.  Mighty 


nice  figures  to  have  on  hand  at  tax  time. 

You  can  charge  all  sorts  of  things  with  your 
Conoco  card.  Tires.  Batteries.  Accessories.  Even 
oil  changes  and  lubrication  jobs  . . . all  without 
interest  or  carrying  charges  of  any  kind. 

There’s  no  charge  for  the  credit  card  and  none 
for  the  emblem.  So  take  advantage  of  Conoco’s 
offer  to  physicians.  Send  your  application  blank 
today.  We’ll  even  pay  the  postage. 


CONOCO 

—HOTTEST  BRAND  GOING!® 


©1964,  Continental  Oil  Co. 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  vour  therapy 

Typical  organic  conditions  in  which ‘DeproP 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly -—patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol' 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions; Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied;  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES / Cranbury,  N.  J. 
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New  excitement  Joins  Frontier's 


Luxurious  and  Mighty.  Sleek.  Swift.  Smooth. 
Hushed!  Brand  new  excitement,  inside  and  out- 
designed  and  destined  to  increase  your  total  flying 
pleasure.  Smartly-styled  in  Frontier’s  rich  new  flying 
colors.  Superb  performance  . . . smooth,  quiet  flights 
now  100  miles  an  hour  faster.  The  secret?  Depend- 
ability-proved 3750  horsepower  jet-prop  Allison 
engines!  One  more  exciting  thought:  try  it! 

J And  remember,  ail  of 
Frontier's  money-saving  flight  plans  are  also  available 
on  the  580:  Lowest  total  Family  Fare  anywhere . . . 
Youth  and  Military  discounts  . . . Group  and  Excursion 
fares  . . . and  all  the  rest.  Ask  about  them ! 


FROMTi£/r 


AiMiM£S 


America's  First  Jet  Prop  580  Fleet 


FRONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENiX  / TUCSON  / SALT  LAKE  CIT 
KANSAS  C!TY  / JACKSON  / GREAT  FALLS  / MINOT  / RAPID  CITY  and  most  every  place  in  betweer 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS- 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  toierance. . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA,  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:, -potas- 
sium salicylate  0.3  Gm.,  potassium  arninobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— t/ie  new,  convenient  way  to  prescribe 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  PABALATE-SODI U IVI  FREE 


Montana  Chapter  American  College  of 
Surgeons 

Glacier  Park  Lodge,  East  Glacier,  Montana 
Saturday,  August  22,  1964 

Surgical  Management  of  Chronic  Pancreatitis 
C.  P.  Shonnard,  MD,  Anaconda,  Montana 
Medico-Legal  Implications  in  Treatment  of  Injury 
J.  Pfaff,  Jr.,  MD,  Great  Falls,  Montana 
Use  of  Vasodilators  in  Treatment  of  Shock 
Ben  Eiseman,  MD,  Lexington,  Kentucky 
Surgeon’s  Role  in  Management  of  Hard  of  Hear- 
ing Patient 

James  L.  Sheehy,  MD,  Los  Angeles,  California 
Management  of  Orbital  Fractures 

James  H.  Allen,  MD,  Tulane  University  Medical 
School 

Special  Problems  in  Biliary  Tract  Surgery 
Raymond  Benson,  MD,  Billings,  Montana 
The  Lung,  Liver,  and  Peptic  Ulcer 
Ben  Eiseman,  MD 

Trauma  to  Female  Uro-genital  Tract  and  Its 
Repair 

J.  A.  Noakes,  MD,  and  J.  S.  O’Sullivan,  MD, 
Calgary,  Alberta 

Experiences  in  Repairing  Hernias 

John  A.  Evert,  MD,  Missoula,  Montana 


Annual  Otolaryngologic  Assembly 

October  3 through  9,  1964 

The  Department  of  Otolaryngology  of  the  Uni- 
versity of  Illinois  College  of  Medicine  and  the  new 
Illinois  Eye  and  Ear  Infirmary  at  the  Medical  Cen- 
ter, Chicago,  will  present  an  intensive  postgraduate 
basic  and  clinical  program  under  the  direction  of 
Dr.  Emanuel  M.  Skolnik.  This  Assembly  for  prac- 
ticing otolaryngologists  offers  a condensed  one  week 
program.  It  is  designed  to  bring  to  specialists  fun- 
damental information  and  a wide  variety  of  current 
advances  in  medical  and  surgical  management.  Basic 
sciences  are  reviewed  by  means  of  discussions  aug- 
mented by  visual  aids. 

Panel  sessions  have  been  designed  to  emphasize 
otologic  and  reconstructive  surgery,  tumors  of  the 
head  and  neck,  otoneurology,  and  audiology.  Lunch- 
eon chats  with  question  and  answer  periods  are  an 
important  part  of  the  daily  instructional  program. 

Interested  physicians  should  direct  communica- 
tions to  the  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine  at  the  Medical 
Center,  1853  West  Polk  Street,  Chicago,  Illinois 
60612. 


6th  World  Medical  Assembly  in  Israel 

The  American  Physicians  Fellowship,  an  organi- 
zation of  3,100  physicians  who  are  nonresident  fel- 
lows of  the  Israel  Medical  Association,  announces 
that  the  Israel  Medical  Association  will  conduct 
its  6th  World  Assembly  in  Haifa,  Jerusalem  and 
Tel-Aviv,  Israel,  from  August  2 to  August  14,  1964. 
Many  world  famous  physicians  are  scheduled  to 
lecture  at  this  assembly. 

The  American  Physicians  Fellowship  is  conduct- 
ing a 24-day  jet  flight  tour  to  Israel  and  three  Euro- 
pean capitals  in  conjunction  with  the  6th  World 
Assembly.  Information  and  details  about  the  Assem- 
bly or  tour  can  be  obtained  by  writing  to  the  Amer- 
ican Physicians  Fellowship  at  1622  Beacon  Street, 
Brookline,  Massachusetts  02146. 


University  of  Colorado  School  of  Medicine 
Future  Postgraduate  Courses 

Tenth  Annual  General  Practice  Review 
July  20-25,  1964 

Three  Days  of  Cardiology 

Small  Group  Instruction — Limited  Registration 
(American  Heart  Association) 

July  29-31,  1964 

Seventh  Annual  Postgraduate  Course  in  Pediatrics 
Clinical  and  Research  Advances  in  Pediatrics  and 
Child  Guidance 
Stanley  Hotel 
Estes  Park,  Colorado 
August  3-7,  1964 

Fractures 

October  5-7,  1954 

Chiefs  of  Staff  Conference 

For  the  hospital  chief  of  staff,  chiefs  of  services, 
and  committee  chairmen 
October  22-24,  1964 

For  further  information  and  detailed  programs  write 
to:  Office  of  Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  Medical  Center,  4200  E.  9th 
Ave.,  Denver,  Colorado  80220 


ARTIFICIAL  EYES 

Piastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
In  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 

im. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  623-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPROSPAIU-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE] 

Simplified,  convenient  dosage  for  emotional  relief. 


|e  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
I emarkably  free  of  untoward  reactions.  Daytime  drowsiness 
r ! not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
K y occur,  generally  developing  after  1-4  doses  of  the  drug. 

( ntraindications:  Previous  allergic  or  idiosyncratic  reactions 

t meprobamate  contraindicate  subsequent  use. 

I cautions:  Should  administration  of  meprobamate  cause 
t)wsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
( eration  of  motor  vehicles  or  machinery  or  other  activity 
I iuiring  alertness  should  be  avoided  if  these  symptoms  are 
1 !sent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
c meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.) , each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

AccWent  Injuries  of  the  Conjoined  Femur;  Clinical  and 
Paraclinical  Aspects  of  Automotive  and  Comparable  Injuries 
of  the  Hip,  Femur,  and  Knee:  By  Jacob  Kulowski,  MD. 
Springfield,  III.  cl964,  Thomas.  294  p.  Gift,  publisher. 

Advances  in  the  Treatment  of  Menstrual  Dysfunction:  By 
Alvin  F.  Goldfarb,  MD.  Philadelphia,  1964,  Lea.  188  p.  Price: 
$3.74. 

Birth  of  a Drag;  Research  and  Development  in  the  Pharma- 
ceutical Industry:  Edited  by  Austin  Smith,  MD  and  Robert  J. 
Benford,  MD.  Washington,  D.  C.,  1963,  Pharmaceutical  Mfgs. 
Assoc.  83  p.  Gift,  publisher. 

Cancer  Registration  and  Survival  in  California:  California 
Dept,  of  Public  Health,  1963,  Berkeley.  406  p.  Gift,  publisher. 

Clinical  Investigation  in  Medicine:  Legal,  Ethical,  and  Moral 
Aspects;  an  Anthology  and  Bibliography:  Edited  by  Irving 
Ladimer,  SJD,  and  Roger  W.  Newman,  LLB.  Boston,  1963, 
Law-Medicine  Research  Institute.  517  p.  Gift,  publisher. 

Clinical  Proctology:  By  J.  Peerman  Nesselrod,  BS,  MS,  MD, 
FACS,  FAPS.  3d  ed.  Philadelphia,  1964,  Saunders.  323  p. 
Gift,  publisher. 

Constructive  Aspects  of  Anxiety:  Gallahue  Conference.  6th. 
Menninger  Foundation,  1960:  Edited  by  Seward  Hiltner,  MD, 
and  Garl  Menninger,  MD.  Nashville,  1963,  Abingdon.  173  p. 
Price:  $3.50. 


Drugs  of  Choice,  1964-1965:  Edited  by  Walter  Modell,  MD. 

St.  Louis,  1964,  Mosby.  1018  p.  Price:  $16.75. 

Handbook  of  Community  Psychiatry  and  Community  Mental  ‘ 
Health:  Edited  by  Leopold  Beliak,  MD.  New  York.  1964, 
Grune.  465  p.  Price:  $14.50.  ; 

Health  Perspectives  of  Our  Radioactive  World:  First  Bronfman 
Lecture:  By  John  C.  Bugher,  MD.  New  York,  1962,  American  ) 
Public  Health  Association.  34  p.  Gift. 

A History  of  Oto-Laryngology:  By  R.  Scott  Stevenson,  MD, 
and  Douglas  Guthrie,  MD.  Edinburgh,  1949,  E.  & S. 
Livingstone.  155  p.  Gift. 

The  Immunologically  Competent  Cell:  Ciba  Foundation  Study  ‘ ti 
Group  No.  16.  Boston,  1963,  Little,  Brown.  110  p.  Gift. 

Injuries  of  the  Spine:  By  M.  Beckett  Howorth,  MD,  and  ^ 

J.  G.  Petrie,  MD.  Baltimore,  1964,  Williams  and  Wilkins.  • 

343  p.  Price:  $15.00.  l 

Key  to  Human  Relations  for  the  Nurse/Receptionist:  By  Les  fc. 
Giblin.  Nev/  Jersey,  1956,  Prentice-Hall.  288  p.  Gift. 

Lectures  on  Psychoanalytic  Psychiatry:  By  A.  A.  Brill,  MD.  4l 
New  York,  1955,  Vintage.  302  p.  Gift.  j 

The  Management  of  Internal  Derangements  of  the  Knee:  « 
By  Arthur  J.  Helfet,  BSc,  MD.  Philadelphia,  1%3,  Lippincott.  « 
230  p.  Price:  $12.00. 

The  Mothers:  By  Robert  Stephen  BrifEault.  New  York,  1963,  a 
Grosset.  451  p.  Price:  $2.65.  ■ j 

Neurologic  Manifestations  of  General  Diseases:  By  John  A.  tj 
Aita,  MD,  PhD.  Springfield,  111.,  cl964,  Thomas.  921  p.  Re-  a 
view.  ’ ij 

Pathology  of  Tumours  of  the  Nervous  System:  By  Dorothy  S.  i 
Russell,  MD,  and  L.  J.  Rubinstein,  MD.  2d  ed.  Baltimore,  1963, 
Williams  and  Wilkins.  345  p.  Price:  $13.50. 

Psychoanalysis  and  Faith:  The  Letters  of  Sigmund  Freud  and 
Oskar  Pfister:  Edited  by  Heinrich  Meng.  New  York,  1964, 
Basic  Bks.  152  p.  Price:  $4.95.  | 

Radioisotopes  in  Cardiovascular  Disease:  Edited  by  Charles 

K.  Friedberg,  MD,  and  Solomon  Silver,  MD.  New  York,  1962,  i 
Grune.  168  p.  Price:  $6.75. 

Suicide;  a Sociological  and  Statistical  Study:  By  Louis  I. 
Dublin,  MD.  New  York,  1963,  Ronald.  240  p.  Price:  $8.00. 


THERAMATIC 


• • • 


a new  electronic  achievement 


anti 


ARTHRITIC 

INFLAMMATORY 

INFECTIVE 


STIMULANT  TO  BODY  DEFENSES 


By  generating  powerful  pulses  of  high  frequency 
power  which  bombard  body  tissues  producing 
therapeutic  results  without  producing  hyperpyrexia 
or  overheating  of  tissue. 

1422  Poplar  Street 
Denver,  Colorado  80220 
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Surgical  Pathology:  By  Lauren  V.  Ackerman,  MD,  and  Harvey 
R.  Butcher,  Jr.,  MD.  3d  ed.  St.  Louis,  1964,  Mosby.  1244  p. 
Price:  $18.75. 

System  of  Ophthalmology:  Congenital  Deformities.  Vol.  3, 
Pt.  2:  By  Sir  Stewart  Duke-Elder.  St.  Louis,  1963,  Mosby. 
1190  p.  Price:  $34.50. 

Technological  Needs  for  Reduction  of  Patient  Dosage  from 
Diagnostic  Radiology  . . .:  Edited  by  Murray  L.  Janower, 
MD.  Springfield,  111.,  1963,  Thomas.  339  p.  Price:  $6.75. 

The  Treatment  of  Malignant  Disease  by  Radiotherapy:  By 
Raiston  Paterson,  MD.  2d  ed.  Baltimore,  1963,  Williams  and 
Wilkins.  556  p.  Price:  $15.50. 

Treatment  of  the  Neuroses:  Psychotherapy  from  Rest  Cure  to 
Psychoanalysis:  By  Ernest  Jones.  New  York,  1963,  Schocken. 
233  p.  Price:  $4.50. 


chapter  14  on  complications  and  the  surgical  man- 
agement of  them  is  good  and  well  worth  reading. 

The  round  table  discussion  covered  various  topics 
in  an  interesting  fashion  and  brought  out  several 
men’s  philosophies  quite  well. 

In  summary,  I feel  this  is  a good  review  in  three 
or  four  chapters  for  the  practicing  ophthalmologist 
and  several  chapters  hold  much  valuable  material 
for  the  new  man  in  ophthalmology.  This  book  would 
have  little  value  for  the  practitioner  in  other  fields 
of  medicine. 

Duane  D.  Lahey,  MD 


Book  Review 

Strabismus;  Symposium  of  the  New  Orleans  Academy  of 
Ophthalmoiogy : By  Raynold  W.  Berke,  MD;  Harold  Whaley 
Brown,  MD;  David  G.  Cogan,  MD;  John  Woodworth 
Henderson,  MD,  PhD;  Arthur  Jawpolsky,  MD,  and  Marshal 
M.  Parks,  MD.  Edited  by:  George  M.  Haik,  MD.  St.  Louis, 
C.  V.  Mosby,  1962.  354  p.  Price:  $16.00. 

This  book  encompasses  in  14  chapters  and  354 
pages  the  thoughts  of  six  very  qualified  men  in  the 
field  of  extraocular  muscle  problems.  Their  papers 
were  presented  at  the  11th  Annual  Session  of  the 
New  Orleans  Academy  of  Ophthalmology  and  were 
very  ably  edited  and  combined  in  book  form  by  the 
editor. 

The  first  three  chapters  are  concerned  with  the- 
ories, causes  and  treatment  of  comitant  horizontal 
eso-  and  exo-deviations  in  children.  This  is  an  excel- 
lent review  for  the  expert  and  a good  thing  for 
the  resident  in  ophthalmology  to  read. 

Chapter  four  in  42  pages  does  a nice  job  in 
review  but,  I must  confess,  I agree  with  the  author 
that  our  basic  information  on  the  central  nervous 
system  as  it  relates  to  extra-ocular  problems  is 
exceedingly  sparse. 

Chapter  five  presents  many  theories  of  the  cause 
of  amblyopia,  its  types  and  various  forms  of  treat- 
ment. 

The  sixth  chapter  attempts  to  cover  the  various 
types  of  nystagmus  and  their  etiology  where  this 
is  known. 

Chapters  seven  and  eight  give  Dr.  Jawpolsky’s 
thoughts  on  the  management  of  small  degree  eso- 
deviations  and  exodeviations  in  some  detail. 

Chapter  nine  is  an  excellent  review  of  Dr. 
Jawpolsky’s  thoughts  on  the  A and  V Syndrome. 

Dr.  Berke,  in  chapters  10  and  11,  gives  a very 
succinct  and  excellent  review  of  the  principles, 
technics  and  complications  of  horizontal  and  ver- 
tical muscle  surgery.  These  two  chapters  are  re- 
plete with  excellent  photos  and  diagrams  of  sur- 
gical procedures  and,  I feel,  are  among  the  most 
practical  in  the  book.  They  are  well  worth  reading 
for  the  most  qualified  eye  surgeon. 

Dr.  Brown,  in  chapter  12,  gives  a review  of  the 
various  methods  of  examination  and  their  uses.  In 
chapter  13,  he  gives  his  ideas  on  the  management 
of  strabismus  in  the  adult  and  gives  several  of  the 
more  rare  defects  and  his  management  of  them. 
He  emphasizes  that  cosmetic  results  are  the  main 
aim  in  surgical  treatment  of  adult  tropias.  His 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . , and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Denver  Lahana  & Co.,  P.O.  Box  22065  Belleview  Valley  H’way  Intrchg.  755-1233 
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In  Sprains,  Strains  and  Muscle  Spasm,  ^Soma’  Compound 


numbs  the  pain. 


' A potent  analgesic  and 

i a superior  muscle  relaxant 

i 

i 

^ 1.  A sprain  or  fracture  is  not  a big  clinical  problem— 

but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


..not  the  patient 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomsfCompound  s 

carisoproigl  200  mg.,  acetoplienetidin  160  mg.,  oaffeina  82  mg. 

SomafCompound+Codeine  j 

oarisoprodo!  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  pliospiiate  16  mg.  (Warning -may  be  habit  forming.) 

^©WALLACE  LABORATORIES  J Cranbury,  N.J. 


CSO-9193 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 

400654 


For  the  past  “40”Some“Odd"years”  the  Rocky 
Mountain  Medical  Journal  has  been  printed  and 
mailed  in  the  old  Western  Newspaper  Union 
building  at  1830  Curtis  Street,  Denver,  a land- 
mark in  the  close-up  downtown  area  of  the  city, 
close  to  the  Post  Office 
End  of  an  Era—  and  many  other  printers. 

A New  Beginning  The  building  as  a printing 

plant  dates  from  1901. 

Some  eleven  years  ago  the  Western  Newspaper 
Union,  then  headquartered  in  New  York,  began 
liquidating  its  printing  plants  throughout  the 
United  States  and  sold  the  1830  Curtis  Street 
property  to  a newly-formed  local  corporation  or- 
ganized by  Mr.  Ralph  Rauscher  and  Mr.  Leo 
Brewington,  both  of  whom  had  been  associated 
with  the  printing  industry  in  Colorado  for  some 
time.  Mr.  Rauscher  had  managed  WNU’s  Denver 
plant  for  many  years  and  Mr.  Brewington  had 
owned  and  published  several  small  Colorado  news- 
papers, before  they  formed  the  new  Publishers 
Press,  Inc. 

Publishers  Press  is  just  what  the  name  implies, 
being  a “press”  available  to  publishers  of  all 
kinds.  Newspapers  and  magazines  of  both  political 
faiths  and  many  other  varied  interests  are  printed 
there.  Among  those  using  these  facilities  in  recent 
years  besides  our  Journal  are  the  Denver  Medical 
BuUetin,  the  Western  Livestock  magazine,  Arabian 
Horse  News,  the  Denver  Journal,  the  American 
School  Lunch  Journal,  Rural  Electric  News, 
Mountain  States  Banker,  the  Colorado  Magazine, 
publications  of  the  Colorado,  Denver,  and  Denver 
Junior  Chambers  of  Commerce,  the  Rocky  Moun- 
tain Herald  (Colorado’s  oldest  weekly  news- 
paper), and  the  weekly  newspapers  of  both  the 
Democratic  and  Republican  Parties  for  the  state. 

It  is  with  regret,  and  with  real  respect  and  af- 
fection for  Publishers  Press  and  particularly  Ralph 
Rauscher  that  we  announce  the  end  of  the  era  of 
this  printing  arrangement.  But  it  is  with  great 
hopes  for  the  future  that  we  announce  a new 
printing  contract.  Beginning  with  this  issue,  our 
Journal  is  being  printed  by  The  Ovid  Bell  Press, 
Inc.,  at  Fulton,  Missouri.  The  Ovid  Bell  plant  al- 
ready produces  several  other  widely-circulated 
medical  journals  in  our  general  style  and  format, 
and  an  imposing  array  of  magazines  representing 
regional  and  national  professional  organizations, 


some  edited  from  as  far  as  Boston  and  Los  An- 
geles. Our  new  printer  has  demonstrated  com- 
petence and  experience  with  medical  publications, 
together  with  stability  and  depth  of  personnel  in 
its  larger  organization  that  should  assure  con- 
tinuity of  service  and  regular  meeting  of  all  print- 
ing deadlines. 

Our  Journal’s  motive  for  the  change  is  primarily 
financial,  for  projected  savings  in  costs  are  sub- 
stantial and  will  help  us  weather  the  prevailing 
handicap  of  reduced  advertising.  The  problems  of 
geographic  distance  between  editorial  office  and 
printer  will  mean  starting  everything  to  the  printer 
a few  days  earlier  each  month,  mailing  the  com- 
pleted Journal  from  Fulton  a few  days  earlier.  All 
considerations  pro  and  con  were  fully  weighed  and 
measured  by  the  Journal’s  office  staff,  its  Manag- 
ing Editor,  and  finally  by  the  Board  of  Trustees 
before  the  new  contract  was  authorized.  Everyone, 
including  of  course  each  member  of  the  office 
staff,  the  Editorial  Board  and  the  staff  of  the  Ovid 
Bell  Press,  will  do  his  or  her  best  to  confirm  the 
wisdom  of  the  change  and  to  advance  the  Rocky 
Mountain  Medical  Journal  to  an  even  higher  po- 
sition among  leading  medical  publications. 


T?he  tobacco  industry  has  earned  an  acco- 
lade from  the  people  of  America,  and  particu- 
larly our  profession,  for  its  support  in  evaluating 
tobacco  as  a health  hazard.  Six  tobacco  companies 
(American,  Brown  and  Williamson,  Liggett  and 
Myers,  P.  Lorillard,  Philip 
Accolade  to  the  Morris,  and  R.  J.  Reyn- 
Tobacco  Industry  olds)  have  given  ten  mil- 
lion dollars  to  the  Amer- 
ican Medical  Association  for  research  on  relation- 
ship of  smoking  to  disease.  The  grant  will  be 
spread  over  a period  of  five  years,  has  no  strings 
attached,  and  will  operate  through  the  Education 
and  Research  Foundation  of  the  AMA.  The  new 
Committee  for  Research  on  Tobacco  and  Health 
is  composed  of  five  distinguished  AMA  members. 
They  will  seek  the  mechanism  of  the  link  between 
smoking  and  disease,  endeavor  to  determine  which 
ailments  are  caused  or  aggravated  by  smoking, 
and  the  causative  or  aggravating  elements  present 
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in  tobacco  or  its  combustion  products.  The  study 
could  last  for  many  years,  and  new  AMA  labora- 
tories scheduled  to  open  in  1965  will  play  a major 
role.  Naturally,  since  smoking  is  here  to  stay, 
emphasis  will  be  placed  upon  developing  harmless 
cigarettes  rather  than  an  emotional  substitute  for 
smoking.  We  commend  the  tobacco  industry  for 
its  generosity  and  laudable  objectives. 

In  view  of  the  positive  action  by  the  tobacco 
industry,  it  is  unfortunate  that  obstacles  to  edu- 
cation and  research  should  originate  among  rep- 
resentatives from  the  tobacco-growing  states.  Med- 
ical news  from  Washington  reports  strong  oppo- 
sition by  representatives  from  the  tobacco  states 
to  legislation  for  tightening  government  control 
over  cigarette  advertising  and  for  educational  pro- 
grams. Rep.  Harold  Cooley  (D.-N.C.)  has  pro- 
posed a five  million  dollar  research  laboratory  for 
the  purpose  of  embarking  upon  educational  pro- 
grams upon  hazards  of  smoking,  based  upon  in- 
tensified research  to  isolate  carcinogens  and  in 
every  possible  way  to  make  smoking  safer. 

Occasionally  a writer  or  spokesman  affirms  his 
belief  that  the  majority  of  the  members  of  Con- 
gress intend  to  reflect  the  wishes  of  the  people 
back  home.  There  must  be  many  thoughtful  peo- 
ple who  will  ask  the  question:  Which  is  most  im- 
portant to  the  home  folks — the  almighty  dollar, 
votes  to  send  their  representatives  back  to  Con- 
gress, or  educational  and  research  programs  to 
postpone  their  epitaphs? 


A.S  PREDICTED,  new  U.  S.  drug  regulations  have 
resulted  in  tragic  damage  to  the  pharmaceutical 
industry  and,  therefore  of  course,  to  our  profes- 
sion. A recent  article  in  The  New  Physician,  jour- 
nal of  the  Student  AMA,  sums  it  up: 

“Some  of  the  worst  fears 
Curtailment  of  of  a year  ago  have  been 

Drug  Production  realized,  there  have  been 

fewer  new  drugs;  those 
that  have  appeared  have  arrived  at  a slower  pace, 
and  it  is  costing  more  than  ever  before  to  make  a 
new  drug  product  available.” 

The  article,  written  by  C.  Joseph  Stetler,  Wash- 
ington, D.  C.,  executive  vice  president  and  general 
counsel  of  the  Pharmaceutical  Manufacturers  As- 
sociation, charged  that  the  new  regulations  call 
on  researchers  and  sponsors  to  fill  out  lengthy  gov- 
ernment forms,  submit  detailed  investigational 
plans,  and  render  regular  reports  as  an  investiga- 
tion progresses.  He  said  that  the  Food  and  Drug 


Administration  “now  must  give  its  affirmative  ap- 
proval before  a new  drug  can  be  marketed,  and 
pass  on  questions  of  effectiveness  as  well  as 
safety.”  “As  a result,”  Mr.  Stetler  said,  “the  regu- 
lations have  imposed  excessive  burdens  on  clinical 
investigators,  destroyed  much  of  the  value  of  trade 
names,  underestimated  the  physician’s  intelligence, 
tended  to  substitute  bureaucratic  for  scientific 
judgment,  and  in  some  instances  they  clearly  go 
beyond  the  intent  of  Congress.” 

Research  has  been  curtailed,  drugs  set  for  clin- 
ical trials  have  been  discontinued,  and  millions  of 
dollars  wasted.  Talented  investigators  have  en- 
tered other  fields.  How  many  people  will  die  for 
lack  of  a drug  not  available  because  of  the  regula- 
tions? Inevitable  higher  production  costs  are  be- 
ing reflected  in  higher  prices.  Let  us  add  these  facts 
to  the  Kefauver  era  and  thalidomide  publicity 
among  tragedies  of  the  decade! 


.A.  MESSAGE  FROM  CANADA  has  been  publicized 
in  Medicine  at  Work  and  reprinted  in  the  Journal  ■ 
of  the  Indiana  State  Medical  Association.  A Ca-  \ 
nadian  diabetic  took  tolbutamide  for  nearly  a year, 
in  good  health  and  pursuing  his  usual  routine. 

Without  warning,  his 
False  and  disease  became  uncon- 

D anger ous  Economy  trolled  and  his  blood  ; 

sugar  level  rose.  His  ! 
physician.  Dr.  A.  K.  Carter  of  Windsor,  Ontario, 
solved  the  mystery  and  forwarded  a letter  to  the 
Canadian  Medical  Association  Journal.  The  tol- 
butamide tablets  were  analyzed,  but  they  were  i 
found  not  to  be  those  originally  prescribed.  The  5 
patient  had  found  a cheaper  brand,  saving  him  1 
about  12  per  cent.  These  piUs  were  not  disinte-  | 

grating  in  his  bowel  and  they  passed  through  the  | 

patient  undissolved. 

Here  is  a pungent  message  to  physicians,  pa-  \ 
tients,  and  pharmacists  on  behalf  of  quality  drugs  j 
ethically  prepared  and  dispensed.  One  wonders  ( 
whether  therapeutic  failures,  more  subtle  than  in  1 
this  particular  instance,  may  be  related  to  false 
economy  and  uncontrolled  practices  in  production  ( 
and  distribution.  The  physician’s  right  to  prescribe 
drugs  of  his  choice,  plus  protection  of  reputable 
pharmaceutical  manufacturers  and  retail  mer- 
chants, must  be  maintained.  Thoughtful  patients — 
when  reminded  of  the  importance  of  reputation 
among  drug  manufacturers  and  pharmacists,  as 
well  as  among  physicians — will  refrain  from  seek- 
ing cheaper  substitutes. 


24 


Rocky  Mountain  Medical  Journal 


ARTICLES 


Faith  and  medical  practice* 

C.  Pardue  Bunch,  MD,  Artesia,  New  Mexico 


The  major  portion  of  our  scientific  program  at 
this  82nd  annual  session  of  the  New  Mexico  Med- 
ical Society  is  devoted  to  considerations  of  labora- 
tory medicine  and  disorders  of  the  skeletal  system. 
In  order  to  bring  to  your  attention  that  there  is 
more  to  man  than  just  bones,  muscles,  blood  and 
other  tissues,  I have  chosen  as  my  topic  “Faith 
and  Medical  Practice.”  The  physician  not  only 
deals  with  laboratory  tests,  x-ray  findings  and 
physical  diagnosis  but  he  deals  with  the  patient  as 
a whole — ^his  physical,  chemical,  intellectual,  emo- 
tional and  spiritual  aspects. 

In  recent  years  there  has  been  increasing  in- 
terest in  psychosomatic  medicine  recognizing  the 
intimate  relationship  between  physical  and  psy- 
chological phases  of  our  body  processes.  More 
general  physicians,  internists  and  other  speciahsts 
are  recognizing  the  need  for  basic  understanding 
of  psychiatry  and  the  way  in  which  emotional  or 
mental  disturbances  can  exert  physiological 
changes  in  the  body,  at  times,  actually  causing 
physical  disease.  Interest  in  mental  health  is  in- 
creasing among  lay  as  well  as  professional  groups. 
Those  in  the  paramedical  fields,  psychologists, 
social  workers,  marriage  counselors,  occupational 
therapists,  vocational  teachers,  ministers  and  teach- 
ers have  a legitimate  interest  in  the  total  health 
of  the  patient.  We  as  physicians  need  to  know  the 
ways  in  which  these  non-medical  people  can  help 
us  in  providing  total  health  care  for  the  patients 
who  come  to  us. 

About  two  years  ago  a committee  of  the  Board 
of  Trustees  of  the  American  Medical  Association, 
headed  by  Dr.  Milford  O.  Rouse  of  Dallas  was 
responsible  for  organization  of  a Department  of 
Medicine  and  Religion  within  the  American  Med- 
ical Association.  Their  statement  on  the  four 
phases  of  total  health  follows: 

* Presidential  address  delivered  at  82nd  Annual  Meeting, 
New  Mexico  Medical  Society,  Carlsbad,  New  Mexico,  April 
16,  1964. 


Medical  leaders  recognize  that  man  cannot  be 
separated  into  parts  for  care  and  treatment  of  his  ill- 
ness. Man  is  a whole  being.  His  health  is  affected  by 
physical,  spiritual,  mental  and  social  factors. 

The  goal  of  American  medicine  to  attain  the  best 
of  health  conditions  for  all  Americans  envisions  a 
degree  of  rapport  with  the  clergy  that  will  assure  the 
best  care  and  treatment  for  individual  patients  and 
the  highest  possible  degree  of  consideration  for  the 
needs  of  patients’  families. 

The  faith  of  the  individual  patient  is  a vital  factor 
in  total  health.  It  is  not  a matter  of  whether  we 
agree  or  disagree  or  accept  his  particular  type  or 
degree  of  faith.  The  patient  has  faith,  and  we  must 
deal  with  the  patient  within  the  realm  of  his  faith. 

The  Department  of  Medicine  and  Religion 
brings  together  physicians  and  clergymen  of  all 
faiths  to  discuss  areas  of  need  in  their  local  com- 
munities in  which  the  two  professions  working  to- 
gether may  be  of  service  to  one  another  and  to 
the  patient  and  his  family.  Decisions  are  demanded 
from  both  physicians  and  clergymen  today  in  areas 
that  were  not  even  thought  of  in  times  past.  Be- 
cause of  dramatic  changes  in  medicine,  modern 
drugs  and  counseling  procedures,  members  of  the 
two  professions  often  find  themselves  consulting 
with  the  patient  or  his  family  in  regard  to  decisions 
involving  life  and  death.  The  confidence  that  the 
average  family  places  in  its  clergyman  and  its  phy- 
sician requires  that  the  two  consult  with  each  other 
whenever  necessary.  From  their  collective  judg- 
ment will  come  the  means  for  providing  the  most 
effective  care  and  treatment  as  a whole  man. 

Our  State  Medical  Society  started  a committee 
on  Medicine  and  Religion  last  fall.  Half  of  our 
County  Societies  have  now  activated  such  a com- 
mittee. It  is  our  hope  that  during  the  coming 
months  others  will  recognize  the  importance  of 
this,  understand  the  functions  of  such  a committee, 
and  activate  one. 

Faith  is  defined  as: 

1.  Confidence  or  trust  in  a person  or  thing. 
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2.  Belief  in  the  truth  of  a statement  or  doctrine. 

3.  “A  system  of  religious  belief”  as  “Christian 
faith.” 

4.  Fidelity  to  one’s  promises  or  allegiance  to 
duty,  or  to  a person;  loyalty  as  “to  keep  faith.” 

5.  A theological  concept,  as  defined  by  Paul  in 
Hebrews  9:1  “Faith  is  the  substance  of  things 
hoped  for,  the  evidence  of  things  unseen.” 

As  physicians  all  five  of  these  meanings  of 
“faith”  have  real  importance  to  us.  When  we  re- 
view the  history  of  medicine  and  name  over  the 
truly  great  doctors,  Hippocrates,  Harvey,  Pasteur 
and  others  it  becomes  clear  that  a strong  spiritual 
faith  was  common  to  all  of  these,  making  it  easier 
for  those  they  taught  and  treated  to  have  confi- 
dence in  them.  Sir  William  Osier  in  speaking  to 
medical  students  on  “The  Master  Word  of  Med- 
icine” after  explaining  that  work  will  bring  suc- 
cess to  the  doctor,  goes  on  to  say  of  faith:  “As 
general  practitioners  you  will  need  all  the  faith 
you  can  carry,  and  while  it  may  not  always  be  of 
the  conventional  pattern,  when  expressed  in  your 
lives  rather  than  on  your  lips,  the  variety  is  not 
a bad  one  from  the  standpoint  of  St.  James.  St. 
James  had  said:  ‘Show  me  your  faith  without 
your  works  and  I will  show  you  my  faith  by  my 
works — -for  faith  without  works  is  dead.’  ” 

In  our  view  of  faith,  let  us  speak  of  the  general 
concept  of  belief  in  a Divine  Power  and  trust  that 
each  individual  will  find  his  own  personal  under- 
standing of  the  nature  of  that  Power  and  relate 
himself  to  the  Power  through  prayer,  meditation, 
study  of  the  Bible  and  other  religious  writings, 
public  worship  and  ethical  living  as  will  make  re- 
ligion meaningful  to  him. 

We  can  take  encouragement  from  reports  dur- 
ing recent  years  such  as  these:  “Southern  Presby- 
terians appoint  committee  to  study  Christianity 
and  Health” — “Medical  Schools  in  many  states  are 
now  cooperating  with  Theological  Seminaries  on 
their  campuses  or  nearby  in  training  ministers  to 
understand  the  spiritual  needs  of  the  sick  person,” 
and  reciprocally  in  most  cases — “New  Course  now 
offered  by  the  Hospital  Chaplain  to  aid  the  sen- 
ior medical  student  in  learning  to  cooperate  with 
the  clergy  in  bringing  comfort  to  the  seriously  ill 
patient.” 

From  the  campus  of  my  own  Alma  Mater, 
Duke  University,  a magazine  to  bridge  the  gap 
between  Religion  and  Medicine  called  “Religion 
and  Health”  has  been  published  since  February, 
1952,  edited  by  Rev.  Russell  L.  Dicks,  Chaplain 
of  Duke  Hospital  with  Dr.  Frank  J.  Sladen  of 


Henry  Ford  Hospital  as  Medical  Advisor.  An 
article  in  the  May,  1953,  issue  on  “Science  and 
Religion”  by  Professor  J.  B.  Rhyne  of  the  Psy- 
chology Department  at  Duke,  famous  as  an  ex- 
perimenter in  extra-sensory  perception,  deplores 
the  fact  that  “the  consequence  of  scientific  train- 
ing in  general  is  to  reduce  one’s  faith  in  the  re- 
ligion of  his  youth.”  Dr.  Rhyne  goes  on  to  point 
out  “that  the  great  social  movements  toward  peace 
and  goodwill  among  men  have  sprung  from  con- 
ceptions of  man  as  a spiritual  being — therefore 
we  simply  dare  not  longer  neglect  the  great  ques- 
tion of  the  nature  of  man  himself.  For,  as  we 
know,  self-knowledge  is  necessary  for  intellectual 
self-control.  But  where  shall  we  turn  for  the  solu- 
tion?” He  goes  on  to  state  that  he  believes  a be- 
ginning has  been  made  in  the  studies  on  thought 
transference  and  other  aspects  of  “extra-sensory 
perception”  to  give  a scientific  understanding  of 
the  way  spiritual  forces  can  operate — to  under- 
stand better  the  action  of  prayer  and  other  such 
forces. 

Dr.  Horace  P.  Marvin  of  Denver,  in  writing  in 
this  same  magazine  on  “the  Role  of  Religion  in 
Medicine”  mentions  the  familiar  practice  of  many 
surgeons  who  ask  for  Divine  guidance  before 
each  surgical  operation  that  they  perform.  He 
states  that  these  surgeons  are  strengthened  and 
are  better  able  to  perform  their  life-saving  tasks 
in  a calm  and  confident  manner.  To  quote:  “Yes, 
medicine  and  religion  actually  go  hand  in  hand. 
Divine  Providence  seems  to  guide  our  destinies  in 
so  many  of  the  happenings  in  our  lives.  It  is  my 
firm  belief  that  no  physician  or  nurse  can  reach 
the  pinnacle  of  greatness  in  their  professions  or  be 
of  the  highest  service  to  mankind  without  deep 
Spiritual  understanding  and  guidance.” 

This  strong  statement  brings  us  now  to  the  out- 
line of  the  principal  issues  to  be  touched  on  in  this 
paper: 

A.  The  Doctor’s  Religious  Faith. 

B.  The  Patient’s  Religious  Faith. 

C.  Some  Aspects  of  Faith  Healing. 

D.  The  Patient’s  Faith  in  His  Doctor. 

The  doctors  religious  faith 

Enough  has  been  said  above  in  the  introduction 
and  in  Dr.  Marvin’s  statement  to  make  it  clear 
that  some  sort  of  faith  is  needed  by  each  doctor  to 
support  him  in  the  trials  of  his  practice.  A phy- 
sician of  strong  religious  faith  inspires  patients 
to  put  their  faith  in  him.  My  view  is  expressed 
best  in  the  conclusion  to  my  paper  on  “Putting  the 


26 


Rocky  Mountain  Medical  Journal 


Art  Back  Into  Medicine”  that  appeared  in  the 
May,  1951,  Rocky  Mountain  Medical  Journal. 
“He  who  can  pray  with  the  bereaved  husband 
when  all  hope  for  the  wife  and  mother  is  gone;  he 
who  can  put  himself  in  the  place  of  his  patients  to 
such  an  extent  that  they  reaUze  he  shares  their 
pain  and  sorrows,  making  him  the  same  as  ‘one  of 
the  family’ — ^he  is  our  ideal  family  physician, 
practicing  both  the  art  and  science  of  medicine.” 

Ambrose  Pare  is  quoted  as  saying  of  the  wound- 
ed soldier  he  treated:  “I  dressed  his  wounds  and 
God  healed  him.”  The  truly  great  physicians  of 
all  time  are  those  most  humble  about  “healing 
powers.” 

The  patient’s  religious  faith 

The  religious  faith  of  the  patient  was  consid- 
ered of  great  importance  by  the  late  Dr.  Guy  F. 
Witt,  Psychiatrist  of  Dallas  as  he  wrote  in  a paper 
on  “Psychiatry  and  Religion.”  “It  is  during  the  his- 
tory-taking and  aeration  process  that  the  religious 
or  spiritual  phase  of  the  patient’s  life  history 
should  receive  attention.”  He  went  on  to  point  out 
that  the  doctor  should  be  familiar  enough  with  the 
doctrines,  dogmas,  ritualisms  and  symbolisms  of 
the  various  prevalent  religious  organizations  to 
understand  certain  fears,  inhibitions  or  other  mal- 
adjustments that  the  patient  may  have  in  relation 
to  his  rehgious  hfe. 

Those  who  are  familiar  with  the  Twelve  Steps 
and  Twelve  Traditions  of  Alcoholics  Anonymous 
know  that  the  beginning  of  the  recovery  of  the 
alcoholic  comes  when  he  admits  he  is  powerless 
alone,  acknowledges  his  belief  in  a Power  greater 
than  himself  that  can  restore  him  to  sanity  and 
then  “makes  a decision  to  turn  his  wiU  and  his 
life  over  to  the  care  of  God  as  we  understand 
him.”  These  same  principles  which  have  proved 
so  effective  in  helping  alcoholics  can  help  other 
patients  who  need  something  beyond  themselves 
to  lift  them  out  of  depression,  distress  or  suffer- 
ing. 

Dr.  Norman  Vincent  Peale  as  he  emphasizes  the 
“Power  of  Positive  Thinking”  has  helped  many 
patients  to  become  more  healthy  emotionally  and 
indirectly  in  a physical  way.  Faith  or  confidence 
is  more  health-promoting  than  fear  or  anxiety. 

Dr.  E.  Stanley  Jones  in  writing  of  “Steps  to 
Health”  says:  “First,  think  health,  not  disease.” 
He  grants  that  this  is  a form  of  auto-suggestion  but 
since  we  are  continually  suggesting  things  to  our- 
selves, he  urges  the  advantage  of  thinking  of 
health  and  “opening  the  channels  of  our  thinking 


to  the  permeation  of  health  through  our  being.” 
One  can  see  how  a patient  aided  by  a religious 
faith  that  enables  him  to  foUow  with  confidence 
these  practises  advocated  by  ministers  as  sound 
and  prominent  as  Dr.  Peale  and  Dr.  E.  Stanley 
Jones,  win  respond  faster  to  the  efforts  of  their 
doctors  in  trying  to  restore  them  to  health.  Of 
course  these  two  wise  ministers  advise  those  who 
come  to  them  for  help  to  use  the  physician’s  help 
along  with  their  faith  in  restoring  them  to  health. 

Some  aspects  of  faith  healing 

What  about  so-called  Faith  Healing.  Do  I see 
some  eyebrows  raising?  Actually  there  in  nothing 
new  about  this.  We  know  that  in  Old  Testament 
times  when  the  Prophet  told  Naaman  to  go  wash 
in  the  river  Jordan  to  rid  himself  of  leprosy  that 
Naaman  did  not  get  well  until  he  finally  had 
enough  faith  to  follow  the  advice  offered  and  that 
the  report  says  he  did  get  well.  When  Christ 
rubbed  some  mud  on  the  blind  man’s  eyes,  cer- 
tainly faith  had  a lot  to  do  with  his  recovery  as  it 
did  with  the  others. 

Dr.  Leslie  Weatherhead  and  others  have  cited 
psychological  experiments  in  which  warts  have 
been  removed,  bums  and  urticaria  appear  and  dis- 
appear from  the  skin,  milk  is  caused  to  come 
from  the  breast,  tears  from  the  eye  by  other  than 
physical  means — -in  most  cases  by  the  power  of 
suggestion.  Body  temperatures  and  heart  rates 
have  been  made  to  change  as  further  evidence  of 
the  power  of  “mind  over  matter”  in  well  docu- 
mented experiments. 

Faith  healing  is  based  on  the  confidence  the 
patient  has  in  the  possibility  of  cure.  Though  many 
charlatans  operate  in  this  field  and  there  obvious- 
ly are  cases  that  are  not  genuine  cures,  there  is 
stiff  convincing  evidence  that  many  psychomatic 
illnesses  have  been  healed  by  faith  alone. 

By  way  of  a humorous  illustration  of  the  power 
of  “mind  over  matter”  I recall  the  story  my  father 
told  me  many  years  ago  of  an  old  mule  that  was 
very  impressionable.  One  hot  July  day  when  he 
was  in  his  staff,  the  popcorn  in  the  barn  loft  began 
to  pop  because  of  the  heat  of  the  sun  on  the  roof 
and  as  the  white  puffs  of  popcorn  fell  down  through 
the  cracks  all  around  the  mule,  he  thought  it  was 
snowing  and  froze  to  death. 

Though  most  of  us  do  not  go  all  the  way  with 
the  tenets  of  Christian  Science  we  stiff  recognize 
that  the  process  of  faith  in  these  devout  believers 
enables  them  to  endure  the  ordinary  ills  of  life 
without  suffering  significant  pain  and  that  in  the 
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great  majority  of  illnesses  the  Christian  Scientist’s 
faith  suffices  to  see  him  through  the  natural  course 
of  the  disease  without  complications. 

The  patient’s  faith  in  his  doctor 

Of  what  importance  is  the  patient’s  faith  in  his 
doctor?  The  patient  reads  more  today  in  lay  mag- 
azines about  health  matters  and  is  better  informed 
about  medicine  and  thus  has  many  pre-conceived 
ideas  when  he  comes  to  his  doctor  that  make 
blind  faith  in  the  physician  less  common  today 
than  a generation  ago.  Yet  this  increased  knowl- 
edge plus  the  recognition  of  the  thorough  scientific 
training  that  the  medical  doctor  has  gone  through 
can  give  the  patient  more  ground  for  faith  of  an 
intelligent  sort  than  was  possible  in  years  past.  He 
knows  that  his  doctor  will  listen  to  his  story,  ex- 
amine him  thoroughly,  make  any  necessary  tests 
and  x-rays  and  thus  have  a sound  basis  for  diag- 
nosis and  treatment.  This  faith  is  even  stronger  if 
the  patient  knows  that  the  physician  is  aware  of 
the  effect  emotional,  spiritual  and  mental  forces 
can  have  on  the  physiological  workings  of  the 
human  body.  The  success  of  every  treatment  we 
give  depends  to  a great  degree  on  the  faith  of  the 
patient  in  his  physician.  I’m  sure  physicians  who 
have  treated  any  patients  at  all  recognize  that 
the  benefit  from  and  rapidity  of  improvement  fol- 
lowing a penicillin  injection  depend  not  only  on  the 
efficacy  of  the  antibiotic  against  the  particular  in- 
fection involved  but  upon  the  confidence  the  pa- 
tient has  in  his  doctor.  The  mannerisms  of  the 


doctor,  the  tone  of  his  voice,  the  time  he  takes  to 
listen  to  the  patient’s  questions  all  enter  into  in- 
spiring this  type  of  faith  that  is  necessary  for 
bringing  full  health  to  the  patient. 

In  my  experiences  with  hypnosis  in  obstetrics 
and  in  helping  patients  with  certain  psychosomatic 
illnesses,  I have  found  that  the  confidence  that  the 
patient  has  in  the  doctor  is  paramount.  Where  the 
patient  has  full  confidence  in  his  physician’s  abil- 
ity to  help  him,  the  power  of  suggestion  has  been 
proved  very  effective. 

Conclusion 

We  have  discussed  the  faith  of  the  individual  j 
physician,  the  faith  of  the  individual  patient,  faith  1 
healing  and  the  patient’s  faith  in  his  physician.  i 
Consideration  of  all  this  should  alert  us  to  the  im-  i 
portance  of  faith  in  medical  practice  today. 

Perhaps  it  is  a reflection  of  our  times  as  re- 
vealed in  Vance  Packard’s  Naked  Society  and  t 
Myron  Brenton’s  The  Privacy  Invaders  that  Fed- 
eral agencies  and  industrial  concerns  can  not  trust  i 
their  employees  and  resort  to  wire-tapping  and 
TV  cameras  in  plants  as  means  of  detecting  pilfer-  >, 
ing  and  loafing  on  the  job.  In  a modern  age  when 
people  do  not  trust  each  other  as  they  did  a gen- 
eration ago,  it  is  my  earnest  hope  that  the  mem- 
bers of  our  profession  will  continue  to  conduct 
themselves  in  such  a confidence-inspiring  manner 
that  the  physician  will  still  be  classed  with  the 
minister  as  one  in  whom  complete  faith  can  be 
placed.  • 


The  Doctor’s  Drug  Dilemma 

Regulations  under  the  Federal  Food,  Drug,  and  Cosmetic  Act  of  1962  require  more 
stringent  evidence  of  safety  for  new  drugs.  Included  are  tests  for  genetic  and  teratogenic 
effects  over  several  generations  of  animals.  Usefulness  as  well  as  safety  is  introduced 
as  a criterion  of  acceptability  of  new  agents.  There  are  also,  unfortunately,  provisions 
regarding  labeling  that  are  interpreted  as  prohibiting  interstate  shipment  of  placebos 
required  in  double-blind  tests.  And  the  whole  act  has  generated  an  increasingly  undi- 
gestible  bolus  of  reports,  forms,  and  other  paper  that  makes  life  unhappy  for  pharma- 
ceutical firms,  investigators,  and  government  officials.  A fair  estimate  of  the  act  lies 
somewhere  between  the  view  that  this  is  another  horrible  example  of  government  control 
over  free  enterprise,  and  the  view  that  it  will  solve  all  problems.  In  any  case,  the 
medical  profession  is  square  in  the  middle  of  the  issues  and  cannot  avoid  being  involved. 
Mere  opposition  would  represent  a withdrawal  syndrome  that  invites  further  restrictions. 
Complete  acquiescence  would  imply  a confidence  in  Washington  approaching  delusional 
euphoria. — Michael  S.  Shimkin,  M.D.,  in  Public  Health  Reports,  79:1  (Jan.)  1964. 
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Fractures  and  fracture-dislocations 

of  the  ankle* 


Oscar  P.  Hampton,  Jr.,  MD,  and  Earl  P.  Holt,  Jr.,  MD,  St.  Louis,  Missouri 


Fractures  about  the  ankles  may  be  classified 
as  those  of  (1)  lateral  malleolus,  (2)  medial  mal- 
leolus, (3)  posterior  malleolus,  (4)  combinations 
of  any  two  or  all  three  malleoli  (bimaUeolar  or 
trimalleolar  fractures),  and  (5)  comminuted  frac- 
ture of  the  distal  articular  surface  of  the  tibia  with 
an  intact  fibula.  The  posterior  malleolus,  a clin- 
ical rather  than  an  anatomic  term,  identifies  the 
posterior  projection  of  the  distal  tibia  with  its  ar- 
ticular surface. 

While  this  classification  includes  all  bony  inju- 
ries about  the  ankle,  it  ignores  the  important 
ligamentous  structures.  Disruptions  of  these  often 
are  of  equal  and  at  times  of  greater  importance 
than  associated  fractures.  In  fact,  integrity  and 
stabUity  of  the  ankle  joint  depend  largely  upon  its 
ligaments  (Fig.  1-A).  The  broad,  strong  deltoid 
ligament  on  the  medial  side,  the  calceneofibular 
and  talofibular  ligaments  on  the  lateral  side,  and 
ligaments  of  the  inferior  tibio-fibular  synchondrosis 
are  crucial  to  stability  and  function  of  the  ankle. 
Together  they  maintain  the  talus  within  the  ankle 
mortise  and  prevent  abnormal  lateral  motion. 

Determination  of  the  status  of  these  ligaments 
is  crucial  in  evaluating  all  injuries  about  the  ankle. 
A tom  deltoid  ligament  is  probably  as  significant 
as  a fracture  of  the  medial  malleolus.  Fig.  1-B 
illustrates  a displaced  bimaUeolar  fracture  with 
lateral  displacement  of  foot.  Fig.  1-C  shows  a 
comparable  fracture  of  lateral  malleolus  without 
a fracture  of  medial  malleolus  but  with  the  same 
displacement  of  foot.  For  this  to  take  place,  the 
deltoid  ligament  must  be  torn.  These  injuries, 
then,  are  entirely  comparable  insofar  as  integrity 
of  ankle  joint  is  concerned.  Similarly  Fig.  1-D 
shows  lateral  dislocation  of  foot  without  fracture. 
For  this  to  occur  both  deltoid  ligament  and  liga- 
ments supporting  inferior  tibio-fibular  synchon- 
drosis must  be  disrupted.  This  is  a dislocation  of 

* From  Department  of  Surgery,  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri.  Presented  before  joint  ses- 
sion of  Colorado  Academy  of  General  Practice  and  Colorado 
Medical  Society,  Sept.  13,  1963. 


ankle  without  fracture.  Truly,  a sprain  may  be 
worse  than  a fracture. 

Treatment:  The  determination  of  paramount 
importance  before  treatment  in  aU  bony  or  lig- 
amentous injuries  to  the  ankle  then  is  whether 
any  dislocation  is  or  has  been  present.  Any  degree 
of  displacement  of  the  talus  from  its  normal  posi- 
tion beneath  the  tibia,  actual  or  impending,  con- 
stitutes dislocation.  Each  bony  or  ligamentous 
injury  may  be  complicated  by  dislocation  and 
even  a relatively  minor  dislocation  is  significantly 
important  because  of  its  profound  effect  on  treat- 
ment of  the  injury. 

The  next  decision  is  whether  closed  reduction 
with  plaster  immobilization  or  open  reduction 
and  internal  fixation,  both  excellent  in  their  re- 
spective places,  is  desirable.  Indications  for  open 
reduction  and  internal  fixation  will  be  delineated. 
Those  injuries  not  included  are  best  managed  by 
closed  reduction. 

Practically  every  operative  procedure  for  frac- 
ture or  fracture-dislocation  at  the  ankle  is  an 
internal  fixation  of  either  medial  malleolus  or  pos- 
terior malleolus  or  both.  When  either  of  these  is 
intact  and  the  other  has  been  stabilized  in  ade- 
quate reduction  or  when  both  are  broken,  and 
have  been  fixed  in  excellent  position,  torn  liga- 
ments will  have  been  approximated,  talus  will 
have  been  replaced  in  normal  relationship  with 
tibia  and  hazard  of  redislocation  eliminated. 
Moreover,  an  associated  fracture  of  the  lateral 
malleolus  or  a separated  intact  fibula  at  the  infe- 
rior tibio-fibular  synchondrosis  will  have  been 
reduced  also. 

Less  common  operations  at  the  ankle  are  to 
maintain  reduction  of  a dislocated  foot  with  only 
fracture  of  lateral  malleolus,  to  replace  and  hold 
a separated  intact  fibula  against  the  lower  tibia 
so  as  to  restore  the  ankle  mortise  and  to  reconsti- 
tute a comminuted  fracture  of  lower  portion  of 
tibia  distorting  the  articular  surface. 
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Fig.  1.  Bony  and  ligamentous  injuries  resulting  in 
dislocation  of  the  ankle  as  seen  in  the  anterior- 
posterior  view.  (A)  An  uninjured  ankle  showing  the 
bony  and  ligamentous  support  of  the  ankle  mortise. 
(B)  Bimalleolar  fracture  with  lateral  dislocation  of 
foot.  Note  that  all  major  ligaments  are  intact.  (C) 
Fracture  of  lateral  malleolus  with  a torn  deltoid  lig- 
ament with  the  same  lateral  dislocation  of  foot. 
Injuries  in  B and  C are  comparable  insofar  as  integ- 
rity of  ankle  is  concerned.  (D)  The  deltoid  ligament 
and  ligaments  supporting  the  inferior  tibio-fibular 
synchondrosis  are  torn  permitting  lateral  dislocation 
of  foot  comparable  in  part  to  that  shown  in  C. 

Fractures  of  the  medial  malleolus 

Internal  fixation  is  often  highly  advantageous 
for  these  injuries  even  though  fracture  is  the  only 
bony  injury  and  foot  is  not  displaced.  When 
medial  maUeolus  is  displaced,  deltoid  ligament  has 
been  tom.  Its  fibers  stiU  attached  to  the  lower 
tibia  frequently  fall  into  the  gaping  fracture  site 
and  prevent  approximation  of  fragments.  Accu- 
rate closed  reduction,  therefore,  often  is  impos- 
sible. Removal  of  all  intervening  ligament  and  its 


subsequent  repair  and  stabilization  of  medial  mal- 
leolus in  perfect  position  by  a screw  or  threaded 
pin  should  give  the  preferable  end-result. 

With  plaster  immobilization  alone,  tme  the 
fragment  will  heal  with  strong  scar  tissue  if  not 
by  bone.  Fibrous  union  in  many  patients  will  pro- 
duce no  real  disability.  On  the  other  hand,  mere 
fibrous  union  is  likely  to  cause  varying  degrees  of 
discomfort  in  an  active  patient  and  can  lead  to 
some  degree  of  traumatic  arthritis.  When  line  of 
fracture  is  well  below  the  level  of  articular  surface 
of  the  distal  tibia,  fibrous  union  is  less  likely  to 
cause  symptoms  than  when  it  is  at  the  level  of 
the  distal  tibia,  where  open  reduction  and  internal 
fixation  is  highly  preferable. 


B 


Fig.  2.  Bimalleolar  fracture-dislocation  of  ankle. 

(A)  Anterior-posterior  view  soon  after  injury.  This 
roentgenogram,  made  after  correction  of  gross  deform- 
ity in  the  emergency  room,  fails  to  reveal  severe 
dislocation  of  fragments  and  foot  which  was  present. 

(B)  Anterior-posterior  view  after  open  reduction  and 
internal  fixation  of  the  median  malleolus  with  threaded 
pin.  Fracture  of  fibula  has  been  drawn  into  excellent 
apposition  and  alignment  and  the  talus  has  been 
restored  to  normal  location.  Ankle  mortise  is  intact. 
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Bimalleolar  fracture-dislocation 

Internal  fixation  of  medial  malleolus  is  more 
often  indicated  in  these  injuries  (Fig.  2).  All 
advantages  are  obtained  for  this  fracture  and,  of 
greater  importance,  the  talus  is  replaced  accurately 
beneath  tibia  and  fracture  of  lateral  malleolus  is 
drawn  into  good  reduction.  Surgical  repair  of  the 
more  widely  tom  deltoid  hgament  is  highly  advan- 
tageous. Risk  of  redislocation  in  a cast  is  ehminated 
and  actually  only  a short  leg  cast  is  necessary. 

In  appraising  a bimalleolar  fracture  without 
dislocation  as  shown  in  the  first  roentgenograms, 
the  surgeon  must  not  underevaluate  the  injury. 
The  ankle  may  have  been  dislocated  and  reduced 
in  the  emergency  room  when  spfinting  was  ap- 
plied. In  such  instances,  reduction  is  unstable  and 


Fig.  3.  Fractures  of  posterior  malleolus.  (A)  Unin- 
jured ankle.  (B)  Undisplaced  fracture  of  posterior 
malleolus  containing  10  per  cent  or  less  of  articular 
surface.  Fragments  of  this  size  may  be  ignored  even 
if  not  reduced.  (C)  Fracture  of  posterior  malleolus 
containing  approximately  one-fourth  of  articular  sur- 
face with  minimal  displacement  of  the  foot  posterior. 
Fragments  of  this  size  must  be  reduced  and  held  in 
precise  reduction.  At  times  this  can  be  achieved  by 
closed  reduction  but  often  open  reduction  and  inter- 
nal fixation  are  necessary.  (D)  Fracture  of  posterior 
malleolus  containing  about  35  per  cent  of  articular 
surface.  Fragments  of  this  size  demand  primary  open 
reduction  and  internal  fixation  in  order  that  precise 
reduction  may  be  maintained. 


Fig.  4.  Trimalleolar  fracture-dislocation  of  ankle. 
(A)  Fracture  of  medial  malleolus  is  at  level  of 
articular  surface  of  tibia,  foot  is  displaced  laterally 
and  slightly  posteriorly;  and  the  fragment  of  posterior 
malleolus  occupies  about  25  per  cent  of  articular 
surface.  Accurate  closed  reduction  might  be  main- 
tained but  with  open  reduction  and  internal  fixation 
it  is  certain  to  be  maintained.  (B)  Postoperative  roent- 
genogram showing  perfect  restoration  of  fragments 
and  ankle  mortise. 

internal  fixation  of  medial  malleolus  is  usually 
advisable. 

T rimalleolar  fracture-dislocation 

In  these  injuries  some  operative  procedure  is 
often  preferable  to  non-operative  methods.  Closed 
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Fig.  5.  Incision  and  initial  steps  in  technic  of  open 
reduction  and  internal  fixation  of  fractures  of  poste- 
rior malleolus. 


methods  will  suffice  occasionally  when  the  frag- 
ment of  posterior  malleolus  is  small  and  insig- 
nificant and  fracture  of  the  medial  malleolus  does 
not  demand  internal  fixation.  Closed  methods, 
however,  are  fraught  with  danger  of  incomplete 
replacement  or  early  redisplacement  of  the  talus 
from  its  exact  normal  position  beneath  tibia.  Open 
reduction  and  internal  fixation  permits  stabiliza- 
tion of  fragments  and  of  reduction  of  the  dislo- 
cation and  predisposes  to  the  best  possible  end- 
result. 

Management  of  fracture  of  the  posterior  malle- 
olus depends  upon  size  of  the  fragment  (Fig.  3). 
When  it  contains  less  than  10  to  15  per  cent  of 
the  articular  surface  of  tibia,  not  only  is  open 
reduction  and  internal  fixation  of  this  fragment 
not  indicated  but  actually  a splendid  functional 
result  can  be  obtained  even  though  the  fragment 
remains  displaced  providing  dislocation  of  the 
talus  is  accurately  reduced  and  maintained.  This 
can  be  achieved  by  internal  fixation  of  fracture  of 
the  medial  malleolus. 

When  the  fragment  of  posterior  malleolus  con- 


tains 30  per  cent  or  more  of  the  articular  surface 
of  tibia,  open  reduction  and  internal  fixation  of 
the  fragment  in  perfect  position  is  indicated  even 
without  consideration  of  closed  reduction  (Fig.  4) . 
Redislocation  in  the  best  plaster  cast  following  , 
closed  reduction  is  likely  to  occur  with  a frag- 
ment of  this  size.  The  in-between  group  contain- 
ing between  15  and  30  per  cent  of  articular  sur- 
face may  at  times  be  managed  by  closed  reduction 
but,  in  these,  internal  fixation  assures  accurate 
reduction  without  danger  of  subsequent  posterior 
dislocation  of  the  talus.  Even  minimal  displace- 
ment of  a posterior  malleolar  fragment  containing 
enough  articular  surface  to  affect  the  weight  bear- 
ing portion  of  the  lower  tibia  cannot  be  accepted. 
Such  incongruities  lead  to  considerable  pain  and 
stiffness  and  eventually  to  severe  traumatic  arthritis. 

Technic  . 

To  take  a few  more  coals  to  Newcastle,  com- 
ment about  technic  will  be  offered.  In  open  reduc- 
tions of  the  medial  malleolus,  stabilization  may 
be  obtained  by  either  a screw  or  threaded  pin.  ! 
Either  should  pass  up  through  cancellous  bone  of 
the  lower  tibia  for  IV2  to  2 inches.  No  effort 
should  be  made  to  penetrate  cortex  of  the  tibia. 

With  fragment  held  in  reduction  by  a towel 


Fig.  6.  Technic  of  reduction  and  insertion  of  internal 
fixation  for  fracture  of  posterior  malleolus. 
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clip,  a drill  for  screw  or  threaded  pin  should  pass 
upward  from  the  tip  of  the  malleolus  to  fracture 
site.  The  fragment  is  displaced  to  verify  that  either 
is  still  in  cancellous  bone  and  not  directed  toward 
the  joint.  With  the  fragment  re-reduced,  a screw 
or  pin  may  be  made  to  pass  into  the  substance 
of  lower  tibia  without  fear  of  penetrating  ankle 
joint.  Theoretical  disadvantages — and  only  theo- 
retical— of  the  threaded  pin  are  that  it  contains 
no  head  and  fragments  are  not  jammed  against 
each  other.  An  actual  disadvantage  to  the  screw 
is  that  when  it  is  tightened,  the  malleolus  may  be 
rotated  clockwise  just  a bit  so  that  a perfect  re- 
duction is  not  maintained.  After  internal  fixation 
of  the  fragment,  the  deltoid  ligament  and  any  asso- 
ciated tear  in  the  capsule  are  repaired. 

For  internal  fixation  of  posterior  malleolus, 
patient  should  be  prone.  A lateral  incision  along- 
side tendo-Achilles  is  preferable  to  a medial  inci- 
sion (Fig.  5).  The  prominence  of  the  posterior 
malleolus  is  on  the  lateral  portion  of  tibia,  not 
medial.  Reduction  comes  easy  with  mere  pressure 


on  the  fragment  as  foot  is  pulled  forward  on  the 
tibia.  When  cortical  margins  of  fragments  are 
reduced,  one  can  be  assured  that  the  fragment 
is  reduced,  but  this  may  be  verified  by  a lateral 
roentgenogram  preferably  made  after  introduc- 
tion of  a drill  to  hold  the  fragment  (Fig.  6).  Drill 
holes  and  screws — usually  two  are  preferable  to 
one — should  parallel  the  articular  surface  of  the 
distal  tibia  and  tip  of  screw  should  penetrate  but 
not  necessarily  perforate  the  anterior  cortex  of 
tibia. 

Fractures  of  the  lateral  malleolus 

Rarely,  as  stated  above,  with  a fracture  of 
lateral  malleolus  and  a torn  deltoid  ligament  per- 
mitting lateral  dislocation  of  the  talus,  stabiliza- 
tion of  reduction  can  be  achieved  by  internal  fix- 
ation of  the  lateral  malleolus  usually  with  an 
intramedullary  pin  passing  from  tip  of  the  mal- 
leolus up  the  shaft  of  the  fibula;  An  alternative 
or  supplement  is  operative  repair  of  the  deltoid 
ligament  on  inner  side  of  the  joint.  In  fact,  the 


Fig.  7.  Comminuted  fracture  of  distal  tibia  with  dis- 
torted articular  surface  at  the  ankle.  (A)  Anterior- 
posterior  and  lateral  roentgenograms  showing  multi- 
ple fracture  lines  with  upward  displacement  of  large 
portion  of  articular  surface  of  the  distal  tibia.  (B) 
Anterior-posterior  and  lateral  roentgenograms  after 
open  reduction  and  internal  fixation  of  fracture. 
Note  the  excellent  restoration  of  the  articular  sur- 
face (Hampton,  O.  P.,  Jr.,  and  Fitts,  Wm.  T.,  Jr.: 
Open  Reduction  of  Common  Fractures,  New  York, 
Grune  and  Stratton). 
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latter  is  a necessary  adjunct  to  internal  fixation  of 
fibula  when  reduction  of  talus  is  difficult  which 
indicates  that  a portion  of  the  deltoid  hgament  or 
posterior  tibial  tendon  is  caught  between  the  talus 
and  medial  malleolus.  Operative  repair  of  a torn 
deltoid  ligament  is  at  times  most  difficult  because 
the  deep  portion  particularly  may  be  avulsed  from 
the  bone.  Some  surgeons  advocate  routine  surgi- 
cal repair  but  the  procedure  remains  controversial 
except  in  instances  where  operative  exposure  is 
necessary  to  remove  ligamentous  tissue  or  tendons 
from  beneath  the  malleolus  so  as  to  permit  accu- 
rate reduction  of  a displaced  talus. 

Fractures  involving  the  distal 
articular  surface  of  the  tibia 

Fragments  are  usually  displaced  upward  and 
spread  apart,  but  fibula  often  remains  intact.  Open 
reduction  and  internal  fixation  is  usually  neces- 
sary in  order  to  restore  accurately  the  distal  artic- 
ular surface  of  tibia  and  minimize  chances  of  a 
rapidly  progressing  traumatic  arthritis  (Fig.  7). 

Technic 

To  achieve  adequate  stabilization  in  excellent 
reduction  is  often  most  difficult.  Exposure  and 
steps  in  internal  fixation  will  vary  somewhat  with 
the  problem  at  hand.  Exposure  is  best  obtained 
through  an  anterior  modified  S-incision  extending 
well  down  onto  the  foot  with  transverse  portion 
over  the  joint.  This  incision  is  preferable  to  two 
vertical  incisions  and  their  inherent  danger  of 
ischemia  of  the  isthmus. 

Strong  traction  on  the  foot  facilitates  inspec- 
tion of  the  distal  articular  surface  of  tibia  and 
reduction  and  fixation  of  fragments.  This  is  best 
provided  by  manual  traction  on  a sterile  clevis 
attached  to  Kirschner  wire  through  os  calcis.  The 
small  amount  of  room  gained  by  distracting  the 
talus  away  from  the  distal  tibia  is  often  just 
enough  to  permit  accurate  reduction  and  fixation 
of  fragments  involving  articular  surface. 

Usually  internal  fixation  will  be  obtained  by 
means  of  an  assortment  of  screws  and  threaded 
pins  judiciously  placed  to  fix  fragments  together. 
As  a rule,  fragments  well  above  ankle  will  be  re- 
duced and  fixed  first  and  then  the  articular  surface 
of  tibia  reconstituted.  Capsule  of  the  joint  should 
be  repaired.  The  Kirschner  wire  should  be  re- 
moved from  os  calcis  because  fixation  of  ends 
of  wire  in  a plaster  cast  contributes  practically 
nothing  to  stabilization  of  reduction. 


Fig.  8.  Open  bimalleolar  fracture-dislocation  of  ankle 
(distal  articular  surface  of  tibia  was  protruding 
through  open  wound  on  medial  side  when  patient 
reached  the  operating  room).  (A)  Anterior-posterior 
view  soon  after  injury.  (B)  Anterior-posterior  and 
lateral  roentgenograms  made  several  weeks  later 
showing  the  fractures  uniting  in  excellent  reduction. 
With  merely  a threaded  pin  to  stabilize  medial  mal- 
leolus in  reduction,  integrity  of  ankle  joint  has  been 
restored. 

Open  fractures 

Presence  of  an  open  wound  compounding  a 
fracture  or  fracture-dislocation  is  some  deterrent 
to  open  reduction  and  internal  fixation  but  in  itself 
is  by  no  means  a contra-indication.  In  an  open 
fracture  of  the  medial  or  lateral  malleolus  with 
little  or  no  dislocation  of  talus,  chances  of  main- 
taining closed  reduction  in  a plaster  cast  are  ex- 
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cellent,  and  presence  of  the  open  wound  might 
be  a factor  against  internal  fixation. 

On  the  other  hand,  the  best  means  of  pre- 
venting wound  sepsis  is  thorough  wound  debride- 
ment with  excellent  immobilization  of  the  part. 
Usually  during  debridement,  displaced  fragments, 
usually  on  the  medial  aspect,  come  into  open  view. 
Insertion  of  a threaded  pin  or  screw  to  stabilize 
the  fragment  of  medial  malleolus,  particularly  in 
a fracture-dislocation,  should  contribute  more  to 
prevention  of  wound  sepsis  then  toward  it  (Fig. 
8).  If  the  surgeon  decides  that  the  wound  has 
been  made  clean  enough  to  permit  wound  closure 
by  suture,  it  is  clean  enough  to  permit  additional 
surgery  necessary  to  stabilize  the  medial  malleolus 
and  ankle  prior  to  wound  closure.  To  permit 
redislocation  which  can  occur  without  internal 
fixation,  will  merely  permit  the  margin  of  distal 
tibia  to  displace  toward  the  open  wound,  which 
may  prevent  healing  and  lead  to  suppuration.  The 
burden  of  proof  is  on  the  surgeon  who  fails  to 
perform  internal  fixation  of  a fragment  involved 
in  a fracture-dislocation  of  ankle  because  of  a 


compound  wound  if  internal  fixation  is  otherwise 
definitely  indicated. 

Summary 

Injuries  to  hgaments  of  the  ankle  are  often 
of  equal  or  greater  importance  than  associated 
fractures.  Any  degree  of  dislocation  of  the  talus 
enhances  severity  of  the  injury.  While  many  frac- 
tures without  dislocation  and  a few  with  disloca- 
tion at  the  ankle  may  be  managed  effectively  by 
closed  reduction  and  plaster  immobilization,  open 
reduction  and  internal  fixation  is  indicated  in  a 
substantial  per  cent.  Operative  attack  is  frequently 
indicated  because  it  predisposes  to  the  nearest 
perfect  result.  In  many  injuries,  particularly  those 
associated  with  dislocation  at  the  ankle,  internal 
fixation  is  mandatory  if  an  acceptable  long  term 
result  is  to  be  obtained.  In  open  fracture-disloca- 
tions the  wound  is  usually  medial  and  proper 
wound  surgery  affords  access  to  the  fracture  and, 
therefore,  internal  fixation  of  the  medial  malleolus 
is  usually  indicated.  • 


The  anesthesiologist  as  an  internist* 


John  W.  Pender,  MD,  Palo  Alto,  California 


In  the  organizational  plan  of  most  hospital 
staffs,  the  Anesthesia  Department  is  closely  related 
to  the  Surgery  Department.  This  relation  is  based 
on  custom  and  has  persisted  since  the  times  when 
the  surgeon  was  the  only  physician  in  the  operat- 
ing room  and  was  responsible  for  both  operation 
and  anesthesia.  While  in  some  hospitals  this  ar- 
rangement still  may  have  administrative  advan- 
tages, the  purpose  of  this  paper  is  to  show  that 
services  of  the  modem  anesthesiologist  are  more 
elosely  related  to  those  of  the  internist  and  gen- 
eral practitioner  than  to  those  of  the  surgeon. 

This  close  association  between  internal  med- 
icine and  anesthesiology  has  been  known  for 
many  years.  Many  pioneers  in  anesthesiology 
were  doctors  who  had  practiced  general  medicine 
before  they  began  to  limit  their  practice  to  anes- 
thesia. To  the  specialty  these  pioneers  brought 

* Presented  at  the  68th  Annual  Meeting  of  the  Utah  State 
Medical  Association,  Salt  Lake  City,  September  13,  1963.  Dr. 
Pender  is  Chief  of  Department  of  Anesthesiology,  Palo  Alto 
Medical  Clinic. 


their  interest  in  all  phases  of  patient  care,  and 
the  opportunities  have  never  ceased  to  expand. 
Anesthesiologists  have  been  leaders  in  promotion 
for  better  care  of  patients  in  parts  of  the  hospital 
other  than  operating  room,  such  as  blood  banks, 
oxygen  therapy  departments,  postanesthesia 
rooms,  intensive  care  units,  pain  clinics  and  respi- 
ratory care  units. 

Experience  in  general  medicine  has  always 
been  considered  valuable  background  for  train- 
ing in  anesthesiology.  All  but  one  of  the  residents 
accepted  for  training  in  anesthesiology  in  a new 
medical  center  had  practiced  general  medicine 
because  the  professor  had  found  that  they  became 
the  most  competent  anesthesiologists.  In  encour- 
aging a third  year  of  formal  training  by  apphcants 
for  certification,  the  American  Board  of  Anes- 
thesiology has  indicated  that  this  third  year  might 
profitably  be  spent  in  approved  training  in  some 
branch  of  internal  medicine. 
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Because  of  rapidly  expanding  hospital  con- 
struction in  the  United  States,  the  supply  of 
trained  anesthesiologists  has  not  been  able  to 
meet  the  demand  for  their  services.  Greatest  short- 
age of  anesthetists  has  been  in  the  small  commu- 
nity hospital  where  volume  of  work  is  not  great 
enough  to  justify  a full-time  anesthesiologist.  In 
Great  Britain  and  Canada  this  position  has  been 
filled  by  part-time  physician  anesthetists.  The  gen- 
eral practitioner  already  has  the  basic  qualifica- 
tion for  this  position — experience  in  care  of  pa- 
tients. All  he  need  do  is  acquire  understanding  of 
the  special  problems  of  the  anesthetist  and  pro- 
ficiency with  the  special  equipment.  With  these 
easily  attained  skills,  he  would  be  a more  valuable 
asset  to  his  community. 

The  greatest  obstacle  to  acquisition  of  this  spe- 
cial training  is  that  the  general  practitioner  has 
difficulty  in  leaving  his  practice  for  the  required 
period  of  training  at  some  distant  medical  center. 
This  obstacle  could  be  eliminated  by  bringing 
instruction  to  the  general  practitioner  in  his  own 
community.  If  the  legislature  and  medical  school 
would  provide  the  budget,  the  director  of  the 
anesthesiology  department  of  the  state  medical 
school  could  add  a visiting  instructor  to  his  staff. 
The  arrangement  could  be  varied  to  meet  the 
requirement  but,  in  general,  the  visiting  anesthesi- 
ology instructor  would  visit  a circuit  of  small  hos- 
pitals at  prearranged  times.  His  service  would 
not  be  to  administer  anesthesia  but  to  supervise 
the  administration  by  general  practice  physicians 
in  their  own  hospital  until  they  attained  profi- 
ciency. The  local  physician  would  be  required  to 
furnish  nothing  more  than  an  interest  in  serving, 
a willingness  to  learn,  and  a few  hours  a week  at 
his  community  hospital  caring  for  patients  during 
surgical  procedures. 

The  function  of  the  anesthesiologist  is  not  just 
to  “put  patients  to  sleep.”  The  primary  service 
provided  by  the  physician  anesthetist  is  his  accept- 
ance of  responsibility  for  the  safety  of  his  patient 
under  some  of  the  most  trying  conditions  faced 
by  any  doctor.  During  anesthesia,  a sick  patient 
with  pathology,  disturbed  physiology,  and  pro- 
tective refiexes  obtunded  with  drugs  is  subjected 
to  trauma  and  stress.  Certainly  under  these  cir- 
cumstances the  patient  needs  a competent  physi- 
cian to  be  responsible  for  his  care. 

Like  the  general  practitioner,  the  anesthesiolo- 
gist cares  for  patients  of  all  ages,  with  all  types 
of  disease  in  all  parts  of  the  body,  and  under  all 
types  of  treatment.  However,  for  purpose  of  this 


discussion,  examples  of  general  medical  care  by  I 
the  anesthesiologists  will  be  discussed  under  only 
three  of  the  specialties  of  internal  medicine — 
pediatrics,  cardiology,  and  endocrinology. 

Pediatrics  ^ 

The  anesthesiologist,  as  well  as  the  pediatrician 
and  general  practitioner,  knows  that  the  infant 
and  child  are  not  miniature  adults.  Their  psychic 
and  physical  make-up  is  different  from  the  adult, 
and  these  differences  must  be  taken  into  account 
for  successful  care  during  anesthesia  and  oper- 
ation. The  child  is  infiuenced  more  by  emotions 
than  by  facts  or  reasoning.  During  his  preanes- 
thetic visit,  the  anesthetist  attempts  to  approach 
his  young  patient  in  an  unhurried  manner  and  to 
talk  to  him  in  terms  that  he  understands,  in  quiet 
but  firm  tone.  While  the  adult  patient  may  appre- 
ciate a bit  of  humor  during  his  examination,  the 
child  is  impressed  by  straightforward  truthfulness.  i 
Preanesthetic  medication  must  be  chosen  with 
care.  Children  are  very  susceptible  to  respiratory 
depressing  drugs,  so  narcotics  and  barbiturates  : 

should  be  administered  in  small  doses  compatible  ! 

with  body  weight  and  vigor  of  child.  For  short  ^ 

operations  which  are  not  expected  to  be  followed 
by  a painful  postoperative  course,  large  doses  of 
long-acting  drugs  are  not  indicated  since  children  • 
do  not  tolerate  prolonged  depression  and,  in  spite 
of  postoperative  discomfort,  will  remain  active 
if  not  too  heavily  sedated. 

During  his  preanesthetic  examination,  the  anes- 
thesiologist is  looking  for  congenital  defects  that 
may  be  incidental  to  the  pathology  for  which 
operation  is  to  be  performed.  He  is  particularly  i 

interested  in  abnormalities  of  the  upper  airway,  i 

thorax  and  abdomen  which  may  be  the  source  of  I 

difficulty  in  maintaining  adequate  respiration  dur- 
ing the  time  the  child  is  under  the  debilitating  i 
effects  of  depressing  drugs.  He  also  must  search 
for  early  evidences  of  infectious  diseases  which 
may  have  appeared  since  the  child  was  last  exam- 
ined by  his  family  physician.  An  infection,  such 
as  measles,  can  seriously  complicate  the  postoper- 
ative course  of  a surgical  procedure. 

Temperature  regulating  reflexes  of  young  chil- 
dren are  poorly  developed,  and  during  long  oper- 
ations their  body  temperature  tends  to  fluctuate. 

In  hot  operating  rooms  under  hot  lights,  temper- 
ature of  small  toxic  patients  under  several  layers 
of  drapes  tends  to  rise,  and  temperature  may 
reach  levels  where  the  patient  will  convulse  even 
under  general  anesthesia.  At  one  time  these  were 
called  ether  convulsions  because  ether  was  the 
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only  suitable  anesthetic  agent  for  young  children 
— now  the  cause  is  known  to  be  hyperthermia.  In 
modem  air-conditioned  operating  rooms,  the  ther- 
mostat most  frequently  is  set  at  65  to  70°  F.  for 
the  comfort  of  surgeons  and  nurses.  Under  these 
conditions  the  body  temperature  of  the  exposed 
young  patient  is  likely  to  decrease,  and  resulting 
marked  hypothermia  may  lead  to  excessive  depths 
of  anesthesia,  cardiac  arrhythmias  and  unsuspected 
respiratory  depression  during  both  operative  and 
postoperative  periods.  The  conscientious  anes- 
thetist attempts  to  monitor  and  control  the  body 
temperature  of  his  young  patient  just  as  carefully 
as  he  does  respiration  and  blood  pressure,  not 
only  during  the  time  of  anesthesia  but  also  in  the 
postanesthetic  period. 

One  of  the  most  difficult  problems  for  the 
anesthesiologist  is  fluid  balance  of  the  small  pa- 
tient. In  spite  of  the  great  dangers  from  regurgi- 
tation of  gastric  contents,  oral  fluid  intake  fre- 
quently is  allowed  up  until  three  or  four  hours 
before  induction  in  an  effort  to  prevent  dehydra- 
tion which  occurs  rapidly  in  these  patients  with 
high  metabolic  rates.  Fortunately  these  children 
are  rarely  subject  to  the  preanesthetic  apprehen- 
sion which  can  delay  gastric  emptying  in  the  adult 
under  similar  conditions.  Overhydration  can  be 
more  serious  than  dehydration.  As  a general  rule 
no  more  than  15  ml.  per  pound  of  body  weight 
is  given  of  glucose  or  electrolyte  solution  during 
anesthesia  of  three  or  four  hours  duration.  This 
represents  about  half  of  the  fluid  requirements  for 
twenty-four  hours.  No  bottle  containing  more 
than  this  amount  should  be  attached  to  an  intra- 
venous needle,  and  preferably  intravenous  sets 
which  allow  only  100  ml.  to  be  attached  should 
be  used  in  order  to  prevent  inadvertent  adminis- 
tration of  too  much  fluid. 

Accurate  measurement  of  blood-loss  during 
operations  on  small  children  is  sometimes  neglect- 
ed because  the  amount  of  bleeding  may  seem 
small  in  comparison  with  blood-loss  of  adult  pa- 
tients. Collection  of  aspirated  blood  in  traps  and 
weighing  of  used  sponges  gives  an  objective  esti- 
mation which  is  especially  important  if  blood-loss 
has  been  excessive.  The  important  factor  is  rela- 
tion of  volume  of  hemorrhage  to  total  blood  vol- 
ume, grossly  10  per  cent  of  the  patient’s  body 
weight.  Estimated  blood-loss  must  be  correlated 
with  clinical  signs  of  pale  skin  and  mucous  mem- 
branes, constricted  peripheral  veins,  low  blood 
pressure,  pale  lungs  and  inadequately-filled  heart. 
Usually  blood  transfusion  should  be  given  before 


10  per  cent  of  estimated  blood  volume  has  been 
lost,  but  safety  is  promoted  in  the  previously  nor- 
movolemic patient  by  slight  under-replacement 
of  the  amount  of  blood  lost  rather  than  risk  excess 
replacement. 

These  are  a few  examples  of  the  knowledge 
of  problems  peculiar  to  children  that  the  anes- 
thesiologist must  have.  The  difficulty  in  attaining 
such  an  understanding  is  evidenced  by  the  trend 
for  some  anesthesiologists  to  restrict  their  prac- 
tice to  the  care  of  children. 

Cardiology 

The  circulatory  system  has  always  held  inter- 
est for  the  anesthesiologist  but  the  increasing  use 
of  cardiac  surgery  forced  him  to  become  even 
more  familiar  with  detailed  problems  of  the  car- 
diologist. Before  cardiac  surgery  was  introduced, 
most  patients  with  severe  heart  disease  were  con- 
sidered too  poor  risks  for  major  elective  opera- 
tions and  prolonged  anesthesia.  With  the  advent 
of  cardiac  surgery,  the  anesthesiologist  acquired 
experience  in  care  of  patients  with  heart  disease 
and  began  to  study  cardiac  pathology  and  physi- 
ology more  diligently.  The  data  from  preoperative 
study  of  the  patient  in  the  cardio-puhnonary  lab- 
oratory has  to  be  understood  and  applied  to  the 
clinical  care  of  the  patient  during  anesthesia.  It 
was  learned  early  that  low  fixed  preanesthetic  car- 
diac output  indicates  that  aortic  blood  pressure 
and  coronary  blood  flow  may  decrease  signifi- 
cantly with  the  use  of  anesthetic  agents  which  de- 
press myocardial  contractility  and  cause  periph- 
eral vasodilation. 

When  cardiac  surgery  was  being  developed,  the 
cardiologist  seemed  to  be  the  specialist  most  capa- 
ble of  solving  the  problems  during  operation  so 
he  was  invited  to  come  to  the  operating  room  and 
take  responsibility  for  the  care  of  these  patients. 
This  arrangement  did  not  prove  practical  for  dif- 
ferent reasons,  but  basically  the  cardiologist  was 
not  experienced  in  routines  and  philosophies  of 
the  operating  suite.  The  anesthesiologist  then  be- 
came partly  a cardiologist  by  default.  If  the  cardi- 
ologist could  not  practically  be  trained  as  an  anes- 
thesiologist, then  the  anesthesiologist  must  be 
trained  as  part-time  cardiologist.  As  a group,  an- 
esthesiologists are  just  beginning  to  assume  this 
new  role  and  stiU  have  much  to  learn. 

One  of  the  greatest  problems  is  correct  evalua- 
tion of  the  functioning  ability  of  the  heart  from 
minute  to  minute  and  evaluation  of  the  effects  of 
adverse  conditions  associated  with  anesthesia  and 
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operation.  Monitoring  methods  more  exact  than 
indirect  blood  pressure  measurements  and  palpa- 
tion of  pulse  are  necessary,  and  correct  and  objec- 
tive measures  of  efficiency  of  circulation  during 
anesthesia  are  under  study.  To  constantly  eval- 
uate efficiency  of  his  patient’s  circulation,  the 
anesthesiologist  has  begun  to  try  new  methods  and 
machines.  The  electrocardiograph  was  borrowed 
from  the  cardiologist  even  though  it  had  not 
proved  adaptable  for  the  cardiologist’s  classical 
use  in  the  operating  room.  The  cardiologist  used 
the  electrocardiograph  to  compare  the  tracing  of 
the  patient  being  studied  to  that  of  other  patients. 
This  required  controlled  conditions  of  standard 
positions  of  the  patient  and  placement  of  elec- 
trodes which  are  not  possible  during  some  surgi- 
cal operations.  The  anesthesiologist  by  trial  and 
error  found  the  electrocardiograph  useful  in  the 
operating  room  for  a different  purpose — compari- 
son of  the  tracings  from  the  same  patient  at  dif- 
ferent times,  each  patient  used  as  his  own  con- 
trol. Interpretation  by  the  anesthesiologist  of  elec- 
trocardiographic tracings  is  still  crude  and  in- 
exact, but  at  least  he  is  on  his  way  toward  be- 
coming a diagnostician. 

Another  useful  piece  of  monitoring  equipment 
was  discovered  by  chance.  While  using  the  elec- 
troencephalograph to  monitor  depth  of  anesthesia 
it  was  found  that  this  tracing  frequently  decreased 
in  amplitude  before  other  signs  of  circulatory  in- 
sufficiency were  noticed.  The  electroencephalo- 
graph then  became  useful  for  grossly  monitoring 
cerebral  blood  flow.  It  is  hoped  that  this  marks 
the  beginning  of  technics  for  measurement  of 
regional  blood  flow  during  anesthesia.  Basically 
the  safety  of  the  patient  depends  on  the  mainte- 
nance of  an  adequate  flow  of  properly  aerated 
blood  to  the  tissues.  Blood  flow  is  difficult  to 
measure  directly  so  it  must  be  estimated  indirectly 
from  measurements  of  blood  pressure  even  though 
it  is  realized  that  blood  flow  is  not  always  propor- 
tional to  the  pressure. 

Occasionally,  arterial  hypotension  is  induced 
intentionally  during  operation  to  give  the  surgeon 
a more  accurate  view  of  the  tissues  and  to  reduce 
the  hazards  of  blood  transfusion.  When  these  ad- 
vantages are  greater  than  the  risks,  induced  hypo- 
tension is  permissible.  It  is  difficult  to  accurately 
assess  the  risks  of  hypotension  and  to  predict  the 
level  of  hypotension  in  each  individual  patient  at 
which  flow  to  vital  tissues  becomes  inadequate. 
Enderby^  has  reported  almost  10,000  operations 
performed  under  hypotensive  anesthesia  with  min- 


imal complications,  although  not  all  reports  have 
been  equally  favorable. 

Interest  of  the  anesthesiologist  in  circulation 
has  not  all  been  in  physiology.  He  is  concerned 
with  pharmacological  effects  of  drugs  which  allow 
him  to  control  circulation.  As  more  vasopressor 
drugs  have  been  available  the  discrimination  of 
the  difference  of  their  actions  has  become  more 
complex.  Some,  like  epinephrine,  cause  increase 
in  contractile  power  of  the  myocardium  but  an 
overall  vasodilating  effect  on  peripheral  vessels. 
Others,  like  methoxamine,  increase  peripheral 
vascular  resistance  but  may  have  an  inhibiting 
effect  on  myocardium.  Most  vasopressors  have  a 
mixed  type  of  action  with  tendency  for  either  the 
cardiac  effect  or  peripheral  effect  to  predominate. 

Opinions  about  digitalis  vary  as  widely  among 
anesthesiologists  as  among  internists.  Some  find 
frequent  indications  for  its  use — others  rarely  do. 
All  frequently  need  to  decide  whether  the  patient 
would  benefit  from  rapid  digitalization  during 
anesthesia.  If  digitalis  is  to  be  given,  questions 
arise  as  to  what  preparation  to  use,  by  what  route, 
in  what  doses  and  what  complications  may  be 
present  that  would  alter  the  expected  response. 
Consideration  must  be  given  to  hypercalcemia 
such  as  might  be  produced  by  administration  of 
calcium  during  cardiac  arrest  or  during  massive 
blood  transfusion,  to  hypopotassemia,  to  diuresis 
resulting  from  administration  of  diuretics  such  as 
urea  or  manitol,  or  to  hypothermia,  to  mention 
only  a few. 

The  cardiologist  deals  with  problems  involving 
efficiency  of  the  circulatory  system  in  delivering 
gases  and  metabolites  to  and  from  tissues  in  pa- 
tients with  heart  disease.  The  anesthesiologist 
deals  with  the  same  problems  but  frequently  un- 
der more  adverse  circumstances. 

Endocrinology 

The  anesthesiologist  is  concerned  at  times  with 
both  diagnosis  and  treatment  of  endocrine  dis- 
orders. These  disorders  occasionally  are  unrec- 
ognized before  anesthesia  and  diagnostic  signs 
first  may  appear  during  stress  of  anesthesia  and 
operation.  However,  for  the  most  part,  they  are 
chronic,  long-treated  diseases,  and  the  endocrine 
care  during  anesthesia  and  postanesthetic  period 
must  be  coordinated  with  treatment  instituted  by 
the  internist  during  the  pre-  and  postoperative 
periods.  For  best  results,  close  cooperation  be- 
tween the  anesthesiologist  and  internist,  and  an 
understanding  of  the  problems  of  each,  are  neces- 
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sary.  Treatment  of  diabetes,  pheochromocytoma 
and  myasthenia  gravis  will  serve  as  illustrations. 

Diabetes  mellitus:  Glucose  metabolism  is  altered 
by  most  anesthetic  agents  and  by  physical  and 
psychic  trauma  of  major  operation.  The  objective 
of  both  internist  and  anesthesiologist  is  to  prepare 
the  patient  with  diabetes  mellitus  for  these  changes. 
A mild  or  moderate  diabetic  patient  under  good 
control  can  be  regarded  as  an  almost  normal  risk 
for  most  major  surgery.  On  the  other  hand,  the 
uncontrolled  severe  diabetic  with  metabolic  acido- 
sis represents  a high  risk  for  even  minor  surgical 
procedures.  Some  internists  feel  that  the  controlled 
diabetic  patient  may  be  handled  as  a nondiabetic 
during  anesthesia  if  this  is  followed  by  prompt 
evaluation  and  correction  of  any  abnormal  meta- 
bolic state  during  the  immediate  postoperative 
period.  Others  prefer  to  have  even  the  mildest 
diabetic  patients  receive  insulin  and  glucose  pre- 
ceding and  during  anesthesia.  The  two  greatest 
worries  of  the  anesthesiologist  are  hypoglycemia 
in  the  over-controlled  diabetic  patient  from  too 
much  insulin  and  metabolic  acidosis  in  the  uncon- 
trolled patient.  During  the  emergency  operation, 
before  which  time  was  not  available  for  complete 
correction  of  metabolic  acidosis,  the  anesthesiolo- 
gist must  be  certain  that  fluid,  electrolyte,  insulin, 
and  acid-base  defects  are  corrected  as  adequately 
as  possible.  This  can  be  done  accurately  only  with 
serial  determinations  of  blood  glucose,  sodium, 
potassium,  chloride,  acetone,  carbon  dioxide  and 
pH,  all  of  which  can  be  done  rapidly  with  modern 
laboratory  methods.  Neither  drugs  nor  position 
of  patient  should  be  allowed  to  interfere  with  ad- 
equate respiration  and  thus  permit  respiratory 
acidosis  to  be  added  to  already  existing  metaboUc 
acidosis.  A method  of  anesthesia  which  allows 
production  of  mild  respiratory  alkalosis  to  com- 
pensate partly  for  metabolic  acidosis  may  be  ad- 
vantageous. 

Pheochromocytoma:  Formerly,  when  pheo- 
chromocytoma was  an  infrequently  diagnosed  le- 
sion, it  was  occasionally  first  suspected  by  the 
anesthesiologist  during  sympathectomy  for  arterial 
hypertension.  Whereas  blood  pressure  of  a patient 
with  idiopathic  hypertension  was  likely  to  decrease 
after  premedication  and  induction  of  general  anes- 
thesia, an  acute  episode  of  extreme  tachycardia 
and  elevation  of  blood  pressure  occasionally  oc- 
curred during  induction  of  anesthesia  in  the  pa- 
tient with  pheochromocytoma. 

During  removal  of  a pheochromocytoma,  the 
first  problem  of  the  anesthesiologist  is  to  protect 


the  patient’s  circulatory  system  from  the  large 
amounts  of  epinephrine  and  norepinephrine  which 
are  often  released  from  the  tumor  during  induc- 
tion of  anesthesia,  positioning  of  patient,  and 
manipulation  of  the  tumor  during  removal.  Con- 
trol of  elevated  pressure  is  achieved  by  adminis- 
tration of  an  adrenergic  blocking  drug  such  as 
phentolamine  (Regitine)  in  doses  just  sufficient 
to  counteract  effects  of  the  vasopressor  hormones. 
Overdosage  is  avoided  because  after  the  tumor  is 
removed  the  patient’s  blood  pressure  may  fall 
precipitously,  and  the  anesthesiologist’s  second 
problem  of  maintaining  blood  pressure  may  be 
more  difficult.  A controlled  intravenous  drip  of 
norepinephrine  frequently  is  used  for  this  pur- 
pose and  it  may  have  to  be  continued  for  several 
days.  Extravasation  of  the  solution  must  be  avoid- 
ed to  prevent  slough  of  tissue  at  site  of  extravasa- 
tion. Hypotension  following  removal  of  pheochro- 
mocytoma has  been  ascribed  to  insensitivity  of 
blood  vessels  to  a normal  amount  of  vasopressor 
after  having  been  exposed  to  large  amounts  of 
vasopressor  from  the  tumor  for  prolonged  peri- 
ods. Another  theory  was  that  the  excessive  vaso- 
pressor secretion  of  the  tumor  caused  atrophy  or 
inactivity  of  the  remaining  adrenal  medulla  which 
took  several  days  for  reactivation.  More  recently 
it  has  been  shown  that  prolonged  arterial  hyper- 
tension causes  decrease  in  blood  volume  and  that 
these  patients  with  pheochromocytoma  are  hypo- 
volemic. A recommended  procedure  is  control 
of  the  hypertension  with  dibenamine  or  phentola- 
mine preoperatively  long  enough  to  allow  the 
blood  volume  to  be  brought  to  normal.  Whether 
this  is  done  or  not,  moderate  hemorrhage  may  be 
expected  during  excision  of  pheochromocytomas 
and  preparation  should  be  made  for  adequate 
blood  replacement. 

Myasthenia  gravis:  This  is  a relatively  rare  dis- 
ease but  presents  many  medical  problems  for  the 
anesthesiologist.  Patients  with  this  supposedly  en- 
docrine disease  may  require  the  usual  surgical 
operations  for  concomitant  disorders  and  in  addi- 
tion thymectomy  is  sometimes  performed  as  spe- 
cific therapy  for  myasthenia.  Problems  during  an- 
esthesia usually  are  not  serious.  The  majority  of 
deaths  are  due  to  respiratory  complications  dur- 
ing the  postoperative  period,  and  the  services  of 
an  anesthesiologist  in  preventing  and  alleviating 
these  postoperative  complications  are  an  adjunct 
to  care  by  the  internist  and  surgeon.  The  role  of 
the  anesthesiologist  in  the  care  of  these  patients 
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has  recently  been  reviewed  by  Foldes  and  Mc- 
Nall.2 

Elective  operations  on  patients  with  myasthenia 
should  be  scheduled  when  the  patient  is  in  a re- 
mission phase  and  is  free  from  infection.  He 
should  enter  the  hospital  several  days  before  oper- 
ation to  meet  and  gain  confidence  in  personnel 
who  are  to  be  responsible  for  his  care  and  to  have 
his  dose  of  anticholinesterase  drugs  regulated.  In 
general,  long-acting  drugs  should  be  discontinued 
and  the  patient  maintained  on  minimal  doses  of 
short-acting  anticholinesterase  drugs  such  as  neo- 
stigmine and  pyridostigmine  for  several  days  be- 
fore operation.  The  intramuscular  dose  is  about 
one-thirtieth  of  maintenance  oral  dose.  Absorp- 
tion is  more  predictable  after  intramuscular  ad- 
ministration, and  usually  the  patient  is  not  able  to 
take  oral  medication  for  several  days  after  opera- 
tion. 

Choice  of  anesthetic  agent  is  no  great  problem 
since  even  diethyl  ether,  which  is  known  to  have 
some  myoneural  blocking  effect,  is  safe  in  the  low 
concentrations  usually  sufficient  for  the  myasthenic 
patient.  Seldom  are  curare-like  drugs  needed,  but 
their  use  is  not  definitely  contraindicated  when  ad- 
ministered cautiously  in  small  dosages.  Myasthenic 
patients  are  very  sensitive  to  non-depolarizing  re- 
laxant drugs  like  tubocurare  and  the  first  intra- 
venous dose  should  not  be  over  0.5  to  1 mgm. 
However,  it  is  more  logical  to  use  a drug  to  which 
the  patient  is  responsive  than  to  use  a depolarizer 
type  relaxant  like  succinyl-choline  whose  action 
at  the  diseased  myoneural  junction  is  either  in- 
hibited or  unpredictable. 

The  greatest  problem  in  care  of  these  patients 
is  maintenance  of  adequate  respiration  during  the 
postoperative  period.  Reliance  should  be  placed 
on  use  of  tracheotomy  and  artificial  respiration 
rather  than  on  large  doses  of  anticholinesterase 
drugs.  Prolonged  or  repeated  administration  of 
large  doses  of  anticholinesterase  drugs  can  in- 
crease rather  than  reduce  the  neuromuscular 
block  present  in  myasthenia.  In  fact,  when  a res- 
pirator is  being  used,  it  is  sometimes  advisable  to 


discontinue  all  anticholinesterase  medication  and 
allow  the  myoneural  end-plates  to  regain  their 
sensitivity.  When  the  respirator  is  no  longer  need- 
ed, then  the  preoperative  response  to  medication 
may  be  expected.  Since  potassium  is  involved  in 
myoneural  metabolism,  40  to  60  mEq.  should  be 
given  intravenously  daily  as  long  as  the  patient 
cannot  take  adequate  diet.  Antibiotics  such  as 
neomycin  and  streptomycin  which  have  myoneural 
blocking  effect  should  not  be  administered  by 
parenteral  route. 

Myasthenic-like  syndromes  may  occur  in  new- 
born infants  of  mothers  with  myasthenia  and  also 
in  patients  with  small-cell  bronchogenic  carci- 
noma. The  treatment  of  these  syndromes  is  the 
same  as  for  myasthenia  gravis  but  the  latter  may 
not  be  diagnosed  in  the  preanesthetic  period. 

These  brief  examples  from  only  three  specialties 
of  internal  medicine  are  intended  to  illustrate  the 
scope  of  interest  of  the  anesthesiologist.  Even 
though  he  is  wholly  responsible  for  the  patient’s 
care  for  a relative  short  period  of  time,  his  interest 
and  understanding  must  extend  widely  into  pre- 
and  postanesthetic  periods.  In  these  areas  his 
service  is  more  related  to  that  of  the  internist  than  i 
of  the  surgeon.  The  anesthesiologist  has  been  con- 
sidered the  extended  arm  of  the  internist. 

Summary 

Although  joined  with  surgery  through  tradition 
and  hospital  organization,  anesthesiology  is  more 
closely  related  to  general  or  internal  medicine.  The 
anesthesiologist  serves  as  the  internist  of  the  op- 
erating room,  and  his  services  are  concerned  with 
the  total  care  of  patients  of  all  ages  with  all  types 
of  disorders.  Examples  are  given  of  the  close  re- 
lationship of  anesthesiology  with  pediatrics,  car- 
diology, and  endocrinology.  • 
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Insight  Spoils  “Double  Blind”  Test 

A silly  sidelight,  but  a serious  one,  is  that  (FDA)  labeling  requirements  have  made 
some  research  on  patients  impossible.  The  placebo  which  is  used  instead  of  a drug  on 
patients,  to  make  sure  that  it’s  the  drug  and  not  the  patient’s  attitude  that  causes  changes 
in  his  condition,  now  must  be  labeled  in  such  a way  that  he  knows  when  he’s  getting  the 
medicine  and  when  he’s  getting  the  fake.  It  spoils  the  experiments. — Editorial  in  Journal 
of  the  South  Carolina  Medical  Association,  September  1963. 
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The  doctor’s  choice — to  lead  or  be  led* 


Wesley  W.  Hall,  MD,  Reno,  Nevada 


Last  year,  when  Dr.  George  M.  Fister,  then 
President  of  the  American  Medical  Association, 
addressed  your  annual  meeting  in  Seattle,  he 
brought  you  greetings  from  191,000  AMA  mem- 
bers. This  year,  I am  honored  to  be  here  as  a 
representative  of  the  Association,  and  I am 
pleased  to  bring  you  greetings  from  a membership 
which  now  totals  200,000. 

While  we  are  proud  that  AMA  membership 
is  at  an  all-time  high,  we  must  recognize  that 
mere  numbers  do  not  bring  the  sweet  smell  of 
success.  Also  essential,  more  than  ever  before, 
are  cooperation,  effort,  imagination  and  action — 
by  individual  physicians  and  by  state  and  county 
medical  societies.  These  are  essential  if  we  wish 
to  carry  out  constructive,  progressive  policies 
which  will  continue  to  advance  the  science  and  art 
of  medicine,  improve  the  nation’s  health,  protect 
the  public  welfare,  and  prevent  further  govern- 
ment encroachment  in  the  field  of  medical  care. 
In  short,  as  the  theme  of  this  year’s  conference 
indicates,  we  physicians  must  choose  whether  to 
“lead  or  be  led.”  Unless  we  make  the  first  choice 
— the  positive  choice  of  leadership — we  eventu- 
ally shall  find  ourselves  providing  medical  care 
under  a system  based  upon  political  and  financial 
standards  rather  than  medical  standards. 

The  strange  thing  is  that  physicians  and  med- 
ical care  plans  face  this  choice  under  rather  para- 
doxical circumstances.  We  are  under  various  forms 
of  pressure  and  attack  at  the  very  time  we  are 
making  more  over-all  progress,  both  scientific 
and  socio-economic,  than  ever  before.  For  exam- 
ple, one  curious  paradox — and  this  seems  to  be 
spreading  to  a dangerous  extent  through  some 
of  our  contemporary  social  philosophy — is  the 
idea  that  a man  should  spend  his  earnings  for  his 
pleasures  rather  than  his  needs.  According  to  this 

* Delivered  at  the  annual  meeting  of  the  Western  Conference 
of  Prepaid  Medical  Service  Plans,  San  Marcos  Hotel,  Chan- 
dler, Arizona,  November  7,  1963.  The  author  is  a member  of 
the  Board  of  Trustees,  American  Medical  Association.  He  is 
Editor  of  the  Nevada  section  of  this  Journal. 


peculiar  type  of  thinking,  it  is  perfectly  all  right 
for  him  to  buy  a television  set,  a Florida  vacation, 
a motor  boat  or  a mink  coat  for  his  wife,  because 
these  things  are  cardinal  rights.  However,  for 
something  that  is  vitally  necessary  to  him  and  his 
family — such  as  life,  health  and  good  medical 
care — someone  else  should  pay,  either  in  full  or 
in  part.  This  should  be  his  union,  his  employer, 
his  government  or  anyone  else  who  can  be  cajoled 
or  coerced  into  paying.  If  no  one  else  will  pay 
for  it,  the  doctor  should  serve  him  for  nothing. 
As  one  physician  has  summed  it  up,  this  kind 
of  thinking  may  be  acceptable  for  the  child  of 
an  indulgent  family,  but  not  for  free  people  in 
a free  society  based  upon  enterprise  and  self- 
reliance. 

Strangely  enough,  this  type  of  social  and  eco- 
nomic philosophy  has  been  spreading  at  a time 
when  our  nation  is  more  prosperous  than  ever 
before,  and  when  national  and  personal  incomes 
continue  to  rise.  And,  as  you  know,  the  favorite, 
most  frequent,  and  never-ending  target  is  the  cost 
of  health  care. 

Strangely,  also,  the  ceaseless  hue  and  cry  over 
medical  costs  comes  at  the  very  time  when  health 
and  health  care  are  actually  a better  bargain  for 
more  people  than  ever  before.  This  fact  was  well 
stated  in  the  June  15  issue  of  the  Saturday  Eve- 
ning Post  in  an  article  by  Even  Hill,  who  wrote; 
“Never  before  in  the  history  of  the  nation  has 
the  patient  been  given  such  good  care  by  such 
carefully  selected,  highly  trained  and  stringently 
regulated  physicians.  Never  before  have  Amer- 
icans lived  so  long,  enjoyed  such  good  health  and 
been  so  free  of  crippling  diseases.  The  wonders 
of  American  medicine  are  the  everyday  tools  of 
the  MD,  and  he  is  using  them  with  astounding 
success.  Never  before  has  the  patient  paid  so 
httle — per  unit  of  health — and  gotten  so  much 
from  his  physician.” 

The  economic  facts  about  the  costs  of  health 
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care  over  the  entire  inflationary  period  beginning 
around  1939-40  demonstrate  that  the  American 
people  have  fared  quite  well  in  this  area.  How- 
ever, the  statistics  alone  tell  only  part  of  the  story. 
Meanwhile,  the  quality  and  efficiency  of  health 
care  services  have  increased  tremendously,  and 
they  continue  to  do  so  at  an  ever-faster  pace. 
The  doctor  of  1963  provides  a much  more  effec- 
tive service  than  the  doctor  of  1933,  1943,  1953 
or  even  1962.  He  helps  to  save  more  lives,  to 
lengthen  more  lives,  and  to  prevent  or  limit  more 
diseases.  His  contributions  in  the  professional  area 
save  more  of  the  patient’s  working  time  and  take 
a smaller  proportion  of  his  health  dollar.  In  a 
generation  the  quality  of  all  phases  of  health  care 
has  shown  great  advances,  and  public  awareness 
has  led  to  increased  use  of  preventive  and  diag- 
nostic services.  Fortunately,  in  this  country  the 
growing  demand  has  called  forth  an  increasing 
supply.  It  is  to  the  credit  of  the  American  people 
that  they  have  chosen  to  spend  an  increasing 
amount  of  their  rising  income  on  health  care  and 
that  so  far  they  have  retained  their  freedom  to 
make  such  a choice. 

However,  despite  the  favorable  picture  of 
health  care  costs,  when  we  consider  them  in  terms 
of  quality  received  for  dollars  spent,  we  still  face 
certain  basic  problems.  These  problems  persist — 
and  this  is  another  part  of  the  whole  paradox — 
even  though  voluntary  health  insurance  and  pre- 
payment plans  have  had  a remarkable  growth 
and  development  during  the  past  10-15  years. 
Although  the  number  of  persons  covered  by  vol- 
untary plans,  and  the  amount  of  their  coverage, 
have  increased  greatly,  there  still  are  some  who 
need  health  insurance  but  who  may  be  unable 
or  unwilling  to  purchase  it.  We  must  continue 
to  make  voluntary  protection  increasingly  more 
available  to  those  who  need  it  the  most  because 
they  cannot  pay  for  health  care  costs  out  of  their 
current  income  and  resources.  If  we  fail  to  main- 
tain the  willingness  to  experiment  in  development 
of  these  programs,  there  will  be  continual  political 
pressure  to  increase  government  encroachment  in 
the  health  insurance  field. 

Obviously,  one  of  the  things  we  have  to  do 
is  to  try  to  stabilize  and,  wherever  possible,  to 
reduce  the  costs  of  health  care  in  order  to  enable 
people  to  obtain  voluntary  health  insurance  at 
reasonable  rates.  Nevertheless,  in  spite  of  all  the 
efforts  which  we  must  make,  and  are  making, 
to  develop  voluntary  controls  over  those  costs, 
we  also  must  face  the  economic  reality  that  they 


may  continue  to  rise.  Furthermore,  in  spite  of 
continued  improvements  in  our  economy  and  in- 
creases in  personal  wealth,  significant  numbers 
of  persons  will  not  have  monies  available  at  the 
time  of  illness  to  pay  for  health  care  costs.  With- 
out voluntary  health  insurance  they  may  look  to  ^ 
the  government  for  help. 

It  may  seem  incongruous,  in  light  of  the  tre- 
mendous growth  in  the  number  of  persons  cov- 
ered by  voluntary  health  insurance,  to  be  so  much 
concerned  about  the  persons  who  stiU  do  not  have 
it.  However,  the  number  of  persons  who  already 
require  and  receive  government  help  to  pay  health 
care  costs  has  increased  to  10.1  per  cent  of  our 
population.  This  includes  public  assistance  recipi- 
ents (such  as  those  getting  general  assistance,  old 
age  assistance,  aid  to  dependent  children,  aid  to 
the  blind,  and  aid  to  the  totally  disabled),  inmates 
of  institutions,  members  of  the  armed  forces  and 
their  dependents,  and  veterans  with  service-con- 
nected disabilities.  In  1945  this  group  amounted 
to  only  7.6  per  cent  of  the  population.  If  we  ex-  ; 
elude  the  armed  forces,  the  figures  are  more  dra-  ; 
matic.  In  1945,  the  government  took  care  of  the  j 
health  care  costs  of  only  3.9  per  cent  of  the  ' 
population.  Today,  government  assistance  in- 
volves 8.9  per  cent  of  our  population.  Regardless 
of  the  tremendous  increase  in  number  of  persons 
covered  by  voluntary  health  insurance,  the  gov- 
ernment is  involved  in  providing  for  the  health 
care  costs  for  5 per  cent  more  of  our  population 
than  it  was  in  1945.  This  figure  is  still  increasing 
and  it  requires  close  attention. 

As  you  know,  there  are  political  pressures  from 
coast  to  coast  and  from  north  to  south  to  increase 
that  per  cent  at  a much  faster  rate — starting  with 
all  people  over  age  65  and  eventually  including 
the  full  100  per  cent  of  our  population.  These  , 
pressures  and  developments,  coming  during  a 
period  of  prosperity  and  progress,  obviously  can- 
not be  based  upon  any  serious  crisis  or  breakdown 
in  our  American  system  of  medical  care.  They 
are  not  occasioned  by  any  gaps  or  deficiencies 
which  cannot  be  corrected  under  our  present 
voluntary  methods  of  financing  the  costs  of 
health  care.  It  seems  apparent  that  these  con- 
stant pressures  for  expanding  government  activity  : 
in  the  field  of  health  care  are  motivated  largely 
by  ideology  and  philosophy.  They  are  based  upon 
the  delusion  that  government  programs,  govern- 
ment controls  and  government  funds  provide  some  | 
magic  answer  to  all  problems,  large  or  small. 

Therefore,  it  is  vitally  necessary  that  we  physi- 
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dans  make  the  positive  choice  of  leadership.  We 
must  do  this  not  only  to  defeat  an  undesirable 
bill  in  the  U.  S.  Congress  but  also  for  the  con- 
structive purpose  of  helping  all  Americans — of  all 
ages  and  all  segments  of  society — to  protect  them- 
selves against  medical  costs  through  voluntary 
prepayment  plans.  To  help  physicians  and  medical 
societies  exert  positive  leadership,  the  American 
Medical  Association  for  25  years  has  been  striving 
for  full  growth  and  development  of  the  voluntary 
prepayment  idea.  I do  not  intend  to  dwell  upon 
ancient  history,  but  I do  want  to  mention  a few 
comparatively  recent  actions  and  policies  which 
have  a bearing  on  the  work  that  lies  ahead. 

Since  1952  when  the  AMA  successfully  con- 
cluded its  campaign  against  the  Truman  Admin- 
istration’s plan  for  national  compulsory  health 
insurance,  the  over-all  expansion  of  voluntary 
health  insurance  has  continued  at  a steady  pace 
to  the  present  protection  of  more  than  141  mil- 
lion persons.  Included  in  this  success  story  has 
been  the  development  of  major  medical  expense 
insurance,  which  now  protects  more  than  38  mil- 
lion people,  and  the  acceleration  during  the  past 
five  years  of  special  coverage  for  the  aged. 

In  1958,  the  AMA  House  of  Delegates  urged 
all  physicians  to  adjust  their  fees  in  order  to  ex- 
pedite the  development  of  effective  insurance 
and  prepayment  plans  for  persons  over  65  with 
modest  resources  or  low  family  income.  This  pol- 
icy has  accelerated  progress  in  this  area.  In  1959, 
the  House  adopted,  with  certain  modifications, 
some  forty  recommendations  of  the  AMA  Com- 
mission on  Medical  Care  Plans,  which  had  made 
an  exhaustive,  three-year  study  of  all  types  of 
programs.  Later  that  same  year,  the  Association 
clarified  and  strengthened  its  position  on  free 
choice  of  physician.  In  1960,  the  AMA  held  its 
first  National  Congress  of  Prepaid  Health  Insur- 
ance, and  in  February  this  year  held  the  third 
such  conference  to  provide  an  exchange  of  facts 
and  ideas  on  prepayment.  Also  in  1960,  the  AMA 
assumed  leadership  in  organizing  the  Joint  Com- 
mission for  the  Promotion  of  Voluntary  Non- 
Profit  Prepayment  Health  Plans,  along  with  the 
American  Hospital  Association,  the  Blue  Cross 
Association,  and  the  National  Association  of  Blue 
Shield  Plans.  In  1961,  the  Association  adopted 
a new  set  of  guides  to  physician  relationships  with 
medical  care  plans.  In  the  same  year,  the  AMA 
approved  of  experimentation  with  prepayment 
plans  under  public  assistance  programs  and,  in 
June,  1962,  adopted  six  basic  principles  which 


we  believe  should  underlie  any  such  experimenta- 
tion. And  last  November,  in  Los  Angeles  at  the 
AMA  Clinical  Meeting,  our  House  of  Delegates 
urged  state  and  county  medical  societies  to  pro- 
mote the  aggressive,  consistent  development  of 
Blue  Shield  senior  citizens’  programs. 

I have  mentioned  just  a few  highlights  and  ex- 
amples of  AMA  activities  in  recent  years.  They 
represent  only  a fraction  of  our  continuing,  ex- 
panding effort.  I mention  them  mainly  because 
I think  that  all  of  us  in  the  medical  profession, 
and  especially  those  actively  connected  with  the 
administration  of  medical  care  plans,  must  ac- 
quaint ourselves  fully  with  information  related 
to  these  various  policies  and  events.  Of  particular 
value  would  be  an  effort  to  familiarize  ourselves 
with  the  recommendations  of  the  Commission  on 
Medical  Care  Plans,  the  guides  to  physician  rela- 
tionships with  medical  care  plans,  and  the  moun- 
tain of  ideas,  suggestions  and  viewpoints  avail- 
able in  the  proceedings  of  the  three  congresses  on 
voluntary  health  insurance  and  prepayment.  It 
also  might  be  helpful  for  all  of  us  to  take  another 
look  at  the  two  AMA  surveys  of  physicians’  atti- 
tudes toward  voluntary  health  insurance. 

I realize  that  I am  recommending  a large 
amount  of  reading  material,  and  I am  realistic 
enough  to  know  that  I cannot  expect  anything 
close  to  100  per  cent  compliance  with  my  sug- 
gestion, but  I am  trying  to  emphasize  an  impor- 
tant point.  So  often,  in  all  human  endeavor,  so 
many  good  ideas,  so  much  hard  work,  so  many 
pertinent  facts  get  lost  in  the  shuffle  of  time  and 
events.  The  very  people  who  actually  would  be 
most  able  to  make  effective  use  of  available  knowl- 
edge are  sometimes  the  ones  who  haven’t  had 
time  to  catch  up  with  it,  or  who  haven’t  had  it 
brought  to  their  attention.  Therefore,  on  the  basis 
of  policies  and  information  which  already  have 
been  developed  for  us,  I suggest  that  one  of  our 
major  and  immediate  purposes  should  be  to  ap- 
praise the  progress  we  have  made. 

Let’s  ask  ourselves  such  questions  as  these: 
“How  fully  and  vigorously  have  we  implemented 
the  policies  and  recommendations  adopted  in 
recent  years?”  “Have  we  made  the  most  effective 
possible  use  of  the  facts  and  guidance  already 
available  to  us?”  “Where  have  we  made  good 
progress,  and  where  do  we  need  greater  effort  and 
imagination?”  “Are  we  listening  carefully  enough 
to  suggestions  involving  new  approaches  and 
changing  emphasis  in  voluntary  health  insurance?” 
“What  does  the  majority  of  the  American  public 
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want  or  expect  in  voluntary  prepayment  plans?” 
“What  new  shapes  and  forms  should  we  strive 
for  in  the  future  growth  and  development  of  vol- 
untary plans?”  In  short,  we  have  to  determine 
how  to  meet  the  social  and  economic  objectives 
of  voluntary  health  insurance  in  such  a way  that 
the  vast  majority  of  the  American  people  will 
want  no  part  of  government  encroachment  in  this 
field.  And,  looking  ahead,  we  can  expect  to  find 
additional  help  and  guidance  from  the  findings  of 
the  AMA  Commission  on  the  Costs  of  Medical 
Care,  which  will  present  its  report  next  year. 

Meanwhile,  of  course,  there  are  certain  things 
we  can  do  more  effectively  than  we  have  done 
to  assure  that  every  dollar  of  private  funds,  as 
well  as  possible  public  funds  invested  in  a vol- 
untary health  insurance  system,  will  buy  the  full- 
est dollar  of  benefits  for  those  who  actually  need 
it  the  most.  We  must  continue  to  try  to  keep 
costs  down  and  to  eliminate  and  reduce  all  un- 
necessary costs.  We  must  learn  better  to  evaluate 
utilization  and  to  make  certain  that  we  are  ob- 
taining the  most  effective  utilization  of  all  our 
present  resources.  Doctors  and  hospitals  must 
learn  to  work  together  harmoniously  to  assure 
that  hospital  facilities  and  services  are  utilized 
most  efficiently.  Duplication  of  highly  specialized 
and  expensive  services  in  all  areas  must  be  kept 
to  a minimum.  We  must  encourage  the  use  of  pre- 
ventive services  to  minimize  the  use  of  other  ser- 
vices which  require  maximum  costs.  We  must  pro- 
vide more  incentives  for  people  with  low  incomes 
to  purchase  and  retain  voluntary  health  insurance. 
The  costs  of  health  insurance  are  budgetable  and 
are  less  burdensome  to  a family  than  the  impos- 
sible problem  faced  when  a family  of  low  income 
has  actual  need  for  health  care  and  incurs  sig- 
nificant health  care  costs.  There  must  be  a closer 
link  and  integration  between  home  care,  office 
care,  hospital  care,  and  nursing  home  care.  How- 
ever, in  spite  of  all  our  efforts,  the  costs  of  health 
care  probably  will  continue  to  rise,  and  it  is  most 
essential  that  we  have  effective  educational  pro- 
grams to  convince  the  public  that  improved  health 
care  is  worthwhile  and  that  it  is  worth  an  ap- 
parently higher  cost. 

Certainly  and  obviously,  we  have  a responsi- 
bihty  of  leadership  in  the  whole  field  of  voluntary 
health  insurance  and  prepayment — and  particu- 
larly with  respect  to  our  own  doctor-sponsored 
plans.  We  created  them,  we  support  them,  and 
we  must  now  work  harder  than  ever  for  their 
maximum  potential — not  only  in  size  but  also  in 


effectiveness.  However,  because  of  the  political 
pressures  and  ideological  trends  which  I touched 
upon  earlier,  I think  that  we  have  to  go  much 
farther.  I am  convinced  that  we  must  go  beyond 
the  realm  of  professional  affairs  and  help  to  pro- 
vide leadership  and  participation  throughout  the 
spectrum  of  public,  civic  and  pofitical  life.  I used 
to  hold  the  old-fashioned  concept  that  we,  as 
physicians,  should  be  quiet,  unassuming,  humble 
and  dedicated  members  of  the  community,  tend- 
ing strictly  to  our  professional  knitting.  However, 
that  philosophy  is  no  longer  possible.  We  no 
longer  live  and  practice  in  an  ivory  tower  of  med- 
icine. We,  hke  all  other  groups  in  modem  society, 
are  caught  up  in  the  cross  currents  of  conflicting 
social,  economic  and  political  viewpoints.  If  we 
speak  our  minds  only  on  medical  issues,  or  when 
our  profession  appears  to  be  threatened,  we  are 
vulnerable  to  the  charge  that  we  are  acting  only 
in  self-interest.  But  if  we  speak  up  on  all  impor- 
tant issues,  all  of  the  time,  and  if  we  provide 
leadership  in  solving  community  and  national 
problems,  then  people  will  listen  more  carefully 
to  us  when  a medical  issue  is  involved. 

On  this  whole  problem  of  fighting  against  infla- 
tion, increasing  governmental  authority,  and  the 
growing  threats  to  individual  freedom  in  this  coun- 
try, it  has  been  aptly  said  that  “if  minorities 
would  save  their  own  skins  and  their  own  souls, 
they  would  first  fight  for  the  rights  of  all  men; 
second,  for  the  rights  of  others  than  their  own; 
and  last,  if  at  all,  for  their  own.”  I think  that  is 
good  advice  for  aU  Americans,  including  physi- 
cians. We  have  to  choose  whether  to  lead  or  be 
led  in  the  field  of  voluntary  health  insurance  and 
in  all  other  aspects  of  our  national  and  commu- 
nity life.  I vote  for  leadership — active,  vigorous 
and  imaginative!  • 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


JLiOmotil  controls  the  basic  physiologic  dysfunction  in  diarrhea-exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B/  NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5,0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 
Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vi  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Abstract  of  Proceedings 
House  of  Delegates 
Montana  Medical  Association 

Seventeenth  Interim  Session 

April  3-4,  1964 

Helena 

A quorum  being  present,  the  first  session  of  the 
17th  Interim  Session  of  the  House  of  Delegates  of 
the  Montana  Medical  Association  was  called  to  order 
by  the  President,  William  E.  Harris,  MD,  at  10:30 
o’clock,  April  3. 

The  following  reports  were  regularly  introduced 
and  were  referred  by  President  Harris  to  the  refer- 
ence committee  indicated  for  study: 

Reference  Committee  on  Officers,  Meetings 
and  Administration 

Report  of  the  Delegate  to  the  American  Medical 
Association — S.  C.  Pratt,  MD. 

Report  of  the  Secretary-Treasurer — A.  L. 
Vadheim,  MD. 

Report  of  the  Executive  Committee — A.  L. 
Vadheim,  MD. 

Resolutions  introduced  by  the  Lewis  and  Clark 
Medical  Society. 

Reference  Committee  on  Legislation  and 
Public  Relations 

Report  of  the  Legislative  Committee — A.  M. 
Fulton,  MD,  Chairman. 

Report  of  the  Rural  Health  Committee — Merle  D. 
Fitz,  MD,  Chairman. 

Report  of  the  Legislative  Liaison  Representative 
to  the  AMA — John  A.  Layne,  MD. 

Reference  Committee  on  Legal  Affairs 
and  Professional  Relations 

Report  of  the  Committee  on  Hospital  Relations — 
R.  C.  Davidson,  MD,  Chairman,  1963. 

Report  of  the  Advisory  Committee  to  the  Industrial 
Accident  Board — John  A.  Evert,  MD,  Chairman. 

Reference  Committee  on  Resolutions 
and  New  Business 

Resolution  submitted  by  the  Western  Montana 
Medical  Society. 

Reference  Committee  on  Affiliated  Organizations 
Report  of  the  Chairman  for  Montana,  AMA  Ed- 


ucation and  Research  Foundation — C.  W.  Lawson, 
MD. 

Report  of  the  President,  Montana  Physicians’  Ser- 
vice— Robert  W.  Thometz,  MD. 

Reference  Committee  on  Health  and  Well-Being 

Report  of  the  Committee  on  Emergency  Medical 
Service — D.  W.  Babcock,  MD,  Chairman. 

Report  of  the  Tuberculosis  Committee — Harry  W. 
Power,  MD,  Chairman. 

Report  of  the  Committee  on  Highway  Safety — 
R.  E.  Walker,  MD,  Chairman. 

Report  of  the  Public  Health  Committee — M.  A. 
Gold,  MD,  Chairman. 


Second  Session 

A quorum  being  present,  the  second  session  of 
the  House  of  Delegates  of  the  Montana  Medical  As- 
sociation was  called  to  order  by  the  President, 
William  E.  Harris,  MD,  at  9:15  a.m.  on  April  4. 

Reference  Committee  on  Officers,  Meetings 
and  Administration 

The  report  of  the  Reference  Committee  on  Of- 
ficers, Meetings,  and  Administration  was  presented 
by  C.  H.  Swanson,  Jr.,  MD.  This  report,  which  was 
adopted  by  the  House  of  Delegates,  recommended 
that: 

1)  the  informational  reports  of  the  Delegate  to 
the  AMA  and  the  Secretary-Treasurer  be  received 
and  placed  on  file; 

2)  the  recommendations  of  the  Executive  Com- 
mittee to  convene  the  1965  annual  meeting  in  Great 
Falls  during  September,  and  to  again  sponsor  the 
Aesculapius  Award  for  the  most  outstanding  scien- 
tific exhibit  prepared  by  a Montana  physician,  be  ap- 
proved; 

3)  the  House  of  Delegates  adopt  no  official  po- 
sition at  this  time  upon  legislation  proposed  by  the 
Montana  Nurses’  Association  to  establish  methods 
for  collective  bargaining  by  nurses; 

4)  the  Woman’s  Auxiliary  to  this  Association  be 
authorized  to  seek  exemption  from  income  tax; 

5)  the  1965  interim  session  of  this  Association  be 
held  in  Lewistown  during  April; 

6)  hereafter,  a memorial  contribution  of  $25  will 
be  sent  to  the  AMA  Education  and  Research  Foun- 
dation upon  the  death  of  any  member  of  this  Asso- 
ciation; 

7)  the  resolution  introduced  by  the  Lewis  and 
Clark  Medical  Society  be  disapproved,  since  the 
reference  committee  is  of  the  opinion  that  action  by 
the  Executive  Committee  in  emergencies  should  not 
be  restricted; 

8 ) no  action  be  taken  at  this  time  upon  the  resolu- 
tion that  a specific  Kerr-Mills  program  be  presented 
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for  consideration  and  implementation  by  the  Legis- 
lative Assembly  of  Montana  during  1965,  as  pro- 
posed in  the  resolution  presented  by  the  Lewis  and 
Clark  Medical  Society; 

9)  the  Secretary  of  this  Association  be  instructed 
to  submit  the  names  of  J.  Allan  Miller,  MD,  Helena, 
and  Orville  J.  Andersen,  MD,  Helena,  to  the  Gov- 
ernor as  nominees  for  appointment  to  the  State 
Board  of  Health,  and  the  name  of  William  F. 
Cashmore,  MD,  Helena,  as  a nominee  for  appoint- 
ment to  the  State  Board  of  Medical  Examiners. 

Reference  Committee  on  Legal  Affairs  and 
Professional  Relations 

The  report  of  the  Reference  Committee  on  Legal 
Affairs  and  Professional  Relations  was  presented  by 
C.  H.  Swanson,  Jr.,  MD.  This  report,  which  was 
adopted  by  the  House  of  Delegates,  recommended 
that: 

1)  the  informational  reports  of  the  Committee  on 
Hospital  Relations  and  the  Advisory  Committee  to 
the  Industrial  Accident  Board  be  received  and  placed 
on  file,  and  that  the  chairmen  of  these  committees  be 
commended  for  their  activities. 

Reference  Committee  on  Legislation  and 
Public  Relations 


1)  the  Secretary  be  instructed  to  communicate  f 

with  the  Governor  to  suggest  that,  when  there  is  a ' j 

vacancy  among  the  nonprofessional  members  of  the  i t 

State  Board  of  Health,  he  consider  the  advisability  j 
of  appointing  a hospital  administrator  to  fill  this  ■ j 
vacancy;  [ i 

2)  this  Association  continue  liaison  with  the  Mon-  | I 
tana  Hospital  Association  to  complete  a survey  of  the  ! i 
costs  of  hospitalization  and  an  evaluation  of  the  pa-  ! 
tient’s  ability  to  meet  these  costs; 

3)  members  of  the  Montana  Medical  Association  j 

cooperate  with  the  Legislative  Committee  and  the  ; 

Montana  Hospital  Association  to  complete,  in  ad-  j 

dition,  a survey  of  the  payment  of  the  physicians’ 
fees  of  hospitalized  patients; 

4)  the  proposal  of  the  chairman  of  the  Rural 
Health  Committee  that  it  be  merged  with  the  Public 
Health  Committee  be  referred  for  further  considera- 
tion to  the  Ad  Hoc  Committee  on  By-Laws; 

5)  the  Legislative  Liaison  Representative  of  this 
Association  to  the  American  Medical  Association, 

John  A.  Layne,  MD,  be  commended  for  his  excellent 
and  thorough  efforts,  as  well  as  his  accomplishments. 

Reference  Committee  on  Resolutions  and 
New  Business 


The  report  of  the  Reference  Committee  on  Legis- 
lation and  Public  Relations  was  presented  by  George 
G.  Sale,  MD.  This  report,  which  was  adopted  by 
the  House  of  Delegates,  recommended  that: 


The  report  of  the  Reference  Committee  on  Resolu- 
tions and  New  Business  was  presented  by  George  G. 
Sale,  MD.  This  report,  which  was  adopted  by  the 
House  of  Delegates,  recommended  that: 


IN  CEREBROVASCULAR 
INSUFFICIENCY 

where  vascular  insufficiency 
may  cause  such  symptoms 
as  mental  confusion,  diplopia, 
fatigue,  apathy,  and  behavior 
problems. 


where  ischemia  causes  muse! 
distress  — pain,  spasm,  ache,! 
intermittent  claudication;  als| 
coldness,  numbness  or  j 
utceration  of  extremities. 


1)  no  action  be  taken  upon  the  resolution  intro- 
duced by  the  Western  Montana  Medical  Society  but 
that,  instead,  this  House  of  Delegates  reiterate  its 
interest  in  legislation  to  provide  proper  control  of  air 
pollution,  and  that  the  Western  Montana  Medical 
Society  be  requested  to  provide  more  complete  in- 
formation about  the  specific  legislation  which  it  feels 
should  be  enacted. 

Reference  Committee  on  Affiliated  Groups 

The  report  of  the  Reference  Committee  on  Affili- 
ated Groups  was  presented  by  Raymond  O.  Lewis, 
MD.  This  report,  which  was  adopted  by  the  House 
of  Delegates,  recommended  that: 

1)  the  report  of  the  Chairman  for  Montana  of 
the  AMA  Education  and  Research  Foundation  be 
approved  and  that  Montana  physicians  be  urged  to 
contribute  substantially  to  this  foundation; 

2)  the  Economic  Committee  of  this  Association, 
or  another  appropriate  committee  designated  by  the 
President,  undertake  a study  and  survey  of  the  total 
cost  of  medical  care  in  Montana,  including  the  re- 
curring problem  of  over-utilization  of  hospital  beds, 
as  recommended  in  the  report  of  the  President  of 
Montana  Physicians’  Service,  Robert  W.  Thometz, 
MD. 

Reference  Committee  on  Health  and  Well-Being 

The  report  of  the  Reference  Committee  on  Health 
and  Well-Being  was  presented  by  Raymond  O. 


Lewis,  MD.  This  report,  which  was  adopted  by  the 
House  of  Delegates,  recommended  that: 

1)  the  proposals  of  the  Committee  on  Highway 
Safety  that  the  high  school  safety  driving  program  be 
endorsed;  that  the  use  of  seat  belts  in  all  motor  ve- 
hicles be  encouraged  and  the  benefits  of  using  this 
safety  device  be  widely  publicized;  and  that  close  co- 
operation be  continued  with  the  supervisor  of  the 
Montana  Highway  Patrol  and  the  Montana  Council 
for  Highway  Safety; 

2)  the  vaccination  assistance  project  survey,  as 
recommended  by  the  Public  Health  Committee,  be 
conducted  and  that,  if  the  component  medical  so- 
ciety concerned  determines  that  an  extensive  im- 
munization program  is  indicated,  such  a program  be 
established  under  the  sponsorship  of  the  physicians 
in  the  community  concerned; 

3)  the  Public  Relations  Committee  of  this  Associa- 
tion be  encouraged  to  complete,  as  promptly  as  pos- 
sible, an  informational  kit  about  public  health  mea- 
sures, insurance  programs,  medical  ethics,  medical 
customs,  relations  with  governmental  agencies,  etc.; 

4)  the  physicians  in  Montana,  as  recommended 
by  the  Public  Health  Committee,  be  reminded  that 
Montana  statutes  require  that  occupational  diseases 
be  reported  to  the  State  Board  of  Health; 

5)  the  Montana  Medical  Association,  through  its 
officers  and  House  of  Delegates,  exert  as  much  in- 
fluence as  possible  upon  the  Montana  Congressmen 
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to  enlist  their  opposition  and  vote  against  any  de- 
crease in  the  funds  appropriated  for  public  health 
services  and  that  the  members  of  the  Montana  Legis- 
lative Assembly  be  urged  to  increase  their  appropri- 
ations for  public  health  programs  if  federal  budgetary 
allowances  are  materially  decreased; 

6)  the  hospital  disaster  plans  through  the  State  be 
reviewed  and  that  these  plans  be  effectively  imple- 
mented in  cooperation  with  the  several  national 
agencies;  the  members  of  the  component  medical 
societies  of  this  Association  cooperate  with  other 
agencies  to  develop  a program  of  training  for  emer- 
gency medical  services  in  the  event  of  disaster;  and 
the  hospitals  in  Montana  investigate  communication 
possibilities  which  have  become  practical  through 
the  use  of  the  frequency  band  designated  by  the  Fed- 
eral Communications  Commission. 

The  resolution  presented  by  W.  A.  Armstrong, 
MD,  on  behalf  of  the  Reference  Committee  on  Reso- 
lutions and  New  Business,  to  express  the  thanks  and 
appreciation  of  the  members  of  this  Association  to 
all  of  the  individuals,  organizations,  and  agencies 
which  had  contributed  to  the  success  of  the  17th 
Interim  Session  was  then  unanimously  adopted. 

The  17th  Interim  Session  of  the  House  of  Dele- 
gates adjourned  at  11:45  a.m.  on  Saturday  morning, 
April  4. 

The  following  delegates,  alternate  delegates,  and 
members  attended  these  sessions  of  the  House  of 
Delegates : 

CASCADE  COUNTY  MEDICAL  SOCIETY:  Joseph  W. 
Brinkley,  MD,  Great  Falls;  Harold  W.  Fuller,  MD,  Great 
Falls;  Richard  B.  Grlffing,  MD,  Great  Falls;  Wyman  J. 
Roberts,  MD,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  Paul  J.  Gans, 
MD.  Lewistown. 

FLATHEAD  MEDICAL  SOCIETY:  Eugene  C.  Hensler, 
MD,  Kalispell;  M.  E.  K.  Johnson,  MD,  Kalispell;  William  J. 
Little,  MD,  KalispeU;  Bruce  C.  McIntyre,  MD,  Whitefish. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  Alan  Iddles, 
MD,  Bozeman;  Edward  J.  Purdey,  MD,  Bozeman;  V.  W. 
Steele,  MD,  Bozeman;  A.  L.  Vadheim,  MD,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY;  Albert  W.  Axley, 
MD,  Havre;  Joseph  J.  Wier,  MD,  Havre. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  John  S. 
Anderson,  MD,  Helena:  Orville  J.  Andersen,  MD,  Helena; 
J.  Kent  Boughn,  MD,  Helena;  W.  F.  Cashmore,  MD,  Helena; 
Raymond  O.  Lewis,  MD,  Helena:  Everett  H.  Lindstrom,  MD, 
Helena;  Edward  C.  Maronick,  MD,  Helena;  J.  A.  Miller,  MD, 
Helena:  Emerson  K.  McVey,  MD,  Helena;  Philip  Pallister, 
MD,  Boulder;  J.  Richard  Sims,  MD,  Helena:  Mary  E.  Soules, 
MD,  Helena:  John  B.  Spaulding,  MD,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  Arthur  C.  Knight, 
MD,  Deer  Lodge:  George  E.  Trobough,  MD,  Anaconda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Porter 
S.  Cannon,  MD,  Conrad;  William  E.  Hadcock,  MD,  Conrad; 
James  R.  Markette,  MD,  Cut  Bank;  George  D.  Waller,  MD, 
Cut  Bank. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  Merle 
D.  Fitz,  MD,  Scobey;  Mark  B.  listerud,  MD,  Wolf  Point. 

PARK-SWEETGRASS  MEDICAL  SOCIETY:  Lindsay  M. 
Baskett,  MD,  Livingston;  William  E.  Harris.  MD,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  Donald  L. 
Gillespie,  MD,  Butte;  M.  A.  Gold,  MD,  Butte;  Lloyd  I.  Klatt, 
MD,  Whitehall;  Robert  W.  Thometz,  MD,  Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  S.  C. 
Pratt,  MD,  Miles  City;  Oscar  A.  Swenson,  BCD,  Sidney. 

WESTERN  MONTANA  MEDICAL  SOCIETY;  David  W. 
Chase,  MD,  Missoula;  John  A.  Evert,  MD,  Missoula:  David 
H.  Famham,  MD,  Missoula;  George  G.  Sale,  MD,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Wilbur  A. 
Armstrong,  BCD,  Billings:  Herbert  T.  Caraway,  MD,  Billings; 
Alfred  M.  Fulton,  MD,  Billings;  Bryce  G.  Hughett,  MD, 
Billings:  John  H.  Schaeffer,  MD,  Billings;  Clarence  H. 
Swanson,  Jr.,  BCD,  Columbus. 


Menial  Health  Institute 


Discussing  mental  health  problems  at  a recent  Men- 
tal Health  Institute,  sponsored  by  the  Colorado  Med- 


ical  Society,  are  left  to  right:  Edward  G.  Billings,  ' 
MD,  Chairman  of  CMS  Mental  Health  Committee 
and  Mental  Health  Steering  Committee;  Mr.  David  A.  . i 
Hamil,  Director,  Colorado  Department  of  Institu- 
tions; keynote  speaker,  Francis  J.  Braceland,  MD,  < 
Psychiatrist-in-Chief,  The  Institute  of  Living,  Hart-  1 
ford,  Conn.;  and  Samuel  B.  Childs,  MD,  President-  •! 
Elect,  Colorado  Medical  Society.  Nearly  200  physi-  i 
dans  and  community  leaders  took  part  in  the  meet- 
ing  to  assess  community  mental  health  resources  and 
needs.  The  Institute,  held  in  Denver,  was  financed  i 

through  a joint  grant  of  funds  from  the  American  i 

Medical  Association  and  Smith,  Kline  and  French  ’ 

Laboratories. 

University  of  Colorado 
Medical  Center  News 

Emeritus  rank  has  been  granted  to  four  retiring 
members  of  the  University  of  Colorado  School  of  ' 
Medicine  faculty  in  Denver  and  promotions  have 
been  approved  for  1 5 members  of  the  full-time 
faculty  and  19  members  of  the  clinical  (volunteer)  ' 
faculty. 

Dr.  Richard  W.  Whitehead  was  named  emeritus  '• 
professor  of  pharmacology  in  recognition  of  his  43  1 

years  of  faculty  service  and  his  retirement  at  the  1 

close  of  the  current  academic  year  next  month.  i 

The  regents  also  accepted  the  recommendation  of  | 
Dr.  John  J.  Conger,  Vice  President  for  Medical  Af- 
fairs and  Dean  of  the  School  of  Medicine,  that 
emeritus  rank  be  given  to  the  following  Denver  phy-  | 
sicians:  '| 

Dr.  W.  Bernard  Yegge,  as  emeritus  associate  din- 
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ical  professor  of  medicine;  Dr.  Luman  E.  Daniels, 
as  emeritus  clinical  professor  of  neurology;  and  Dr. 
Bradford  J.  Murphey,  as  emeritus  associate  clinical 
professor  of  psychiatry. 


New  Mexico  Physicians  Honored 

Three  Albuquerque  doctors  were  honored  by  mem- 
bers of  the  Bernalillo  County  Medical  Association  at 
a recent  meeting  of  the  Association  for  members  and 
their  wives. 

A Fifty-Year  Service  Recognition  Certificate  was 
presented  to  Emmett  E.  Royer,  MD.  Dr.  Royer  was 
born  in  Bowling  Green,  Indiana  in  1889  and  grad- 
uated from  Hahnemann  Medical  College  in  1912. 
He  came  to  Albuquerque  in  1915,  where  he  has 
practiced  ever  since.  Dr.  Royer  served  as  President 
of  the  Bernalillo  County  Medical  Association  in 
1934.  A son,  Emmett  M.  Royer,  MD,  is  a prac- 
ticing surgeon  in  Dallas,  Texas. 

A Distinguished  Service  Recognition  Certificate 
was  presented  to  Stuart  W.  Adler,  MD.  Dr.  Adler 
has  served  as  President  of  the  Bernalillo  County 
Medical  Association,  the  New  Mexico  Medical  Soci- 
ety, the  New  Mexico  Pediatrics  Society,  the  Albu- 
^ querque  Rotary  Club.  He  has  served  as  District  Gov- 
ernor for  Rotary  International.  Dr.  Adler  has  re- 
ceived the  President  Eisenhower  Award  for  Service 
to  the  Handicapped,  the  Citizenship  Award  of  the 
Albuquerque  Junior  Chamber  of  Commerce,  and  the 
1961  Community  Service  Award  by  the  New  Mexico 
Medical  Society. 

An  Honorary  Membership  Certificate  was  present- 
ed to  Estella  Ford  Warner,  MD,  for  notable  service 
to  medicine.  Dr.  Warner,  a retired  Medical  Director 
for  the  United  States  Public  Health  Service,  has  been 
nationally  and  internationally  recognized  for  her  con- 
tributions in  the  field  of  Public  Health.  She  was  the 
first  woman  to  be  commissioned  in  the  Regular 
Corps  of  the  United  States  Public  Health  Service 
with  the  rank  of  “Surgeon”  (grade  of  Major,  US 
Army).  In  1951  she  was  assigned  by  the  USPHS  to 
Beirut,  Lebanon  to  establish  a department  of  pre- 
ventive medicine  and  public  health  in  the  Medical 
College,  American  University  of  Beirut,  and  to  de- 
velop a comprehensive  health  program  for  Lebanon. 
For  this  the  President  of  Lebanon  conferred  a decora- 
tion— the  highest  honor  he  could  bestow  upon  a 
civilian  and  the  first  time  it  had  ever  been  presented 
to  an  American  or  to  a woman  of  any  nationality. 
She  has  assisted  with  developmental  programs  in 
Trinidad,  Jamaica,  Puerto  Rico,  Uganda,  Kenya,  and 
Ethiopia.  In  1960  she  received  the  Elizabeth  Black- 
well  Annual  Award  in  recognition  of  “outstanding 
woman  physician  in  the  field  of  public  health.” 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 
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antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
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moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
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the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION : Anuria.  I 
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1.  Steigmann,  F.,  and  Griffin,  R.;  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 
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THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN—NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


a partner  m the  project 
to  help  keep  America 

powerful 

PUBLIC  SERVICE  COMPANY  OF  COLORADO 

AN  INVESTOR-OWNED  UTILITY— ON  THE  MOVE 


We  are  your 
local  distributors 
of  Profexray  X-ray 'j 
equipment,  DuPont 
and  Eastman  X-ray 
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SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 


TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectjveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-$F  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance..  . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism  ^ 
may  occur,  but  it  responds  readily  to  ad-  #• 
justment  of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0,3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
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Colorado  Medical  Society 

OFFICERS— 1963-84— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 

President:  Vernon  L.  Bolton,  Colorado  Springs. 
President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction, 

Treasurer:  William  A.  Day,  Colorado  Springs,  1965. 
Constitutional  Secretary;  Howard  T.  Robertson,  Denver,  1966. 

Additional  Trustees:  Harold  D.  Palmer,  Denver,  1964;  John 
C.  Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver, 
1865;  J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and.  Chairman  of  the  Editorial 
Board,  Bocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 


Montana  Medical  Association 

OFFICERS- — 1963-64— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  In  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Cans,  Lewistown. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1963-64 — -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  In  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 

Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1964-65— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 

Delegate  to  A.M.A. : Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis.  January 

I,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Me-dical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Councilors  for  3 Years:  W.  W.  Kridelbaugh,  Albuquerque 
(District  III);  Richard  C.  Sherman,  Alamogordo  (District 
VI). 

Councilors  for  2 Years:  Emmit  M.  Jennings,  Roswell  (District 
V);  John  C.  McCulloch,  Farmington  (District  VII);  James  B. 
Moss,  Jr.,  Clovis  (District  IV). 

Councilors  for  1 Year:  Walter  A.  Stark,  Las  Vegas  (District 
I);  Richard  B.  Streeper,  Santa  Fe  (District  II). 

CONVENTION  SCIENTIFIC  PROGRAM  COMMITTEE:  Marcus 

J.  Smith,  Santa  Fe,  1965,  Chairman;  Andrew  M.  Babey,  Las 
Cruces,  1965;  Earl  B.  Flanagan,  Carlsbad,  1966;  Reginald  H. 
Fitz,  Albuquerque,  1966;  Harry  D.  Ellis,  Santa  Fe,  1967; 
Robert  S.  Stone,  Albuquerque,  1967. 

CONVENTION  SITE  COMMITTEE:  Stuart  W.  Adler,  Albu- 
querque, Chairman;  Martin  B.  Goodwin,  Clovis;  Robert  W. 
Melntire,  Carlsbad. 

GRIEVANCE  COMMITTEE:  Allan  L.  Haynes.  Clovis,  1965, 
Chairman;  Samuel  R.  Ziegler,  Espanola,  1966,  Secretary: 
Lewis  M.  Overton.  Albuquerque,  1967. 

NEW  MEXICO  PHYSICIANS’  SERVICE:  William  J.  Hossley, 
Deming,  1967,  Chairman;  Emmit  M.  Jennings,  Roswell,  1985, 
Vice  Chairman;  H.  P.  Borgeson,  Alamogordo,  1965;  Albert  J. 
Fisher,  Albuquerque,  1965;  Robert  S.  Grier,  Los  Alamos, 
1965;  James  C.  Sedgwick,  Las  Cruces,  1965;  Chester  L.  Bynum, 
Farmington,  1966;  J.  C.  Dotson,  Los  Alamos,  1966:  Louis 
Levin.  Albuquerque,  1966;  James  W.  Wiggins,  Albuquerque, 
1966;  Alfred  S.  Blauw,  Roswell,  1966;  George  M.  Boyden, 
Albuquerque,  1967;  William  L.  Minton,  Lovington,  1967; 
Frank  W.  Parker,  Gallup,  1967;  John  J.  Smoker,  Baton,  1967. 

NOMINATING  COiMMITTEE;  C.  Pardue  Bunch,  Artesia 
(District  V:  Chaves,  Eddy,  Lea)  Chairman;  John  J.  Smoker, 
Raton  (District  I:  Colfax,  San  Miguel):  A.  S.  Lathrop,  Santa 
Fe  (District  11:  Los  Alamos,  Santa  Fe,  Taos);  R.  V.  Seligman, 
Albuquerque  (District  HI:  Bernalillo):  George  W.  Prothro, 
Clovis  (District  IV:  Curry,  DeBaca,  Quay,  Roosevelt):  W.  D. 
Sedgwick,  Las  Cruces  (District  VI:  Bona  Ana,  Grant,  Luna, 
Otero,  Sierra);  Wendell  Peacock,  Farmington  (District  VII: 
McKinley,  Mid-Rio  Grande,  San  Juan,  Valencia). 

STATE  AGENCIES  GROUP:  Thomas  Lyle  Carr,  Coordinator. 

ADVISORY  COMMITTEE  TO  D.P.W.:  Samuel  R,  Ziegler, 
Espanola,  Chairman;  Frank  A.  Rowe,  Albuquerque;  Emmit  M. 
Jennings,  Roswell;  Isaac  Terr.  Las  Vegas;  Reynaldo  Deveaux, 
Taos;  Geo.  Evetts,  Tucumcari. 

LEGISLATIVE  AND  PUBLIC  POLICY  COMMITTEE:  Harry 
D.  Ellis.  Santa  Fe,  Chairman;  Albert  S.  Lathrop,  Santa  Fe, 
Vice-Chairman;  Bernalillo — Hugh  B.  Woodward,  Albuquerque; 
Chaves — Emmit  M.  Jennings,  Roswell;  Colfax — R.  P.  Beaudette, 
Raton;  Curiy-Roosevelt — Lynn  W.  Abshere,  Clovis;  Dona  Ana 
— Andrew  M.  Babey,  Las  Cruces:  Eddy — C.  Pardue  Bunch, 
Artesia;  Grant — Claran  C.  Cobb,  Silver  City;  Lea — Coy  S. 
Stone,  Hobbs;  Los  Alamos — James  E.  Loucks,  Los  Alamos; 
Luna — W.  J.  Hossley,  Deming;  McKinley — Frank  W.  Parker, 
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Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 
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Gallup;  Mid-Rio  Grande — Jose  A.  Rivas,  Helen;  Otero — Olin 
B.  Boyd,  Alamogordo;  Quay — T.  B.  Hoover,  Tucumcari;  San 
Juan — John  T.  Parker,  Farmington;  San  Miguel — J.  J. 
Johnson,  Jr.,  Las  Vegas;  Santa  Fe — Albert  S.  Lathrop,  Santa 
Fe;  Sierra — E.  E.  Hubble,  Truth  or  Consequences;  Taos — 
Albert  M.  Rosen,  Taos;  Valencia — Norton  R.  Ritter,  Grants. 

MATERNAL  AND  PERINATAL  MORTALITY  COMMITTEE: 
Roy  F.  Goddard,  Albuquerque,  Chairman;  Norton  R.  Ritter, 
Grants;  M.  Ann  Hunt,  Santa  Fe;  Alvina  Looram,  Santa  Fe; 
Rufus  E.  Lee,  Los  Alamos;  Hoyt  M.  McClintock,  Clovis; 
Eleanor  Adler,  Albuquerque;  Homer  S.  Musgrave,  Albuquer- 
que; Morton  W.  Dann,  Roswell;  Mary  Jo  Jacobs,  Artesia; 
Edward  B.  Burke,  Hobbs;  Joseph  R.  Gurnick;  Las  Cruces; 
Jan  P.  Voute,  Las  Cruces. 

Sub-Committee  on  Maternal  Mortality:  Harris  W.  Barber, 
Santa  Fe,  Chairman;  William  C.  Johns,  Albuquerque;  John  C. 
McCulloch,  Farmington;  Leland  L.  Fellows,  Alamogordo; 
Robert  E.  McComas,  Las  Cruces. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE: 

Rudolph  S.  Kieve,  Santa  Fe,  Chairman;  Allen  A.  Hovda, 
Albuquerque;  John  J.  Smoker,  Raton;  M.  Paul  Mains,  Farm- 
ington; Harris  W.  Barber,  Santa  Fe. 

REPRESENTATIVE  TO  N.M.  TUBERCULOSIS  COORDINAT- 
ING COUNCIL:  William  C.  Gorman,  Albuquerque. 

LIAISON  COMMITTEE  WITH  MEDICAL  SCHOOL,  U.N.M.: 
Thomas  L.  Carr,  Albuquerque,  Chairman;  Merril  W.  Brown, 
Albuquerque,  Vice-Chairman;  Gilbert  R.  Gutierrez,  Grants; 
H.  P.  Borgeson,  Alamogordo;  Albert  L.  Maisel,  Albuquerque; 
Richard  B.  Streeper,  Santa  Fe;  William  J.  Hossley,  Deming; 
Henry  R.  Hyslop,  Roswell;  Clarence  M.  Kemper,  Albuquer- 
que; John  C.  McCulloch,  Farmington. 

PUBLIC  HEALTH  COMMITTEE;  R.  C.  Derbyshire.  Santa  Fe, 
Chairman;  William  C.  Gorman,  Albuquerque;  Harold  M. 
Mortimer,  Las  Vegas;  Leon  J.  Whitaker,  Deming;  Matthew  A. 
Tandysh,  Albuquerque;  Richard  B.  Streeper,  Santa  Fe; 
Robert  S.  Stone,  Albuquerque. 

PUBLIC  SERVICE  GROUP;  Omar  Legant,  Coordinator. 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Jr.,  Hobbs,  Chairman;  Norman  E.  Pond,  Albuquerque; 
Marshall  L.  Clevenger,  Albuquerque;  Thomas  A.  Ritch, 
Roswell;  John  S.  Moore,  Roswell. 

DISASTER  MEDICAL  CARE  COMMITTEE:  William  F.  Blank, 
Albuquerque,  Chairman;  A.  H.  Schwichtenberg,  Albuquer- 
que; Harry  O.  Whipple,  Los  Alamos;  C.  E.  Montgomery, 
Roswell;  Matt  A.  Connell,  Grants. 

LIAISON  TO  ALLIED  PROFESSIONS  AND  VOLUNTARY 
HEALTH  AGENCIES;  Eugene  P.  Szerlip,  Albuquerque,  Chair- 
man; Frederick  R.  Brown,  Roswell;  O.  Douglas  Johnson, 
Albuquerque;  Livingston  Parsons.  Albuquerque;  Ross  A. 
Manganaro,  Carlsbad. 

LIAISON  WITH  WOMAN’S  AUXILIARY;  Public  Relations 
Committee. 

MEDICAL-LEGAL  COMMITTEE:  John  K.  Torrens,  Albu- 
querque, Chairman;  Earl  L.  Malone,  Roswell;  Thomas  B. 
Gibbons,  Albuquerque;  William  L.  Minear,  Albuquerque; 
Albert  G.  Simms,  II,  Albuquerque;  James  F.  Haynes.  Carls- 
bad; Margery  U.  Whipple,  Santa  Fe;  Federico  Mora,  Albu- 
querque; William  K.  Woodard,  Albuquerque;  Murray  M. 
Friedman,  Santa  Fe;  Clifford  E.  Molholm,  Albuquerque. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  John  F. 
Boyd,  Albuquerque,  Chairman;  Louis  Levin,  Albuquerque; 
A.  Daniel  Maddox,  Las  Cruces;  James  B.  Moss,  Jr.,  Clovis; 
Frank  A.  Rowe,  Albuquerque. 

PUBLIC  RELATIONS  COMMITTEE:  David  G.  Clark,  Albu- 
querque, Chairman;  Vaun  T.  Floyd,  Albuquerque;  John  M. 
McGuire,  Alamogordo;  Allan  L.  Haynes,  Clovis;  Junius  A. 
Evans,  Roswell;  Gil  D.  Grady,  Albuquerque. 

REHABILITATION  COMMITTEE:  Freeman  P.  Fountain, 
Albuquerque,  Chairman;  Charles  M.  Bovard,  Albuquerque; 
John  C.  Kramer,  Albuquerque;  Lucy  G.  McMurray,  Albu- 
querque; Lewis  M.  Overton,  Albuquerque;  Elmo  D.  Anderson, 
Albuquerque. 

ADMINISTRATIVE  MATTERS  GROUP:  R.  P.  Beaudette, 
Coordinator. 

AMA-ERF  COMMITTEE:  Lawrence  H.  Wilkinson,  Albu- 
querque, Chairman;  Wendell  H.  Peacock,  Farmington;  Armin 
T.  Keil,  Raton;  Harlan  C.  Pannell,  Lovington;  Bergere  A. 
Kenney,  Santa  Fe;  Frank  G.  Hesse.  Albuquerque. 


CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Ronald  V. 
Dorn.  Albuquerque,  Chairman;  Harry  D.  Ellis,  Santa  Fe; 

A.  Daniel  Maddox.  Las  Cruces. 

INSURANCE  COMMITTEE:  John  D.  Abrums,  Albuquerque, 
Chairman;  Albert  G.  Simms,  II,  Albuquerque;  Joseph  H. 
Sharpe,  Farmington. 

MEDICARE  COMMITTEE:  John  J.  Corcoran,  Albuquerque,  ji 
Chairman:  George  C.  Anison,  Albuquerque;  Thomas  Lyle 
Carr,  Albuquerque:  Irvine  G.  Jordan,  Albuquerque;  Bert  j 

Kempers,  Albuquerque:  Louis  F.  Kuehn,  Albuquerque;  James  j 

T.  McGuckin,  Albuquerque;  Clifford  E.  Molholm,  Albu-  j 

querque;  Theodore  A.  Sadock,  Albuquerque;  Albert  L.  I 

Schonberg,  Albuquerque;  Sidney  Schultz,  Albuquerque:  1 

James  S.  Shortle,  Albuquerque;  James  W.  Wiggins,  Albu-  | 

querque;  Lawrence  H.  Wilkinson,  Albuquerque.  j 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING  | 

COMMITTEE:  Marcus  J.  Smith,  Santa  Fe,  Chairman;  t 

Solomon  Papper,  Albuquerque;  Wesley  O.  Connor,  Albu-  i 

querque;  William  Hentel,  Albuquerque;  Walter  J.  Hopkins,  t 

Lovington:  Richard  B.  Streeper,  Santa  Fe;  James  S.  Clarke,  i 

Albuquerque;  Carol  M.  Smith,  Santa  Fe;  R.  C.  Derbyshire.  4 

Santa  Fe. 


Utah  State  Medical  Association  | 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen  t 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no  q 
year  is  indicated  the  term  is  for  one  year  only  and  expires  t 
at  the  1984  Annual  Session. 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City.  i, 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 

Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City.  ^ 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City.  I 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden.  I 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 

Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 

Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal: 

Mr.  Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  St.,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne.  , 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur 
R.  Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 

Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey-  .’ 
enne.  Telephone  632-5525. 
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for  a better  blood 
pressure  response,  adc 
rauwolfia  to  a thiazide 


...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix' 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 

dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
^‘Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease.^’^ 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reserf- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications  I Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage;  1 Tablet  #2 
(syrosingopine  1 mg./hy- 
drochlorothiazide  25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 
Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects; 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containingO.5  mg.  syro- 
singopine  and  25  mg.  hydro- 
chlorothiazide. 
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WANT  ADS 


FULL-TIME  PHYSICIANS  are  needed  at  the  Student  Health 
Center  at  Brigham  Young  University.  Information  is  ob- 
tainable by  addressing  letters  to  Cloyd  C.  Hofheins,  M.D., 
Director,  B.Y.U.  Student  Health  Service,  Provo,  Utah.  7-4-1 


RADIOLOGIST  NEEDED  for  private  hospital  group  in  an 
expanding  city  of  25,000;  new  70-bed  general  hospital  will 
be  ready  for  occupancy  July,  1964;  guaranteed  salary,  if  de- 
sired, plus  commission,  or  other  arrangements  can  be  worked 
out;  a very  good  opportunity  for  the  right  person.  The  in- 
dividual will  have  the  opportunity  to  do  private  office  practice 
in  his  field  of  radiology,  including  therapy  if  he  desires.  | 
Reply  to  Box  6-4-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  6-4-3 


LOCUM  TENENS — General  practice,  1755  Gilpin  Street,  Den- 
ver. Mid-September  through  October  1964.  Attractive  fi- 
nancial arrangements.  Call  399-2242,  Dr.  W.  S.  Prenzlau.  7-5-3 


COUNTY  SEAT  TOWN  in  Southeast  Colorado  has  no  doctor 
of  any  kind.  Wants  MD.  Population  2,000.  Modern  medical 
center  equipped,  available  six  months  rent-free,  $75.00 
monthly  after  six  months.  Population  of  county  6,300.  For 
further  details  or  interview,  write  or  phone  Robert  Sanderson, 
833  Main  Street,  Springfield,  Colorado.  Telephone  523-6261. 
Area  Code  303.  5-5-3 


WANTED:  Physician  for  general  practice  in  Nevada  mining 
community  and  surrounding  area.  Subsistence  allowance 
equal  to  $9,300  annually  plus  dispensary  and  living  quarters, 
plus  all  utilities.  For  additional  information  and  brochure 
write  to  R.  W.  Gates,  P.  O.  Box  41,  Gabbs,  Nevada.  5-4-3 


WANTED— GENERAL  PRACTITIONER.  Present  2-man  part- 
nership being  dissolved  because  one  member  going  into 
residency.  Remaining  AAGP  member  desires  associate.  Ideal 
opportunity  to  take  over  large,  ready-made  practice.  Located 
in  well  equipped  office,  new  building,  central  Wyoming  city 
of  45,000.  Salary  open  with  rapid  advancement  to  full  partner- 
ship. Hospital  and  surgical  privileges  easily  obtained.  Reply  to 
Box  5-6-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colo.  80218.  5-6-3 


WANTED:  Young  man  desiring  general  practice  in  a group 
of  8 men,  4 of  whom  are  Board  Certified.  Starting  salary 
$1,300  plus  percentage  per  month.  Growing  agricultural  town 
in  Texas  Panhandle.  Contact  C.  E.  Rush,  309  Lawton,  Here- 
ford, Texas.  6-1-3 


BOARD  QUALIFIED  SURGEON  who  would  also  like  to  do 
general  practice,  needed  to  join  established  group  of  general 
practitioners  in  an  expanding  city  of  25,000;  new  70-bed 
general  hospital  with  complete  surgical  facilities  will  be 
completed  by  July,  1964.  This  group  takes  advantage  of 
group  practice,  but  each  physician  is  independent  as  far  as 
his  office  and  financial  affairs  are  concerned.  Further  details 
furnished  on  request.  Please  send  complete  resume  with  your 
request.  Reply  to  Box  6-3-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-3-3 


AIR  CONDITIONER,  Frigidaire,  IV2  ton,  220-volt.  Telephone 
421-0194  or  238-3026.  Denver  area.  6-7-3 


G.P.  ASSOCIATE  WANTED:  Limon,  Colorado,  the  “Hub- 
City,”  85  miles  from  Denver  and  Colorado  Springs.  Limitless 
territory,  new  clinic  Nov.  1963,  all  facilities,  hospital  15  min- 
utes distant.  50-year-old  solo  MD  wanting  partnership.  Salary 
at  first  if  desired.  For  further  Information,  contact  John  C. 
Straub,  MD,  Plains  Medical  Center,  601  L Avenue,  Limon, 
Colorado.  . 6-8-3 
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FOR  LEASE — Office  in  large  2-man  clinic  available  im- 
mediately. Located  in  lucrative  area  which  needs  a phy- 
sician for  personal  and  industrial  practice.  Downing  Medical 
Center,  3405  Downing,  Denver  623-6171.  6-9-3 


FOR  SALE — Solo  practice  in  Central  Wyoming  town  of 
about  4,000.  Good  office  and  hospital  facilities.  Reply  to 
Box  7-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  7-3-3 


EMERGENCY  room  physician,  immediate  opening  in  ac- 
credited 415  bed  acute  general  hospital;  the  best  of  work- 
ing conditions.  Nevada  license  or  eligible  for  temporary  per- 
mit. No  foreign  graduates,  ECFMG  certificate  not  recognized. 
Excellent  salary.  A chance  to  live  in  the  magnificent  West. 
Administrator,  Washoe  Medical  Center,  Kirman  at  Mill 
Streets,  Reno,  Nevada.  6-14-3 


STAFF  PSYCHIATRIST,  Board  Eligible  or  Certified,  for 
402-bed  GM&S  Hospital  with  Mental  Hygiene  Clinic.  Salary: 
$11,725  to  $17,210  depending  on  experience  and  qualifications. 
U.  S.  citizenship  and  licensure  required.  Write  Chief  of 
Staff,  VAH,  Tucson,  Arizona.  7-1-3 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS,  in 
fast  growing  Nevada  community  desire  an  associate.  $16,000 
first  year,  with  full  partnership  in  near  future.  One  month 
vacation  first  year.  Reply  Box  7-2-2,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  7-2-2 


EXCELLENT  OFFICE  in  new  medical  building  in  Casper, 
Wyoming,  available  for  lease.  Unusual  opportunity  for  gen- 
eral practice,  but  suitable  for  any  specialty  practice.  Reply 
to  Joseph  E.  Clark,  MD,  1147  South  Walnut,  Casper, 
Wyoming.  6-13-3 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER 

Picker  X-Ray  Corporation  wishes  to  announce 
new  and  larger  offices  in 

Albuquerque,  New  Mexico 
New  address:  113  Sierra  Dr.,  S.E. 

Telephone:  255-1288 

T.  W.  Larsh,  Manager  Dale  F.  Johnson,  Service  Manager 


7,  COLORADO 

the  opening  of 


/Condition 

^PERKCT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 
EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


WHEN  YOU’RE  DISABLED  . . YOUR  INCOME  STOPS 

UNLESS  . . . 

IT’S  PROTECTED. 

Investigate  the  Disability  Income  Plan  of  the  Colorado  Medical  Society. 
YoiCll  agree  . . . it’s  practical  protection  at  low  cost. 

• LIFETIME  Accident  Benefits  • HOUSE  CONFINEMENT  is 

not  required 

• TEN  YEARS'  Sickness  Benefits  • TAX  FREE  Benefits 

RETURN  THE  COUPON  FOR  DETAILS 

VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202  Phone:  222-5777 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 
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ADDRESS 

CITY STATE 
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SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d..  Medical  Director 


/or  July,  1964 
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Average  Adult  Dose  — l tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications —The  habit-forming  potentialities  of  Percoda 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  a 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 


•U.S.  Pats.  2,628,185  and  2,907,768 


PAIN  RELIEF  | 

YOU  CAN  RELY  ON 
comes  in  minutes . . . 
lasts  for  hours 

PERCODAN 

# 

Bach  scored  yellow  Percodan* 

Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning:  i 

May  be  habit-forming), 

0.38  mg.  oxycodone  t'orephthalBte 
(Warning:  May  be  habit-forming),  ^ 

0.38  mg.  homatropine  terephthalata, 
224  mg.  aspirin,  160  mg,  I 

phenacetin.  and  32  mg.  caffeine. 

i 

I 

Throughout  the  wide  middle  range 
Of  pain  Percodan  assures  speed, 
duration,  and  depth  of  anaigesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  within  5 to  15 
minutes . . , usually  provides 
uninterrupted  relief  for  § hours  or  i 
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Clinical  Tests  of  Renal  Function 

and  other  articles 
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pollens  in  the  grass... alas 


Benar;^rvl* 

(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPJOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas-.  | 
modic  action  relieves  bronchial  spasm.  Precautions;  Persons  who  have  i 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose  j 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives,  i 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride),  ; 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39864 


PARKE-DAVIS 


DAVrS 4 COMPANY.  tMnil  Mkhigit  4923i 


New — Moore’s 

Giw)e  and  T ahe 

The  development  of  tissue  transplantation 

This  is  the  fascinating  story  of  "new  tissues  for  old” — 
its  relatively  brief  but  eventful  history,  the  present 
status  of  the  "art,”  and  the  promise  of  the  future.  Dr. 
Moore  carries  you  along  the  devious  trail  of  transplan- 
tation progress  where  you’ll  follow  developments  in 
autografts,  homografts  and  heterografts — observe  the 
intricacies  involved  in  probing  antigens,  antibodies  and 
immunity — learn  of  the  early  organ  grafts  with  no  sup- 
pression of  immune  reaction,  then  of  the  era  of  whole 
body  irradiation  and  its  eventual  abandonment,  and 
finally  of  today’s  successes  with  immuno-suppressant 
drugs.  The  heart  of  the  text  deals  with  the  important 
events  and  patients  in  the  250-odd  kidney  transplants 
performed  in  the  last  decade.  Five  detailed  and  exciting 
case  histories  delineate  turning  points  in  transplanta- 
tion progress.  Intriguing  topics,  comments  and  anec- 
dotes crowd  the  pages  of  this  fascinating  book.  You’ll 
find  such  subjects  as:  the  recognition  by  the  immune 


system  of  its  own  proteins  as  harmless — the  mechanism  of 
immunologic  memory — a tale  of  blood  chimerism — the 
dilemma  of  tissue  and  organ  donation,  both  ethical  and 
legal.  Dr.  Moore  concludes  with  a succinct  discussion 
of  where  transplantation  is  warranted  or  needed. 

By  Francis  D.  Moore,  M.D.,  Mosely  Professor  of  Surgery,  Harvard 
Medical  School;  Surgeon-in-Chief,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts.  182  pages,  x 8)^",  illustrated.  About 

$6.00.  New— Just  Ready! 


New  (8th)  Edition — Nelson’s  Textbook  of  Pediatrics 


Gives  you  an  effective  answer  for  every  pediatric  problem 


Dr.  Nelson  and  81  eminent  contributors  cover  the  entire 
field  of  pediatrics  in  this  New  {8th)  Edition.  They  dis- 
cuss every  aspect  of  child  care,  from  the  prenatal  period 
through  adolescence.  They  tell  you  how  to  keep  the 
well  child  healthy,  as  well  as  how  to  diagnose  and  treat 
the  myriad  diseases  of  infancy  and  childhood.  Disorders 
and  malformations  of  each  body  system  are  covered  in 
detail.  All  the  childhood  diseases  are  explicitly  de- 
scribed, with  authoritative  discussions  of  etiology, 
epidemiology,  pathogenesis,  immunity,  clinical  mani- 
festations, diagnosis,  prognosis,  prevention  and  treat- 
ment. This  up-to-date  revision  is  studded  with  newly 
developed  diagnostic  procedures,  as  well  as  both  new 
and  standard  methods  of  prevention  and  treatment. 
You’ll  find  information  on  the  problems  involved  in  the 


battered -child  syndrome — on  newly  discovered  inborn 
errors  of  metabolism — on  new  theories  of  psychologic  de- 
velopment. Many  chapters  and  sections  are  entirely 
new — Pseudomonas  and  Other  Gram-Negative  Bacilli — 
Anonymous  Mycobacterial  Infections — Intestinal  Malab- 
sorption— Waardenbur^s  Syndrome — Interstitial  Pul- 
monary Fibrosis.  Others  are  so  extensively  revised  as 
to  constitute  virtually  new  material.  Here  is  a book 
useful  to  any  physician  who  ever  treats  infants  or 
children. 

Edited  by  Waldo  E.  Nelson,  M.D.,  D.Sc.,  Professor  of  Pediatrics, 
Temple  University  School  of  Medicine;  Medical  Director  of  St, 
Christopher’s  Hospital  for  Children.  With  81  distinguished  con- 
tributors.  About  1640  pages,  7"  x 10",  with  471  figures.  About  $18.00. 

New  (Sth)  Edition — Just  Ready! 


New— Elliott’s  Clinical  Neurology 


Gives  specific  help  on  neurologic  diagnosis  and  treatment 


Here  is  a concise  new  work  seasoned  with  clinical  in- 
sight. The  author  skillfully  presents  crisp  accounts  of 
individual  neurological  diseases  (both  common  and 
uncommon)  plus  principles  and  practice  involved  in 
neurological  diagnosis.  He  provides  pertinent  anatomi- 
cal, physiological,  and  neurochemical  background  ma- 
terial, focusing  on  practical  application.  Important 
diagnostic  features  of  each  disease  discussed  are  stressed 
and  the  diagnostic  significance  of  individual  symptoms 
and  signs  are  clearly  spelled  out.  Among  the  many 
features  of  this  new  text  you’ll  find:  Helpful  informa- 
tion on  differential  diagnosis  of  diseases  exhibiting 
such  common  symptoms  as  headache,  pain  in  the  face. 


sciatica,  vertigo,  coma,  seizures,  peripheral  neuritis,  etc. — 
Specific  treatment  outlined  in  detail — Acute  and  chronic 
organic  psychoses  analysed  in  terms  of  neurophysiology. 
New  material  brings  you  up-to-the-minute  on:  the 
reciprocal  relationship  between  brain  function  and  serum 
electrolytes — the  effects  of  brain  lesions  on  the  electro- 
cardiogram— the  use  of  echoencephalography  and  brain - 
scanning  in  diagnosis.  Any  physician  desiring  latest 
help  in  diagnosis  and  treatment  of  neurological  diseases 
will  find  Clinical  Neurology  eminently  useful. 

By  Frank  A.  Elliott,  M.D.,  F.R.C.P.,  Chief  of  Neurology.  The 
Pennsylvania  Hospital;  Professor  of  Clinical  Neurology,  University 
of  Pennsylvania  School  of  Medicine.  About  672  pages,  6^"  x 9^", 
with  about  179  illustrations.  About  $12.00.  Neu—Just  Ready! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 


Please  send  and  bill  me:  Q Easy  Pay  Plan  ($5  per  mo.) 

Q Moore — Give  and  Take About  $ 6.00  Q Elliott — Clinical  Neurology About  $12.00 

Q Nelson — Pediatrics About  $18.00 
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nTz 


nasal  spray 


helps  hay  fever 
patients  forget 
the “season” 


antihistaminic  decongestant 


(te(Y«k,!lT. 

Omsnn  «{ (NE  ti^ 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [0eo-Synephrine®  HCI  0.5%— 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  ^henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  ^ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldiamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off. 


nTz”  Nasal  spray 


WinthroD  Laboratories 

Inrmfnrop]  ^ ^ y 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘CORTISP0RIN’?«^ 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIH 
with  HYDROCORTISONE  ACETATE  0.5%  gs 

CREAM 


a new  vanishing  cream  base 


fW 


‘CORTISPORIN 

POLYMYXIN  B - BACITRACIN  * NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CRKAM—Ingredients:  Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— /wprediewts;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  V2  oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

‘ (meprobamate) 

j CM- 2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain, . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning;  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  I 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications—The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC.,Gardeii  City,  New  York  I 
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WHY DOES ONE 
ANTIBIOTIC  GIVE  UP 
TO^?l  EXTRA  DAYS’ 
ACTIVITY? 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' .. .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency... all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  @ 

DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  New  York 

7517-3 


RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaliy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Depror 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol  ’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.+  benactyzine  hydrochloride  1 mg 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  rheprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gratjJualiy  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied;  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  laboratories/ Cran^y/y,  /V.  J. 
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Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


A pothegm 

Animal  reproduction  is  enacted  by  inconvenience 
on  the  part  of  the  mother,  tenacity  on  the  part  of 
the  fetus,  and  co-operative  ingenuity  on  the  parts 
of  both  (J.  Metcalfe). 

Clinical  data 

A 19-year-old  housewife  was  admitted  in  vigorous 
labor;  her  expected  date  of  confinement  was  three 
weeks  later.  A year  before,  she  had  delivered  a full- 
term,  normal  baby;  her  past  medical  history  was 
otherwise  non-existent. 

The  membranes  were  ruptured  and  dilatation  was 


Fig.  1 


complete  five  minutes  later,  with  the  fetus  in  an 
LOA  position.  The  head  and  both  arms  of  the  fetus 
delivered,  but  no  further  progress  occurred  despite 
the  use  of  full  pressure,  using  the  head  for  traction. 
The  fetal  heart  could  not  be  heard. 

X-ray  study 

After  ten  minutes  of  traction,  a film  of  the  ab- 
domen was  obtained  to  rule  out  the  possibility  of 
Siamese  twins;  Fig.  1 shows  the  single  incarcerated 
fetus.  No  abnormality  was  recognized. 

Clinical  course 

With  further  strong  traction  by  two  people  and 
under  general  anesthesia,  the  still-born  was  delivered 
from  below,  noted  to  be  a hermaphrodite  with  a 
massive  abdomen  and  large  abdominal  mass.  The 
mother  recovered  without  difficulty.  The  fetus  was 
almost  seven  pounds,  and  a 10  x 14  cm.  cystic  mass 
filled  the  abdomen,  containing  clear  yellow  fluid. 
There  was  atresia  and  stenosis  of  the  urethra  and 
vagina,  a vesicovaginal  fistula,  bilateral  hydro- 
nephrosis and  extravasation  of  urine  into  the  peri- 
toneum via  the  oviducts  with  a sterile  peritonitis. 
There  was  also  a bilateral  hydrosalpinx  and  stenosis 
of  the  right  ureter. 

Epicrisis 

An  arrested  delivery  is  a frightening  episode  in 
the  life  of  the  mother,  child  and  doctor.  Time  is 
short  and  the  question  of  abdominal  delivery,  em- 
bryotomy or  an  evisceration  procedure  must  be 
hastily  considered  and  decisive  action  taken,  for  the 
risk  to  the  mother  is  great,  not  only  that  of  a rup- 
tured uterus,  but  also  the  hazard  of  infection,  hem- 
orrhage and  exhaustion.  Fortunately,  the  fetus  in 
this  case  could  be  extracted  normally  and  our  files 
contain  an  x-ray  film  that  is  a singular  rarity. 

A cknowledgement 

I am  indebted  to  Dr.  Leonard  Akes,  Espanola, 
New  Mexico,  for  permission  to  use  this  material. 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — wtd  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — • an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Denver  Lahana  is-  Co.,  P.O.  Box  22065  Belleview  Valley  H’way  Intrchg.  755-1  23‘3 


Salt  Lake  City  Lahana  & Co.,  1482  Major  Street,  HU6-8166 
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ARTHRALGEN^  helps  fre< 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  ne| 
sitate  sodium  restriction.  , 

ARTHRALGEN®-PR  < 

Each  tablet  contains:  j 

Salicylamide 250' 

Acetaminophen 250 


Ascorbic  acid  (Vitamin  C) 25| 

Prednisone 1i 


The  basic  Arthralgen  formulation  plus  prei 
sone  is  indicated  for  patients  who  require  ster 
Prednisone  has  three  advantages  over  cortij 
hydrocortisone,  and  ACTH.  They  are:  (1)  lai' 
sodium  retention,  (2)  absence  of  increased  p 
sium  excretion,  and  (3)  the  unlikelihood  of  ste 
induced  hypertension.*  j 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicate  | 
the  management  of  rheumatoid  arthritis, 


-thritic  joints  from 


arthritis,  rheumatoid  spondylitis,  osteoar- 
;,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
be  used  for  analgesia  in  colds,  flu,  and 
js  myalgias. 

\GE:  One  or  two  tablets  four  times  a day. 
remission  of  symptoms,  dosage  should  be 
;ed  to  the  minimum  maintenance  level. 

EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
hay  rarelyoccur.  Symptomsof  hypercorticoid- 
'ictate  reduction  of  dosage  of  Arthralgen-PR. 

lAUTION:  Reduction  in  dosage  of  Arthral- 
’R  given  overa  long  period  should  be  gradual, 
;■  abrupt. 

FRAINDICATIONS:  Hypersensitivity  to  any 

Iidient. 

jth  any  drug  containing  prednisone,  Arthral- 
pR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


Fifth  National  Cancer  Conference 

Sponsored  by  the  American  Cancer  Society,  Inc., 
and  the  National  Cancer  Institute,  Bellevue-Stratford 
Hotel,  Philadelphia,  Pennsylvania,  September  17,  18 
and  19,  1964. 

For  further  information  write:  Coordinator,  Fifth 
National  Cancer  Conference,  American  Cancer  So- 
ciety, Inc.,  521  West  57th  Street,  New  York  19,  New 
York. 

Scripps  Clinic  and  Research  Foundation 

A nine-month  tutorial  program  in  cardiology,  Sep- 
tember 15,  1964  to  June  15,  1965,  will  be  offered 
by  the  Institute  for  Cardiopulmonary  Diseases, 
Scripps  Clinic  and  Research  Foundation,  La  Jolla, 
California.  This  will  be  an  intensive  program  cover- 
ing the  field  of  cardiovascular  diseases  and  is  especial- 
ly designed  for  the  physician  in  private  practice 
who  wants  a year  of  organized  instruction  with 
freedom  from  direct  patient  responsibility.  For  de- 
tails, write:  E.  Grey  Dimond,  MD,  Institute  for 
Cardiopulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 


Internists  to  Hold  Fall  Meeting  in  Los  Angeles 

The  Second  Annual  Fall  Meeting  of  the  Amer- 
ican College  of  Physicians  will  be  held  October  8-10 
at  the  Hotel  Biltmore  in  Los  Angeles,  California. 

This  year’s  session  will  include  clinical  and  basic 
science  presentations,  panel  discussions  on  major 
problems  in  internal  medicine  and  basic  science  lec- 
tures by  noted  scientists.  Panel  discussions  on  such 
topics  as  hospital-acquired  infections,  drug  safety 
and  the  diagnosis  and  treatment  of  coccidiomycosis 
have  been  scheduled. 

For  further  information  concerning  this  meeting, 
contact  Edward  C.  Rosenow,  Jr.,  MD,  Executive 
Director,  4200  Pine  Street,  Philadelphia,  Pennsyl- 
vania. 

Pediatrics  Psychiatry  Seminar 

The  Pediatrics  Psychiatry  Seminar  will  be  held  on 
August  30,  1964  at  the  Antlers  Hotel  in  Colorado 
Springs.  There  will  be  no  registration  fee  for  this 
meeting,  and  an  outstanding  program  has  been  ar- 
ranged. Dr.  Hugh  Missildine,  Dr.  E.  A.  Daneman 
and  Col.  Harry  J.  Umlauf,  Jr.  will  be  guest  speakers 
at  the  scientific  session  and  an  outstanding  speaker 
from  the  Air  Force  Academy  will  give  a presentation 
at  the  Luncheon.  There  will  be  a charge  for  the  Lunch- 
eon and  wives  are  invited.  Cards  will  be  mailed.  All 
interested  persons  may  contact  Dr.  Jack  1.  Paap, 
8 Southgate  Rd.,  Colorado  Springs,  Colorado  for 
reservations. 


NOW  AVAILABLE 

THE  NEW 

MARK  VII 

THERAMATIC 

NON-THERMAL  RANGE 

80  TO  600  PULSES  PER  SECOND 

THERMAL  RANGE 

800  TO  2600  PULSES  PER  SECOND 

SALES  AND  SERVICE  ^ 

1422  Poplar  Street 
Denver,  Colorado  80220 
Phone:  322-5081 


American  Thoracic  Society 

The  1965  meeting  of  the  American  Thoracic  So- 
ciety, medical  section  of  the  National  Tuberculosis 
Association  will  be  held  in  Chicago,  111.,  May  31  to 
June  2,  1965.  The  Medical  Sessions  Committee  in- 
vites submission  before  January  6,  1965  of  papers 
on  all  Scientific  Aspects  of  Tuberculosis  and  Non- 
tuberculosis Respiratory  and  Cardio-Pulmonary  Dis- 
eases. Membership  in  the  Society  is  not  a prerequi- 
site to  participation  on  the  program.  Abstracts  se- 
lected for  presentation  at  the  Annual  Meeting  must 
be  original  contributions  not  previously  presented 
or  published.  Information  concerning  the  submission 
of  abstracts  can  be  obtained  by  writing  Benjamin 
Burrows,  MD,  Chairman,  Medical  Sessions  Com- 
mittee, American  Thoracic  Society,  1790  Broadway, 
New  York  19,  New  York. 

New  Mexico  Conference  for  Postgraduate 
Education  in  Psychiatry  and  Neurology 

The  Fourth  Annual  Seminar  of  this  organization 
will  be  conducted  at  Clovis,  New  Mexico  October 
1-3,  1964.  The  general  theme  of  the  seminar  will 
be  “The  Infirmities  of  the  Aged”  which  will  be 
viewed  and  discussed  by  various  specialists,  including 
Dr.  Martin  Branfonbrenner,  Dr.  Herbert  Fowler  and 
Dr.  David  Davies.  Several  staff  members  and  the 
superintendent  of  the  New  Mexico  State  Hospital 
will  present  papers. 

Final  details  on  this  seminar  will  be  released  to 
all  members  of  the  New  Mexico  Medical  Society  in 
a special  communication  in  the  near  future. 

Course  in  Laryngology  and 
Bronchoesophagology 

November  9 through  21,  1964 

The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine  at  the  Medical  Center, 
will  conduct  a postgraduate  course  in  Laryngology 
and  Bronchoesophagology  from  November  9 through 
21,  1964,  under  the  direction  of  Paul  H.  Holinger, 
MD.  It  will  be  held  at  the  new  Illinois  Eye  and  Ear 
Infirmary,  1855  West  Taylor  Street,  Chicago. 

Registration  will  be  limited  to  15  physicians  who 
will  receive  instruction  by  means  of  animal  demon- 
strations and  practice  in  bronchoscopy  and  esoph- 
agoscopy,  diagnostic  and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  University  of  Illi- 
nois College  of  Medicine,  1853  West  Polk  Street, 
Chicago,  Illinois  60612. 

Nevada  State  Medieal  Association 
And  Reno  Surgical  Society 

The  Nevada  State  Medical  Association  will  hold 
its  Sixty-first  Annual  Meeting  in  conjunction  with  the 
Fourteenth  Annual  Conference  of  the  Reno  Surgical 
Society,  in  Reno,  Nevada  on  November  4,  5,  6 and 
7,  1964. 

For  further  information,  please  contact  Nelson  B. 
Neff,  Executive  Secretary,  Nevada  State  Medical 
Association,  P.  O.  Box  2790,  Reno,  Nevada. 


To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  stay  strong. 

Send  your  check  today! 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND 
RESEARCH  FOUNDATION 

535  North  Dearborn  St.,  Chicago  10,  Illinois 


ama-erp 


Invest  in  the 
future  health 
of  the  nation 
and  your  profession 


V 

Give  to 

medical  education 
througli  AMA-ERF 


/or  August,  1964 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient"). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Sonuf  Compound  % 

carisoproiol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Sonuf Compound+Codeine  Q 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


WALLACE  LABORATORIESy'Cron6ury,  N.J. 


€30-9193 


TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE Am- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  N.  Y. 

7899-4 
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your  business  and  ours 


GOlHePLMCESI 


Frontier  Airlines  speed /links  61  key 
cities  {and  scenic  vacation  centers)  in 
the  vast,  11 -state  mountain  and  plains 
region.  Ifs  done  with  comfort,  de- 
pendability and  convenience.  And, 
with  the  area’s  most  liberal,  flexibfe 
choice  of  air  travel  thrift  plans:  A 
Family  Plan  that  saves  to  75%  seven 
days  weekly,  even  on  Sunday!  50% 
discount  Youth  Fares,  too. 

Help  in  your  business?  It’s  our  pleas- 
ure! Assure  your  travel  pleasure?  It’s 
our  business! 


To  ffy  anywhere  in  the  world,  cad  your  travel  agent  or 


A/Mim£S 


HW  A S H I N G T O N 
S 0 E N E 

A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  House  Ways  and  Means  Committee  handed 
the  Administration  a defeat  by  refusing  to  act  this 
year  on  the  controversial  King-Anderson  plan  for  a 
compulsory  social  security  hospital-medical  program 
for  the  aged. 

However,  King-Anderson  supporters  expressed  the 
hope  the  Senate  would  add  the  proposal  to  a flat  so- 
cial security  cash  benefit  and  tax  increase  bill  adopted 
by  the  Ways  and  Means  panel. 

Rep.  Cecil  King  (D.,  Calif.),  a committee  mem- 
ber and  a sponsor  of  the  King-Anderson  bill,  con- 
ceded the  bill  did  not  have  enough  votes  to  pass  in 
committee.  “I  don’t  want  ever  to  have  an  adverse 
vote,”  he  told  reporters. 

In  addition  to  blocking  King-Anderson,  the  Ways 
and  Means  Committee  decided  to  take  no  action  on 
proposed  changes  in  the  Kerr-Mills  program  of 
federal  aid  to  states  for  health  care  benefits  for  the 
elderly  who  need  financial  assistance  to  pay  hos- 
pital and  medical  bills. 

The  5%  boost  in  the  current  maximum  $127 
monthly  payment  for  retired  social  security  bene- 
ficiaries would  be  the  first  social  security  cash  in- 
crease in  six  years.  It  is  designed  to  keep  the  pension 
payments  abreast  of  the  cost  of  living.  The  increased 
benefit  would  be  financed  by  a tax  rise  that,  in  addi- 
tion to  already-slated  tax  boosts,  would  bring  the 
social  security  levy  by  1971  to  4.8%  paid  by  both 
worker  and  employer  on  the  first  $5,400  of  salary. 
Present  tax  is  3.625%  on  $4,800.  The  benefits  would 
add  up  to  an  extra  $1  billion  a year. 

The  first  motion  before  the  committee  was  to  in- 
crease benefits  by  6%,  but  Rep.  King  urged  the 


King-Anderson  supporters  on  the  Democratic  side 
of  the  panel  to  oppose  this  on  grounds  it  would 
bring  the  social  security  tax  so  high  it  would  be  dif- 
ficult to  attach  King-Anderson  and  even  higher  taxes 
to  social  security. 

Other  Social  Security  changes  in  the  Legislation 
would : 

Extend  social  security  to  an  estimated  150,000 
self-employed  physicians. 

Allow  widows  to  receive  benefits  at  age  60  instead 
of  62  with  a slight  cut  in  payments. 

Continue  payments  to  widows  with  dependent 
children  in  school  until  the  children  reach  age  22 
instead  of  18. 

Commenting  on  the  Ways  and  Means  action.  Dr. 
Norman  A.  Welch,  president  of  the  American  Med- 
ical Association,  declared  the  committee  “acted  wise- 
ly and  responsibly”  in  refusing  to  approve  the  King- 
Anderson  bill. 

In  a statement,  he  declared: 

“We  are  confident  that  this  decision  is  in  keeping 
with  the  attitude  of  the  majority  of  the  American 
people  toward  this  legislation,  as  reflected  in  numer- 
ous surveys  by  members  of  Congress  and  by  private 
opinion  sampling  organizations.” 

Dr.  Welch  said,  “we  have  opposed  King- 
Anderson  legislation  because  it  would  force  heavy 
payroll  tax  increases  on  the  nation’s  workers  and 
their  employers  to  provide  hospitalization  benefits  in- 
discriminately to  all  the  elderly,  the  wealthy  and  the 
well-to-do  included.” 

❖ * * 

The  drug  industry  decided  to  challenge  in  court 
the  controversial  Food  and  Drug  Administration  regu- 
lation requiring  drug  makers  to  produce  proof  of 
efficacy  for  virtually  all  new  drugs  approved  since 
1938,  in  addition  to  other  provisions. 

The  industry  has  argued  that  Congress  intended 
for  the  law  to  apply  only  to  new  drugs  since  enact- 
ment of  the  legislation.  The  FDA  asserted  that  “what 
Congress  intended  was  a comprehensive  review  of 
all  drugs  now  on  the  market  as  a result  of  new  drug 
clearance.” 


Announcement 

The  National  Foundation-March  of  Dimes  is  pleased  to  announce  the  availability 
of  its  new  bibliography.  Professional  Education  Publications. 

Publications  on  birth  defects,  chromosomes,  genetics,  arthritis,  and  some  of  the 
basic  sciences  are  described;  information  on  The  National  Foundation-March  of  Dimes 
Professional  Film  Library  and  on  publications,  films  and  exhibits  for  the  lay  public  is 
included.  A tear-off  easy-to-use  order  form  is  appended  to  the  bibliography. 

Copies  may  be  obtained,  free  of  charge  from: 

The  Medical  Department 

The  National  Foundation-March  of  Dimes 

800  Second  Avenue 

New  York,  New  York  10017 
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PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-aOO 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

: Precantfons:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
i Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
: present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


WALLACE  LABORATORIES 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 

capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


I Cranbury,  N.  J. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . stiU  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 


401004 


Me 


.ONTHLY  AND  ANNUAL  AWARDS  Sponsored  by 
the  Wyeth  Laboratories  are  granted  Student  AMA 
competitions  entitled  “In  My  Opinion.”  A recent 
award  went  to  Dr.  M.  J.  Halberstram,  a resident 
at  the  George  Washington  University  Hospital. 

The  title,  “Robot 
The  Personal  Approach  Physicians  and  How 

They’re  Made,” 
discusses  treatment  of  the  whole  patient- — ^not 
a “case.”  He  urged  that  interns  and  residents 
should  not  allow  their  attitudes  to  become  de- 
personalized, and  that  empathy  in  patient  care  is 
not  inconsistent  with  modern  medicine.  Rather,  it 
should  be  a part  of  it.  The  result  will  be  happier 
patients,  fewer  complaints,  and  better  public  re- 
lations for  our  profession. 

We  are  glad  to  see  recognition  of  our  perennial 
plea,  which  adds  up  to  The  Golden  Rule—- no 
matter  how  you  say  it! 


W. 


Too  Busy 
With  the  New! 


E INVITE  YOUR  ATTENTION  to  the  article  in 
this  issue,  “Venereal  Disease  Control”  by  Dr. 
Rodney  F.  Kendall  of  Great  Falls,  Montana.  This 
paper  is  enjoyable  reading,  but  more  than  that,  it 
is  stimulating  and  provocative.  Medicine  has  cures 
for  the  venereal  diseases.  We 
have  the  potential  to  eliminate 
venereal  disease,  if  we  will— 
if  we  are  not  too  busy  to  re- 
member or  too  involved  in  newer  aspects  of  med- 
icine to  care! 

Similarly,  in  the  JAMA,  March  28,  1964,  is  a 
special  contribution  by  James  L.  Goddard,  MD, 
of  the  U.  S.  Public  Health  Service,  entitled  Small- 
pox, Diphtheria,  Tetanus,  Pertussis,  and  Poliomye- 
litis Immunization.  This  is  a discussion  of  five 
other  diseases  which  can  be  prevented  and  “about 
which  we  could  say  that  one  (case)  is  too  many.” 
Tetanus  is  “a  totally  unnecessary  disease”  since 
we  have  a vaccine  practically  100  per  cent  ef- 
fective, and  yet  it  is  estimated  that  there  will  be 
several  hundred  cases  this  year,  and  the  disease 
has  a 50  per  cent  fatality  rate.  There  have  been  no 
confirmed  cases  of  smallpox  in  the  United  States 
for  many  years,  but  this  is  because  our  immigra- 
tion quarantine  system  has  been  so  effective,  not 
because  we  have  maintained  a high  immunity  rate 
in  our  country  by  vaccination  and  re-vaccination, 


and  there  are  large  segments  of  our  population  ex- 
tremely vulnerable  to  the  disease  if  by  accident 
they  were  exposed.  There  are  four  milhon  chil- 
dren not  protected  against  diphtheria!  In  1962 
there  were  17,000  cases  of  pertussis.  Because  pro- 
tection against  polio  is  now  so  easy  we  face  the 
same  problem  we  have  with  syphihs  where  cura- 
tive drugs  brought  dramatic  decline  in  incidence 
but  “with  this  dechne  came  lack  of  interest  and 
lack  of  effort,  lack  of  reporting  and  lack  of  epi- 
demiology.” 

What  is  the  gain  when  a brilliant  effort  using 
steroids  and  new  miracle  drugs  heals  a previous 
incurable  disease  if  at  the  same  moment  a youth 
is  crippled  by  one  of  these  diseases  which  can  be 
prevented?  What  a tragic  satire  when  a team  of 
physicians  and  surgeons  with  great  skill,  industry 
and  expense  save  a life  with  a heart  operation  or 
a transplant  if  a life  is  lost  from  one  of  these  dis- 
eases over  which  medicine  should  have  100  per 
cent  control! 

Are  we  too  busy  with  the  new? 


Abuse  of 

Compensation 

Funds 


E NOTE  that  Governor  Scranton  of  Pennsyl- 
vania demands  reform  in  state  laws  governing  un- 
employment compensation.  Such  is  overdue  in 
most  of  our  country,  though  perhaps  more  urgent 
where  the  reserve  fund  has  gone  broke.  The  com- 
pensation was  instituted  to 
tide  over  workers  temporarily 
idled  and  while  hunting  new 
jobs.  However,  chiselers  si- 
phon off  the  funds  and  others 
violate  legal  loopholes. 

There  have  been  people  making  careers  of  un- 
employment compensation — actors  between  pic- 
tures, baseball  players  between  seasons,  among 
others.  We  don’t  need  to  go  to  the  west  coast  or  to 
Oklahoma  to  find  examples.  A few  months  ago,  an 
itinerant  “worker”  from  an  adjacent  state  re- 
quested a date  for  an  elective  operation  so  that  he 
could  report  personally  and  on  time  to  pick  up  his 
check.  When  asked  why  he,  an  able-bodied  rousta- 
bout and  part-time  musician,  was  entitled  to  un- 
employment compensation  he  merely  told  his  ben- 
efactors that  he  couldn’t  find  work.  They  didn’t 
seem  concerned,  he  said,  whether  he  had  tried! 
Another  idler  was  making  a fetish — not  to  keep 
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him  from  harm,  but  rather  from  work — of  a 
small  functionally  unimportant  burn  scar  on  his 
forearm.  Offered  immediate  surgery,  he  departed 
for  home  to  collect  his  check  and  hasn’t  been 
heard  from  since. 

Organized  labor  opposes  tightening  compen- 
sation laws,  despite  the  fact  that  sound  reserve 
funds  protected  from  pilferers  would  be  for  the 
benefit  of  all  union  members.  We,  as  physicians, 
could  be  more  alert  for  malingering  and  more 
realistic  in  reporting  it.  Authorities  at  compensa- 
tion headquarters  should  demand  more  frequent 
re-evaluation  of  alleged  disability.  Timely  inves- 
tigation, consultation,  and  sharing  responsibility 
of  decision  with  other  physicians  and  other  spe- 
cialties would  save  them  thousands  of  dollars  and 
abuse  of  their  funds. 


Before  all  good  doers,  politicians,  and  the 
President  would  succeed  in  inflicting  upon  us  the 
Utopia  of  medical  care — and  before  Meany  and 
Reuther  are  permitted  to  establish  “their  feet  in 
the  door”  in  order  to  expand  this  program  to 

totalitarian  social- 
Perspectives  on  Medicare  [zed  medicine — 
— or  the  we  should  con- 

24-Hour  Slave  Service  template  what  the 

medical  picture  is 
in  other  countries  in  which  the  government  is  the 
employer  as  well  as  the  exploiter  of  the  physicians. 
A minor  example  of  medical  practice  under  the 
National  Health  Service  in  England  is  the  follow- 
ing episode: 

A woman  discovered  late  in  the  evening  that 
her  supply  of  anticonceptional  pills,  prescribed 
by  a physician  under  the  National  Health  Service 
was  exhausted.  She  called  up  the  doctor  and  asked 
him  to  make  a house  call.  The  physician  refused. 
The  following  question  was  made  in  the  British 
Parliament: 

“To  what  extent  is  a physician  who  prescribes 
contraceptive  tablets  on  a National  Health  Service 
prescription  form,  and  is  called  out  late  at  night 
to  a patient  who  had  exhausted  her  supply,  in 
breach  of  his  terms  of  service  when  he  refuses  to 
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attend?”  The  Minister  of  Public  Health  as  boss 
of  the  physicians  was  “condescending”  and  replied 
that  in  the  described  case  the  physician  was  not 
breaking  his  terms  of  service. 

Saskatchewan-  or  Belgium-fike  strikes  appear 
to  be  the  only  answers  to  such  a 24-hour  slave 
service  for  physicians. 

Jacobus  H.  Verhave,  MD 
Portales,  New  Mexico 


Too  FREQUENTLY  arguments  for  or  against  na- 
tional compulsory  health  care  (“Socialized  Med- 
icine”) are  lost  in  elaborate  charts  and  tables 
coupled  with  statistical  analyses  that  create  con- 
fusion and  delete  personal  and  individual  consid- 
erations which  are  the  heart 
In  Re  the  of  the  matter.  A recent  letter 

Welfare  State  from  London,  written  by  an 
intelligent  English  woman  who 
had  major  surgery  in  this  country  several  years 
ago,  throws  penetrating  light  upon  the  problem 
which  says  more  than  voluminous  official  health 
service  reports  can  ever  say.  It  is  refreshing  to  be 
able  to  reprint  a part  of  her  letter: 

I’ve  had  absolutely  no  trouble  with  my  back  since 
I saw  you.  It  is  behaving  wonderfully  well.  This  is 
particularly  encouraging  for  me,  because  now  I am 
pregnant,  and  I am  expecting  the  babe  at  the  end 
of  July.  As  you  can  imagine,  I am  very  thrilled  and 
happy  about  this;  so  is  Tony.  I feel  confident  that  my 
back  will  continue  to  behave.  This  is  marvelous,  be- 
cause I know  I’d  have  been  scared  if  it  had  continued 
as  bad  as  it  was  before  I saw  you. 

I am  being  looked  after  by  the  National  Health 
Service — and  how  I hate  it!  I know  that  medically  it 
is  good,  and  everything  is  checked  and  looked  after, 
and  this  is  the  main  thing,  of  course.  But  you  are 
made  to  feel  exactly  like  a sausage  in  a machine,  and 
not  at  all  like  a human  being,  and  you  can’t  help 
wishing  someone  took  a little  interest  in  you.  We  pay 
a lot  of  money  over  the  years  for  the  Service,  and 
yet  the  attitude  is  that  we  are  a considerable  nuisance, 
and  they  are  doing  us  a favor!  Ah  well — c’est  la  vie 
— or  anyway,  the  welfare  state. 

It  poignantly  sums  up  what  we  have  been  say- 
ing for  many  years.  “They  make  you  feel  just  like 
a sausage  in  a machine.”  The  truly  good  medical 
care,  as  we  know  it,  has  as  its  keystone  the  secure 
knowledge  and  confidence  that  the  patient’s  phy- 
sician is  his  doctor,  and  that  he  is  interested  in 
the  patient  as  an  individual,  and  not  as  a “sausage 
in  a machine.” 

Irvin  E.  Hendryson,  MD 
Denver 
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Venereal  disease  control 


A stimulating  presentation  of  an 
exciting  community  program  to  control 
venereal  disease. 

In  the  past  months  we  have  heard  sharp  warn- 
ing, fortified  by  statistics,  of  the  alarming  rise  in 
incidence  of  syphilis  and  other  venereal  diseases. 
These  rumbhngs  have  appeared  from  time  to  time 
in  many  professional  journals,  but  most  doctors 
flip  the  pages  with  only  a passing  glance.  The  num- 
bers, charts,  graphs  and  speeches  hold  meaning 
for  those  who  prepare  them,  but  tend  to  be  ig- 
nored by  the  reader  who  has  read  the  same  words 
and  seen  the  same  jagged  lines  and  bars  on  the 
other  graphs,  as  they  pertain  to  blood  pressures, 
economic  growth,  rise  of  Communism,  unemploy- 
ment, or  bladder  function.  Excellent  articles  have 
appeared  in  the  lay  press,  notably  in  Look,  Mc- 
Call’s and  Ladies’  Home  Journal,  but  they  are 
read  only  by  a select  few. 

The  problem  of  venereal  disease  control  lies 
directly  within  each  community,  not  primarily  in 
the  state  capitol  or  in  Washington.  Disease  con- 
trol lies  in  four  areas:  1.  Prevention  of  infection. 
2.  Locating  infected  cases.  3.  Accurate  diagnosis. 
4.  Effective  treatment.  In  every  community  all 
of  these  are  available.  We  have  excellent  diag- 
nostic tests,  and  a sure  cure  if  infected  cases 
are  located.  Since  the  only  effective  means  of 
preventing  the  disease  is  to  avoid  intimate  con- 
tact with  an  infected  person,  it  is  logical  that  the 
first  step  in  the  campaign  of  control  is  to  bring 
accurate  information  about  venereal  disease  to 
everyone  of  the  sexually  active  age  period.  Al- 
though it  is  well  recognized  that  a certain  number 
of  infections  will  always  occur,  there  is  good  prob- 
ability that  the  well-informed  person  will  think 
twice  before  permitting  an  exposure.  A promis- 
cuous person,  if  exposed  and  infected,  will  recog- 
nize the  earliest  symptoms  and  report  to  his  phy- 
sician where  effective  treatment  can  be  given  be- 

From  the  Great  Falls  Clinic. 


Rodney  F.  Kendall,  MD,  Great  Falls,  Montana 

fore  others  are  exposed.  Minimal  time  is  lost  in 
beginning  the  epidemiologic  search  for  other  con- 
tacts. 

We  find  a great  rise  in  infectious  syphilis  in  the 
teen-age  group.  It  is  also  in  this  group  that  we 
find  the  greatest  lack  of  factual  knowledge  of 
venereal  disease.  This  is  understandable.  A whole 
generation  has  grown  into  adult  life  since  the  last 
VD  educational  campaign.  Modem  parents  have 
little  factual  information  themselves.  They  have 
been  led  to  believe  that  venereal  disease  is  a thing 
of  the  past,  and  it  is  a nasty  word  that  need  not  be 
brought  into  their  children’s  lives.  Meanwhile  these 
parents  are  blissfully  ignorant  that  their  youngsters 
feel  the  same  old  urges  and  are  exploring  in  total 
ignorance  of  potential  danger.  Our  children  are 
bombarded  around  the  clock  with  suggestive 
songs,  semi-nude  pictures,  and  frank  descriptions 
of  the  activities  of  Christine  and  Mandy  and  their 
friends  in  newspapers  and  magazines.  No  one  tells 
them  the  other  half  of  the  story — we  want  to  pro- 
tect them  from  all  that  is  not  sweetly  rosy.  When 
a boy  has  a warm  cuddly  companion  in  his  arms, 
far  from  home  and  mother,  in  the  privacy  of  a 
parked  car,  everything  else  is  forgotten  in  that 
golden  dizzy  hour  of  ecstasy — or  have  you  for- 
gotten? 

Who  is  to  teach  the  boys  and  girls  and  their 
parents?  How  shall  it  be  done?  The  doctor  in  his 
office,  the  minister,  and  the  social  worker  can 
reach  only  a few.  There  is  only  one  way  in  which 
we  can  eventually  reach  every  person  in  the  com- 
munity. This  is  through  the  health  classes  at 
schools — -and  it  must  be  done  early.  The  children 
who  need  this  information  often  are  the  “drop- 
outs” after  eighth  grade  or  early  high  school.  The 
project  of  bringing  information  about  venereal  dis- 
ease to  the  adult  population  is  great,  but  teaching 
it  to  teen-agers  is  potential  political  dynamite  un- 
less the  parents  understand  what  is  being  taught 
and  why.  Otherwise  they  will  make  loud  demands 
to  bum  the  books  and  confiscate  the  films  as  por- 
nographic, regardless  as  to  whether  those  adults 
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who  scream  the  loudest  have  ever  seen  the  ma- 
terial presented.  It  is  essential  that  we  plan  an 
educational  campaign  as  carefully  as  the  strategy 
of  a military  offensive. 

Fortunately  there  are  now  audio-visual  aids  for 
the  teachers,  who  are  themselves  often  poorly  in- 
formed and  shy  in  discussions  of  anything  pertain- 
ing to  sex.  The  Kansas  State  Department  of  Health 
and  the  U.  S.  Public  Health  Department  have  pro- 
duced two  excellent  movies,  “The  Innocent  Party” 
and  “Dance,  Little  Children.”*  No  matter  how  in- 
formed a teacher  or  doctor  or  nurse  may  be,  no 
matter  how  dramatic  his  approach,  he  cannot  com- 
pete with  a movie,  well  produced  in  color  and 
sound.  We  might  as  well  utilize  movies  and  TV, 
the  greatest  educational  forces  of  our  times. 

“The  Innocent  Party”  is  a 17  minute  film  show- 
ing medical  facts  that  children  and  parents  can 
comprehend,  done  in  story  form  that  holds  their 
interest.  This  film  is  particularly  suitable  for  the 
school  room  and  small  groups.  The  scientific  na- 
ture of  the  diagrams  makes  it  somewhat  unsuit- 
able for  TV  use.  The  second  movie  “Dance,  Little 
Children,”  truly  a masterpiece  in  25  minutes,  tells 
of  the  epidemic  that  can  take  place  in  one  com- 
munity, the  psychological  reactions  of  its  teen-age 
victims  and  their  parents,  and  the  way  the  in- 
fected patients  were  located  and  brought  to  treat- 
ment. This  is  completely  suitable  for  showing  to 
all  age  groups  above  the  age  of  12. 

In  the  campaign  in  Cascade  County,  Montana, 
and  surrounding  area,  our  first  objective  was  to 
awaken  interest  among  doctors  of  the  community, 
to  renew  their  knowledge  of  the  diseases,  to 
heighten  their  index  of  suspicion,  and  to  enhst 
their  cooperation  both  in  the  educational  cam- 
paign and  in  reporting  infected  patients  to  the 
health  department.  We  accomplished  this  by  show- 
ing films  to  the  doctors  at  the  county  medical  so- 
ciety and  hospital  staff  meetings.  Of  course  there 
was  not  100  per  cent  attendance  at  these  meet- 
ings, but  a large  number  of  doctors  heard  about 
the  project,  and  the  information  was  passed  by 
word  of  mouth  to  others.  The  main  tool  of  the 
project  for  informing  doctors  was  a group  of  films. 
The  first,  “Identification  of  Early  Syphilis,”  is  a 
technical  film  of  excellent  quality  to  refresh  the 
memory  of  the  signs  and  symptoms,  but  the  doc- 
tors were  equally  interested  and  impressed  with 
the  lay  films,  “The  Innocent  Party”  and  “Dance, 
Little  Children.”  We  found  that  these  movies, 
made  in  sound  and  color  and  containing  timely 

* These  are  available  to  doctors  and  health  educators  from 
the  State  Health  Department  of  most  states. 


information,  were  by  far  the  most  effective  device 
in  obtaining  and  holding  interest.  A local  syphilol- 
ogist  and  a field  representative  from  the  Division 
of  Disease  Control  of  the  State  Department  of 
Health  also  discussed  local  conditions  and  facilities 
available  from  local  and  state  agencies. 

After  obtaining  the  active  cooperation  of  the 
doctors  of  the  community,  we  showed  the  lay 
films  to  many  adult  groups,  such  as  service  clubs, 
the  Ministerial  Association,  P.T.A.  Council,  youth 
and  adult  groups  in  the  church,  boys’  and  girls’ 
advisors  in  public  and  parochial  schools — in  fact, 
whenever  a half  dozen  people  gathered,  we  set  up 
a projector  and  screen.  During  the  early  part  of  the 
project,  one  of  the  feature  announcers  on  a tele- 
vision station  (KRTV)  interviewed  the  writer  on 
the  morning  current  events  program.  On  the  basis 
of  audience  response  to  this  interview,  and  after 
seeing  the  films,  the  station  manager  decided  to 
show  the  film,  “Dance,  Little  Children,”  on  prime 
evening  time,  and  to  follow  it  with  a panel  discus- 
sion. In  preparing  for  this  program,  we  obtained 
TV  clearance  for  the  movie,  and  selected  a panel. 
It  was  easy  to  obtain  six  participants  besides  the 
moderator  who  was  both  station  manager  and  a 
member  of  the  local  school  board;  we  asked  the 
president  of  the  Ministerial  Association,  a Catholic 
priest  who  was  the  boys’  advisor  at  the  parochial 
schools,  the  girls’  advisor  at  the  public  high 
schools,  a psychiatrist,  a mother  of  school-age 
children,  and  a syphilologist. 

During  this  project,  and  following  the  broad- 
casts, we  did  not  receive  one  single  unfavorable 
phone  call  or  “letter  to  the  editor.”  On  the  con- 
trary, the  support  and  cooperation  from  all  sides 
was  so  enthusiastic  as  to  be  almost  surprising.  It 
was  as  if  everyone  was  waiting  and  hoping  for 
enlightenment  on  this  subject,  and  many  urged 
that  further  broadcasts  and  discussions  be  held. 

A side  effect,  not  anticipated  in  the  early  plan- 
ning, was  the  opening  of  channels  of  communica- 
tion between  parents  and  teen-age  children,  al- 
lowing them  to  talk  more  freely  about  sex  develop- 
ment and  behavior.  Most  psychologists  agree  that 
sex  education  should  be  a continuing  process  in 
the  home  and  should  be  taught  by  parents.  The 
flaw  in  this  theory  lies  in  the  feelings  of  inade- 
quacy on  the  part  of  the  parents,  both  in  factual 
knowledge  and  in  sense  of  security  that  allows 
them  to  talk  openly  and  without  embarrassment. 

We  cannot  yet  evaluate  the  final  results  of  this 
project.  The  immediate  effect  was  to  place  the 
two  films  into  the  curriculum  of  the  Health  Edu- 
cation  Classes  of  Great  Falls  Public  Schools  and 
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at  least  twenty  other  high  schools  of  the  state.  In 
these  classes,  venereal  disease  will  be  taught  along 
with  chickenpox,  poho,  and  tuberculosis,  as  com- 
municable diseases  with  appropriate  comment  on 
the  methods  of  transmission.  Both  parents  and 
children  are  given  factual  knowledge,  and  discus- 
sion of  venereal  diseases  is  brought  out  of  the 
realm  of  salacious  gossip  and  superstition.  Parents 
and  their  children  are  given  a common  ground 
whereby  they  can  discuss  more  freely  the  sexual 
development  and  interpersonal  relationships  of 
adolescence,  and  some  mutual  understanding  is 
brought  into  the  bewildering  lives  of  parents  and 
their  children. 

In  summary,  we  have  shown  a method  by 
which  adults  and  adolescents  can  be  made  aware 
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Due  to  the  generous  co-operation  of  the  De- 
partment of  Highways,  the  Motor  Vehicle  Divi- 
sion, and  the  Colorado  State  Patrol,  it  has  been 
possible  to  study  aU  fatal  crashes  in  Colorado  in 
the  last  two  years  in  which  at  least  one  person 
was  wearing  a seat  belt.  At  the  outset,  it  should 
be  understood  that  this  study  does  not  attempt  to 
ascertain  the  protection  afforded  by  a seat  belt.  A 
study  of  232  matched  pairs  of  crashes  with  and 
without  seat  belts,  by  the  Cornell  group,^  to  be 
published  soon,  proves  that  the  seat  belt  is  not 
enough.  Although  this  investigation  confirms  this 
observation,  the  purpose  of  the  study  is  to  learn 
why  belts  must  frequently  fail  to  protect — motor- 
cars being  constructed  the  way  they  are. 

In  Colorado  during  1962  and  1963,  there  were 
51  persons  fatally  injured  in  33  automobile  acci- 
dents, in  which  at  least  one  person  was  wearing 
a seat  belt.  There  were  129  persons  and  59  auto- 
mobiles involved  in  these  33  fatal  crashes.  Twenty- 
three  of  those  fatally  injured  were  wearing  seat 
belts.  Data  of  these  fatal  accidents  are  summarized 
in  Table  1.  On  analysis,  the  fatalities  were  from 
steering  shaft  displacement,  roll-over,  or  crushing  of 
car  interior,  except  for  one  belted  passenger  who 
died  because  of  head  injuries  incurred  by  striking 


* Dr.  Campbell  is  Chairman  of  the  Automotive  Safety  Com- 
mittee, Colorado  Medical  Society.  - A 


of  the  problems  of  venereal  disease.  We  propose 
that  the  campaign  be  continued  regularly  and  in- 
definitely, by  teaching  the  children  facts  about 
venereal  disease  as  part  of  their  school  health  edu- 
cation, and  by  teaching  adults  through  the  media 
of  newspaper  articles,  magazine  articles,  and  es- 
pecially TV  programs.  This  continuing  education 
should  contribute  materially  to  a reversal  in  the 
sharp  rise  in  these  infections  by  reminding  each 
person  to  avoid  exposure  to  infection;  but  if  in- 
fections take  place,  it  will  also  remind  the  patient 
to  seek  immediate  care.  Only  by  eternal  vigilance 
and  continuous  educational  campaign  as  children 
grow  into  adults,  and  as  adults  forget  what  they 
once  learned,  can  we  expect  to  control  venereal 
disease.  • 


the  instrument  panel — a death  preventable  by 
adequately  padded  panel  or  shoulder  strap. 

Steering  shaft  displacement 

Five  drivers,  one-third  of  the  belted  ones  fatally 
injured,  were  killed  because  the  solid  steel  steer- 
ing shaft  was  displaced  back  into  the  drivers’ 
seating  space  for  a distance  of  one  and  a half  to 
two  and  a half  feet.  These  were  severe  crashes, 
but  the  drivers’  seating  space  was  not  otherwise 
severely  encroached  upon.  One  of  these  deaths 
was  in  a compact  in  which  the  steering  shaft 
starts  from  a point  some  two  inches  in  front  of 
the  leading  surface  of  the  front  tires.  In  almost 
any  crash  involving  the  left  front  comer,  the  shaft 
is  routinely  displaced  backwards.  In  the  fatal 
crash,  the  shaft  was  displaced  a measured  two 

TABLE  1 

33  FATAL  CRASHES  IN  COLORADO  IN 
1962  AND  1963  IN  WHICH  AT  LEAST  ONE 
PERSON  WAS  WEARING  A SEAT  BELT 


Fatally  Injured  Survived 

With  Seat  Belts  

23 

26 

Drivers  

15 

18 

Passengers  

8 

8 

Without  Belts  

28 

52 

Drivers  

8 

18 

Passengers  

20 

34 

Total  

51 

78 

fatal  crashes  with  seat  belts 

Horace  E.  Campbell,  MD,  Denver* 
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feet,  and  broke  the  driver’s  neck.  He  had  no  other 
injuries  of  consequence. 

That  severe  crashes  with  steering  shaft  dis- 
placement can  be  survived  with  a seat  belt  is 
illustrated  by  a case  in  a previous  series^  where  the 
driver  was  fortunate  to  be  thrown  to  the  left,  so 
that  the  steering  shaft  passed  over  his  right 
shoulder,  and  the  steering  wheel  came  to  rest  be- 
hind the  front  seat  back.  It  must  be  pointed  out 
that  a shoulder  strap  in  this  case  would  have  pre- 
vented this  survival,  although  for  maximum  pro- 
tection we  must  add  upper  torso  restraints  to  the 
current  lap  belt.  The  Liberty  Mutual  Survival  Car 
has  eliminated  the  solid  steel  steering  shaft. 

Roll-overs 

There  were  eight  roll-overs  in  this  series;  all 
the  drivers  had  belts  fastened;  three  survived,  and 
five  were  fatally  injured.  There  were  three  right 
front  seat  passengers,  all  with  seat  belts  fastened; 
one  survived  with  scarcely  any  injury,  and  two 
were  fatally  injured.  In  one  of  the  latter,  a right 
side  impact  preceded  the  roll-over  and  was  the 
probable  cause  of  the  fatality. 

Door  opening  was  the  definitive  factor  in  four 
of  the  five  driver  fatalities  in  roll-overs.  Three  of 
the  four  deaths  were  in  European  compacts,  and 
one  in  a late-model  American  car.  These  recall 
the  accident  of  Dr.  John  Waugh,  distinguished 
surgeon,  who  was  wearing  a seat  belt  when  his 
car  rolled,  the  door  opening,  and  death  resulting 
from  multiple  skull  fractures. 

Although  door  locks  have  been  improved  be- 
ginning with  the  1956  models,  doors  continue  to 
pop  open  in  roll-overs.  It  is  in  this  type  of  acci- 
dent that  upper  torso  control  is  needed  to  keep  the 
head  inside  the  car  under  any  circumstances.  For 
the  shoulder  strap  to  come  into  general  use,  we 
must  have  built-in  attachment  points  in  forth- 
coming cars,  because  shoulder  straps  are  more 
difficult  to  attach  than  were  seat  belts  before  built- 
in  attachment  points  for  these  were  provided. 
New  York  State  is  the  first  to  introduce  legisla- 
tion requiring  built-in  shoulder  strap  attachment 
points,  and  other  States  should  quickly  follow. 
Although  the  small  foreign  cars  have  shortcom- 
ings as  regards  protection,  it  must  be  pointed  out 
that  both  the  Volvo  and  the  Volkswagen  have 
ten  built-in  strap  attachment  points,  three  for 
each  of  two  front  seat  passengers,  and  two  for 
each  of  two  rear  seat  passengers.  We  plead  for 
twelve  such  points  in  all  cars,  so  that  upper  torso 
control  may  be  provided  for  at  least  four  car  oc- 
cupants. 


Crushing  of  car  interior 

Five  drivers  were  killed  by  the  destruction  of, 
or  severe  encroachment  upon,  their  seating  space. 
In  perhaps  two  of  these,  upper  torso  control  by 
means  of  a shoulder  strap  might  have  allowed 
survival  since  there  was  marked  bending  forward 
of  the  steering  column  by  body  impact.  Five  of 
the  eight  passenger  fatalities  were  crashes  from 
the  side  with  penetration  of  the  passenger  seating 
space.  Seat  belts  can  be  expected  to  provide  little 
or  no  added  protection  in  this  type  of  crash. 

There  would  appear  to  be  several  improvements 
which  might  be  made  to  reduce  injuries  in  blows 
from  the  side.  We  have  noted  that  liver  injuries 
are  a prominent  feature  of  crashes  from  the  right 
side,  and  in  non-fatal  accidents  without  liver  in- 
juries, the  arm  rest  seems  to  be  the  cause  of  very 
disabling  bruises.  We  suggest  the  use  of  one  of  the 
plastic  foams  for  the  molding  of  broad  based  arm- 
rests. These  plastic  foam  armrests  might  well  be 
an  integral  part  of  a two-inch  sheet  of  this  padding 
material  applied  over  all  the  lateral  surfaces  of 
the  car  interior.  This  is  protection  which  will  not 
need  the  consent  or  decision  of  the  occupants  for 
use,  but  will  be  built-in  and  inconspicuous,  but 
ever-present  for  the  time  of  need. 

Aluminum  honey-comb  material  has  wide- 
spread use  in  airplane  construction.  Other  metals 
and  alloys  can  be  thus  formed,  and  when  elec- 
trically welded  to  the  “skin”  material  provide  the 
lightest  and  strongest  type  of  construction  yet  de- 
vised. Undoubtedly  side  panels  of  these  materials 
would  save  many  lives. 

However,  perhaps  an  even  more  important 
and  immediately  available  remedy  is  reversion 
to  the  old-style  wide  and  concave  bumper.  The 
bumpers  for  the  last  three  years  are  narrow  and 
convex  and  are  bound  to  override.  In  fact,  a 
former  automobile  engineer  states  that  “.  . . many 
auto  designers  are  now  shaping  front  bumpers  in 
an  attempt  to  ride  over  the  bumper  of  the  car 
ahead.”®  In  end-to-end  crashes  this  can  be  very 
expensive,  but  perhaps  not  too  dangerous  to  the 
car  occupants.  However,  in  lateral  crashes,  the 
modem  bumper  over-rides  the  side  rails  (if  any) 
and  penetrates  the  impacted  car  more  deeply  than 
formerly.  In  those  cars  .without  frame  side  rails, 
fatalities  are  significantly  greater  in  lateral  crashes. 
A wide  concave  bumper,  on  the  other  hand,  like 
those  in  cars  of  the  mid-40’s,  would  engage  and 
remain  in  contact  with  the  side  rails  and  inflict 
less  damage  to  occupants  of  the  laterally  im- 
pacted car,  and  also  would  produce  very  much  less 
property  damage  in  any  end-to-end  crash.  Insur- 
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ance  underwriters  are  aware  of  the  destructive 
qualities  of  the  modem  bumper  and  call  it  “that 
decorative  bauble.” 

Conclusions 

All  motorists,  in  both  front  and  rear  seats, 
should  wear  seat  belts  whenever  the  car  is  in  mo- 
tion. We  beg  the  carmakers  to  provide  built-in 
seat  belt  attachment  points  for  the  rear  seat,  just 
as  they  have  for  the  front  seat  since  the  1962 
models. 

Twenty-three  crash  fatalities  to  seat  belt  wearers 
are  reported  and  analyzed.  An  extremely  wide 
range  of  motion,  and  potential  injury,  is  still  avail- 
able to  the  head  of  the  belted  motorist.  Upper 
torso  control  and  restraints,  in  addition  to  the 
seat  belt,  are  needed.  We  beg  the  carmakers  to 
provide  built-in  shoulder  strap  attachment  points 
for  all  belt  positions,  front  and  rear.  Two  popular 


foreign  cars  have  done  this  for  the  last  two  years. 

Side  impact  fatalities  are  increasing  and  the 
carmakers  must  give  the  motorist  more  protection 
in  crashes  of  this  nature.  Current  bumpers  pro- 
vide almost  no  protection  for  car  or  occupants, 
and  actually  increase  property  damage  and  oc- 
cupant injury.  The  most  serious  design  defect  of 
the  current  automobile  is  the  steering  assembly, 
against  which  the  driver  is  hurled  to  his  death, 
or  which  is  displaced  backwards  on  impact  to 
kill  the  driver  wise  enough  to  wear  a seat  belt 
and  shoulder  strap.  • 
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Clinical  tests  of  renal  function* 


Karl  H.  Shipman,  MD,  Denver 


The  author  presents  practical  tests  now 
available  for  assessment  of  renal  function. 

Introduction 

Since  Bowman’s  description  of  the  microscopic 
anatomy  of  the  kidney  in  1832,  renal  physiologists 
have  attempted  to  correlate  function  with  mor- 
phologic change.  Recent  approaches  have  involved 
use  of  more  sophisticated  technics  such  as  stop- 
flow  procedures,  electron  microscopy,  microper- 
fusion studies  and  micropunctures  of  isolated  seg- 
ments in  single  nephrons.  Although  these  tools  are 
indispensable  to  the  research  laboratory,  they  are 
not  yet  available  or  practical  to  the  clinician.  The 
purpose  of  this  paper  is  to  review  the  practical 
approaches  presently  available  for  assessment  of 
renal  function. 

Basic  physiology 

The  nephron,  the  functional  unit  of  the  kidney, 
is  approximately  20-50  micra  in  diameter,  and 
50  mm.  in  length.  It  is  composed  of  the  glomerulus, 

* Presented  in  part  at  the  Lahey  Clinic  Seminar  in  Internal 
Medicine,  Boston,  Massachusetts,  April  15,  1963.  Acknowl- 
edgement is  made  to  Searle  Rees,  MD,  Instructor  in  Med- 
icine, Harvard  Medical  School,  for  reviewing  this  manuscript. 


proximal  convoluted  tubule,  loop  of  Henle,  distal 
convoluted  tubule,  and  collecting  duct.  The  kid- 
ney derives  its  blood  supply  via  the  renal  artery 
which  divides  into  five  segmental  arteries,  which 
then  branch  into  arcuate  arteries  lying  along  the 
corticomedullary  junction.  From  the  latter  come 
the  smaller  interlobular  arteries  that  penetrate 
the  cortex  and  terminate  as  the  afferent  arterioles. 
Blood  enters  the  glomerulus  through  an  afferent 
arteriole  and  leaves  via  an  efferent  arteriole.  This 
unique  system  has  the  potential  to  vary  filtration 
pressure  and  rate  within  the  glomerular  tuft  irre- 
spective of  renal  blood  flow. 

At  rest,  approximately  one-fifth  of  the  total 
cardiac  output  flows  through  the  kidneys,  produc- 
ing renal  blood  flow  (RBF)  of  1,100  cc./min. 
Assuming  a hematocrit  of  45  per  cent,  the  renal 
plasma  flow  (RPF)  is  600  cc./min.  Of  this, 
120  cc./min.  of  protein-free  filtrate  is  passed 
through  the  glomerulus,  and  this  represents  the 
glomerular  filtration  rate  (GFR).  The  ratio  of 
the  GFR  to  the  RPF  is  called  the  filtration  frac- 
tion and  normally  is  0.2.  With  GFR  of  120  cc./ 
min.,  it  can  be  seen  that  180  L.  of  protein-free 
fluid  is  filtered  per  24  hours,  and  since  only  1-2 
L.  of  urine  are  eventually  excreted,  the  tubules 
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must  reabsorb  approximately  178  L.  of  fluid  per 
day. 

Kidney  function  can  be  broken  down  into  three 
categories,  namely,  (1)  renal  blood  flow,  (2) 
glomerular  function,  and  (3)  tubular  function. 
The  remainder  of  this  presentation  will  now  be 
devoted  to  these  specific  categories. 

Renal  blood  flow 

As  mentioned,  normal  RBF  is  1,100  cc./min. 
However,  that  this  value  actually  represents  the 
effective  renal  blood  flow  (ERBF)  since  8 per 
cent  (150  cc./min.)  of  the  total  RBF  (1,300 
cc./min.)  perfuses  nonfunctioning  renal  tissue. 
RBF  is  a function  of  cardiac  output,  total  blood 
volume,  and  presence  or  absence  of  obstructing 
vascular  lesions.  In  other  words,  a decreased  RBF 
can  be  expected  with  congestive  cardiac  failure, 
myocardial  infarction,  hypovolemia,  renal  artery 
stenosis,  and  so  forth.  In  most  instances  a rela- 
tion exists  between  changes  in  RBF  and  the  GFR; 
when  the  RBF  is  reduced,  so  is  the  GFR,  although 
not  necessarily  to  the  same  degree. 

Clinically,  RBF  is  measured  in  terms  of  renal 
plasma  flow  (RPF),  (600  cc./min.)  and  deter- 
mined by  the  paramino-hippurate  (PAH)  clear- 
ance. If  PAH  is  injected  intravenously,  and  plasma 
concentration  maintained  at  less  than  5 mg.  per 
cent,  92  per  cent  of  the  PAFI  reaching  the  kidney  is 
removed  in  one  passage.  Since  approximately  8 per 
cent  of  the  blood  entering  the  kidney  perfuses  non- 
functioning tissue,  such  as  fat  and  fibrous  tissue, 
for  practical  purposes  PAH  which  is  exposed  to 
functioning  tissue  is  completely  removed  in  one 
passage.  Removal  occurs  primarily  through  tubu- 
lar secretion,  although  a small  percentage  of  PAH 
is  filtered  through  the  glomerulus.  Knowing  the 
concentration  of  PAH  in  the  blood  and  urine  and 
the  rate  of  urine  flow,  the  clearance  of  PAH  can 
be  calculated.  This  value  then  represents  ERPF 
and,  knowing  the  hematocrit,  can  be  converted 
to  RBF.  However,  unless  the  extraction  ratio  for 
PAH  has  been  simultaneously  determined,  the 
resulting  PAH  cannot  be  interpreted  as  repre- 
senting total  renal  blood  flow.  Again,  for  prac- 
tical purposes,  since  the  extraction  ratio  is  92 
per  cent  in  normal  men,  and  since  the  actual  de- 
termination of  the  value  requires  the  collection 
of  renal  vein  blood,  it  can  be  assumed  that  PAH 
clearance  represents  RPF. 

Tests  of  glomerular  function 

The  glomerulus,  representing  the  filtering  sys- 
tem of  the  nephron,  is  composed  of  basically  three 
layers,  the  capillary  endothelium,  basement  mem- 


brane, and  tubular  epithelial  cells.  Electron  mi- 
croscopy has  demonstrated  existence  of  small 
pores  within  the  basement  membrane.  Clinically, 
molecules  with  a molecular  weight  of  68,000  or 
larger  (such  as  hemoglobin)  are  rarely  filterable. 
Albumin  with  a molecular  weight  of  60,000  is 
filtered  to  a small  extent  through  the  normal 
glomerulus  and  reabsorbed  by  the  proximal  tu- 
bules. If  a substance  is  available,  which  is  com- 
pletely filtered  through  the  glomerulus,  that  is 
neither  reabsorbed  or  secreted  by  the  tubules, 
then  by  knowing  the  concentration  of  this  material 
in  the  urine  and  blood,  and  by  measuring  the 
rate  of  urine  flow,  the  clearance  can  be  measured, 
and  it  represents  the  cc.’s  of  protein-free  plasma 
filtered  at  the  glomerulus  in  one  minute.  Such  a 
substance  is  Inulin,  a polysaccharide  with  a molec- 
ular weight  of  5,000,  readily  soluble,  nontoxic 
and  not  metabolized.  By  this  method,  the  average 
glomerular  filtration  rate  in  normal  man  is  127 
cc./min.  corrected  to  standard  surface  area.^  Al- 
though Inulin  clearance  is  the  most  accurate 
method  of  measuring  GFR,  it  is  not  widely  avail- 
able due  to  technical  problems  involved  in  its  use. 

Creatinine,  until  recently,  had  been  relegated 
to  a poor  second  choice  of  glomerular  function. 
Several  reports,^’  ^ however,  have  critically  re- 
viewed the  validity  of  the  endogenous  creatinine 
clearance  and  have  established  that  for  practical 
purposes,  the  creatinine  clearance  does  adequately 
reflect  GFR.  Indeed,  the  mean  ratio  of  creatinine 
to  Inulin  clearances  performed  simultaneously  was 
0.9.  Use  of  endogenous  creatinine  has  several  ad- 
vantages. It  is  a normal  end  product  of  metabo- 
hsm;  the  plasma  concentration  and  daily  urinary 
excretion  are  relatively  constant  and  not  greatly 
influenced  by  diet,  urine  flow  or  exercise;  and  the 
determination  itself  is  readily  available  in  most 
clinical  laboratories. 

In  the  metabolism  of  creatinine,  creatine,  its 
precursor,  is  synthesized  in  the  liver  and  pancreas, 
then  transported  via  the  blood  stream  to  muscle, 
where  it  exists  in  equilibrium  with  creatinine  phos- 
phate. Creatinine  is  formed  in  muscle  by  dephos- 
phorylation of  creatine-phosphate,  and  the  dehy- 
drogenation of  creatine.  Creatine  production  is 
relatively  constant  and  is  directly  related  to  the 
total  body  creatine-creatine  phosphate  content. 
Reduction  of  creatinine  production  occurs  in  con- 
ditions characterized  by  marked  muscle  wasting. 

When  evaluating  the  significance  of  plasma 
creatinine  concentration,  it  is  important  to  be 
aware  of  interfering  substances.  Creatinine  is  mea- 
sured colorimetrically  by  measuring  the  intensity 
of  the  orange  color  induced  by  addition  of  picric 
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acid  to  plasma.  However,  plasma  contains  other 
chromogens  that  likewise  give  an  orange  reaction, 
the  so-called  non-creatinine  chromogens.  The 
question  often  arises  as  to  how  much  of  a given 
plasma  creatinine  concentration  is  really  “true” 
creatinine,  and  how  much  is  contributed  by  other 
chromogens.  Doolan  and  associates^  have  recently 
analyzed  this  problem  by  determining  simultane- 
ously the  true  and  total  creatinine  values  in  pa- 
tients with  both  normal  renal  function  and  with 
renal  insufficiency.  In  the  group  of  normal  sub- 
jects the  non-creatinine  chromogens  contributed 
approximately  14  per  cent  of  the  plasma  creati- 
nine, while  in  patients  with  renal  insufficiency  the 
non  creatinine  chromogens  contributed  only  5 
per  cent  of  the  total  plasma  creatinine. 

In  the  past,  some  investigators  have  questioned 
the  need  for  obtaining  clearance  data,  feeling  that 
plasma  creatinine  concentration  alone  adequately 
reflects  renal  function.  That  this  concept  is  erro- 
neous has  been  well  demonstrated  when  plasma 
creatinine  concentration  is  plotted  against  creat- 
inine clearance  values  in  patients  with  renal  dis- 
ease. The  shape  of  the  curve  assumes  that  of  a 
hyperbola,  indicating  that  clearance  can  neither 
be  determined  nor  estimated  from  plasma  creat- 
inine concentration,  and  furthermore,  that  sim- 
ilar creatinine  concentration  can  be  associated 
with  markedly  different  clearances.  In  general, 
however,  plasma  creatinine  concentration  of  1.25 
mg.  per  cent  or  less  in  males,  and  1.1  mg.  per 
cent  or  less  in  females,  indicate  normal  clearance 
values. 

In  subjects  with  normal  renal  function,  the  24 
hour  endogenous  clearance  of  true  creatinine  was 
140  ±27  cc./min.  in  men,  and  112  ±20  cc./min. 
in  women  (uncorrected  for  standard  surface  area). 
When  24  hour  endogenous  creatinine  clearances 
were  determined  (including  non  creatinine  chro- 
mogens) the  normal  values  were  120  ± 25  cc./min. 
in  males,  and  96  ±13  cc./min.  in  females.  The 
further  determination  of  one  hour  versus  24  hour 
clearance  data  yielded  no  significant  difference. 

Another  approach  to  measurement  of  glomer- 
ular filtration  is  determination  of  urea  clearance. 
Urea,  the  principal  end  metabolic  product  of  pro- 
tein catabolism,  is  freely  filterable  at  the  glomer- 
ulus. Urea,  however,  according  to  present  con- 
cepts, is  reabsorbed  in  the  tubules  by  passive  dif- 
fusion, the  amount  of  reabsorption  being  depen- 
dent on  the  rate  of  urine  flow.  At  low  rates  of 
urine  flow,  more  urea  is  reabsorbed  than  at  higher 
flow  rates.  For  this  reason,  different  formulae  have 
been  devised  for  the  calculation  of  urea  clearance 
which  depend  on  urine  flow  rates.  The  “maximal” 


urea  clearance  is  used  when  urine  flow  is  2 cc./min. 
or  more  and  is  simply  C = UV/P.  When  urine  flow 
is  1.5  or  less  cc./min.,  the  so-called  standard 
clearance  is  used  and  is  calculated  from  the  for- 
mula C = UVV/P.  Normal  values  using  the  max- 
imal formula  are  approximately  75  cc./min., 
while  normal  values  using  the  standard  formula 
are  approximately  54  cc./min.  Many  factors,  how- 
ever, may  interfere  with  the  validity  of  the  urea 
clearance.  These  include  high  protein  intake,  in- 
creased protein  catabolism  as  with  steroids,  fever, 
or  debilitating  illness,  the  presence  of  urea-split- 
ing  organisms  in  the  urine,  and  gastrointestinal 
bleeding. 

Tests  of  tubular  function 

Although  many  approaches  are  available  to  the 
assessment  of  tubular  function,  the  two  most 
practical  tests  are  the  PSP  excretion  and  the  max- 
imal urine  concentration  test.  PSP  (phenosulfon- 
phthalein — phenol  red)  was  originally  described 
by  Rowntree  and  Geraghty  in  1910  as  a measure 
of  renal  function.  In  the  performance  of  the  test, 
1 cc.  (6  mg.)  of  dye  is  injected  intravenously  into 
a well  hydrated  patient  and  urine  collected  every 
twenty  minutes.  In  man,  approximately  80  per 
cent  of  injected  dose  is  bound  to  serum  albumin 
and  therefore  is  not  filtered  at  the  glomerulus.^ 
The  PSP,  however,  is  removed  from  its  protein- 
binding at  the  tubules  and  then  secreted  by  the 
tubular  cells  into  the  lumen.  The  unbound  frac- 
tion is  eliminated  by  filtration  and  amounts  to 
roughly  6 per  cent  of  the  total  dye  excreted.  The 
total  clearance  of  PSP  is  approximately  3V2  times 
that  of  Inulin,  or  400  cc./min.  On  the  other  hand, 
the  ratio  of  PSP  to  PAH  clearance  is  approxi- 
mately 0.6  and  its  similarity  to  PAH  in  excretion 
enables  it  to  be  used  as  a relative  measure  of  ef- 
fective renal  plasma  flow,  as  well  as  of  tubular 
secretion. 

In  clinical  practice,  the  intravenous  administra- 
tion of  6 mg.  of  PSP  does  not  exceed  the  TM-PSP 
(Tubular-Maximum  PSP),  and  measurements  of 
PSP  clearance  have  given  way  to  measurement 
of  urinary  excretion  during  a fixed  period  of  time. 
The  excretion  of  the  dye  is  a function  of  time 
since  even  a diseased  kidney  may  excrete  the  en- 
tire dose  if  given  sufficient  time.  Normally,  the 
largest  percentage  of  excretion  occurs  during  the 
first  15-20  minutes.  Urine  is  collected  every  20 
minutes  following  injection  and  normal  values  are 
30  per  cent  excretion  within  the  first  20  minutes, 
55  per  cent  in  the  first  hour,  and  70  per  cent  in 
two  hours. 
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The  second  practical  test  of  tubular  function 
is  the  Maximal  Urine  Concentration  Test.  Since 
the  tubules  are  responsible  for  the  reabsorption  of 
approximately  178  L.  of  water  per  day,  the  degree 
to  which  urine  can  be  concentrated  may  be  used 
as  an  index  of  over-all  tubular  function.  This  as- 
sumes, however,  that  factors  known  to  affect 
urine  concentration  other  than  an  intact  tubule 
are  not  present,  i.e.,  increased  urine  flow  rate, 
absence  of  antidiuretic  hormone  (ADH)  and  a 
hypotonic  renal  medullary  interstitium. 

At  this  point  it  is  well  to  recall  what  is  mea- 
sured when  urine  specific  gravity  is  determined. 
Specific  gravity  refers  to  the  ratio  of  the  weight 
of  a given  volume  of  urine  to  the  weight  of  a 
given  volume  of  water.  Urine  concentration,  how- 
ever, is  the  number  of  particles  in  solution  in  a 
given  volume  of  urine  (i.e.,  osmolarity),  and  as 
such,  is  not  related  to  weight  since  one  mole  of 
albumin  exerts  the  same  osmotic  effect  as  one 
mole  of  sodium.  In  view  of  this  fundamental  dif- 
ference it  is  preferable  to  determine  concentration 
tests  on  the  basis  of  osmolarity  rather  than  spe- 
cific gravity. 

Jacobson  and  others®  have  recently  presented 
their  experience  with  the  use  of  concentration 
tests  in  patients  with  normal  renal  function  and 
in  patients  with  renal  insufficiency.  After  a light, 
dry  supper,  no  fluid  was  allowed  until  the  four- 
teenth hour,  at  which  time  urine  was  collected  for 
determination  of  both  osmolarity  and  specific  grav- 
ity, and  blood  drawn  for  osmolality.  In  normal 
subjects,  after  fourteen  hours  of  fluid  deprivation, 
urine  osmolality  ranged  from  850  to  1,300 
mOsm/Kg.  of  water,  and  specific  gravity  from 
1.018  to  1.029.  In  patients  with  renal  disease,  on 
the  other  hand,  urine  osmolality  at  the  end  of 
fourteen  hours  of  fluid  deprivation  ranged  from 
225  to  1,080  mOsm/Kg.  of  water,  while  specific 
gravities  ranged  from  1.005  to  1.027.  The  urine 
to  plasma  osmolality  ratios  were  determined  in 
all  subjects  by  dividing  the  urine  osmolality  by 
the  plasma  osmolality.  In  their  normal  group  and 
in  a few  patients  with  renal  disease,  the  U/P  osm 
ratio  was  3.0  or  higher  with  a urine  osmolality  of 
850  mOsm/Kg.  or  more,  while  in  the  remainder 
of  the  group  with  renal  disease,  the  U/P  osm  was 
less  than  3.0,  and  the  urine  osmolality  was  less 
than  850  mOsm/Kg.  water.  These  authors  con- 
cluded that  the  normal  U/P  osmolality  after  four- 
teen hours  of  fluid  deprivation  is  3.0  or  greater 
and  urine  osmolality  is  850  mOsm/Kg.  of  water 
or  greater. 


When  osmolality  determinations  are  unavail- 
able, De  Wardener®  feels  that  for  practical,  clin- 
ical purposes  the  specific  gravity  is  still  useful,  and 
in  normal  individuals  after  fourteen  hours  of  fluid 
deprivation,  urine  specific  gravity  should  be  1.022 
or  greater.  Lashmet  and  Newburg’’^  found  that 
normal  subjects  after  twelve  hours  of  fluid  de- 
privation concentrated  their  urines  to  a specific 
gravity  from  1.028  to  1.033. 

Other,  more  specialized  tests  of  tubular  function 
available  for  specific  types  of  tubular  dysfunction 
are  measurements  of  titratable  acidity,  ammonia 
excretion,  electrolytes  (sodium,  potassium,  cal- 
cium), phosphorus,  amino  acid,  and  chromatog- 
raphy. 

Finally,  although  this  presentation  has  dis- 
cussed specific  tests,  in  an  investigation  of  renal 
function,  a flat  plate  of  the  abdomen  for  renal 
size,  opaque  calculi,  nephrocalcinosis,  etc.,  as  well 
as  the  intravenous  and  retrograde  pyelogram  may 
yield  valuable  information.  The  urine  itself  should 
always  be  inspected  for  protein,  glucose,  and 
other  constituents,  and  the  sediment  examined 
microscopically  for  the  presence  of  red  blood  cells, 
white  blood  cells,  casts,  and  other  formed  ele- 
ments. 

Summary 

From  the  foregoing,  it  is  apparent  that  no 
single  test  can  be  used  in  evaluating  renal  func- 
tion. For  practical  purposes,  however,  the  proper 
determination  and  interpretation  of  the  endoge- 
nous creatinine  clearance  for  glomerular  function, 
the  PSP  excretion  and  fourteen  hour  concentration 
test  for  tubular  function,  and  PAH  clearance  in 
selected  cases  for  estimating  RPF  will  suffice. 
In  addition,  it  should  be  stressed  that  these  pro- 
cedures provide  no  substitute  for  a careful  ex- 
amination of  the  urine  itself  with  particular  re- 
gard to  the  microscopic  sediment,  as  well  as  the 
24  hour  quantitative  determination  of  albumin  ex- 
cretion when  albuminuria  is  present.  • 
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Intrathecal  steroid  administration 


In  1960  Sehgal  and  Gardner^  reported  their 
preliminary  results  with  the  intradural  administra- 
tion of  corticosteroids.  As  a result  of  observations 
and  testing,  they  determined  that  the  most  satis- 
factory preparation  was  methylprednisolone  ace- 
tate,* because  it  was  found  to  be  a suspension  in 
the  least  irritating  diluent,  causing  the  least  sub- 
jective response  in  patients,  and  producing  only 
mild  pleocytosis.  Their  results,  treating  a group  of 
patients  having  intractable  low  back  pain  and 
sciatica  of  varied  causes,  revealed  a satisfactory 
level  of  improvement  in  26  out  of  36  patients. 

These  workers  pursued  this  study  and  in  1962 
reported  their  results  on  a series  of  100  patients.^ 
These  were  patients  widely  selected  as  to  age,  sex, 
occupation,  included  both  those  with  and  without 
operation,  but  having  in  common  chronic  low  back 
pain  and  sciatica,  and  all  with  previous  study, 
treatment,  and  myelography.  They  classified  the 
majority  of  cases  as  post-traumatic  pain,  with  or 
without  operation,  and  possible  arachnoiditis  (in 
some  instances  proved  and  in  other  instances  ac- 
cepted clinically).  Their  technique  consisted  of 
administration  of  40  mgs.  of  methylprednisolone 
acetate  in  conjunction  with  50  mgs.  of  procaine 
hydrochloride,  followed  by  the  institution  of  pas- 
sive straight  leg  raising  exercises  for  a period  of  fif- 
teen minutes.  They  found  it  necessary  in  some  in- 
stances to  administer  more  than  one  treatment,  and 
interval  between  treatments  was  usually  a week,  but 
varied  considerably,  sometimes  being  two  weeks  or 
more.  They  reported  significant  improvement  or  re- 
lief in  60  of  these  100  patients,  followed  for  a period 
up  to  24  months.  In  detail,  they  obtained  good  re- 
sults in  15  out  of  16  patients  whose  pain  followed 
myelography  only,  good  results  in  1 1 of  17  patients 
with  confirmed  adhesive  arachnoiditis  of  the  lum- 
bar area,  and  good  results  in  34  of  67  patients 
with  suspected  arachnoiditis.  They  were  also  able 
to  secure  good  results  in  26  of  50  patients  who  had 
previously  undergone  epidural  injections  for  the 
same  syndrome.  Complications  were  transient  low 
back  pain  and  leg  pain,  and  mild  pleocytosis  of 
spinal  fluid.  Their  experience  advised  against  use 

* Depo-Medrol®,  Upjohn  Co.,  Kalamazoo,  Michigan. 
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of  injections  by  the  cisternal  route  because  of  the 
occurrence  of  severe  nausea  and  vomiting.  There 
were  4 instances  of  water  retention.  They  con- 
cluded that  this  was  a valuable  method  of  treat- 
ment in  the  management  of  chronic  recurrent  low 
back  pain  and  sciatica  not  responsive  to  surgery, 
and  in  such  cases  as  could  be  diagnosed  either 
clinically  or  objectively  as  having  arachnoiditis. 

Pieper  and  Fields^  reported  post-mortem  studies 
in  a group  of  patients  with  a primary  diagnosis  of 
amyotrophic  lateral  sclerosis  on  whom  they  had 
performed  multiple  intrathecal  steroid  injections 
(up  to  as  many  as  16  per  case)  who  had  subse- 
quently expired  as  a result  of  their  disease.  In 
these  post-mortem  examinations  attention  was 
directed  particularly  to  the  theca  and  to  the  areas 
of  injection,  and  in  no  cases  did  they  note  any 
intrathecal  reaction  as  a result  of  this  therapy. 

With  this  information  in  mind  we  commenced 
intrathecal  steroid  treatment  of  a group  of  patients 
with  low  back  problems,  commencing  in  the  be- 
ginning to  treat  patients  with  the  syndrome  of 
low  back  pain  and  sciatica  which  had  not  re- 
sponded to  previous  treatment,  either  conserva- 
tive or  operative,  and  such  cases  as  could  be 
shown  to  have  proven  arachnoiditis  or  clinically 
suspected  arachnoiditis.  We  also  undertook  the 
treatment  of  certain  patients  having  pain  following 
myelography,  and  as  the  study  progressed  we  be- 
came interested  in  treating  patients  who  presented 
with  a syndrome  of  low  back  pain,  leg  pain  and 
certain  findings  suggesting  a root  compression 
syndrome  which  would  lead  ultimately  to  myelog- 
raphy. It  is  our  intention  to  report  this  at  this 
time. 

Method 

We  used  routinely  40  mgs.  of  methylpredniso- 
lone acetate  combined  with  50  mgs.  of  procaine 
hydrochloride  and  injected  through  a 22  gauge 
spinal  needle.  This  was  usually  done  as  an  office 
procedure,  and  the  patient  was  kept  in  the  office 
for  approximately  two  hours.  After  a state  of 
analgesia  was  achieved,  sciatic  stretching  was  car- 
ried out  to  at  least  a normal  range  of  motion. 
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The  patient  was  instructed  afterwards  to  ambu- 
late as  much  as  tolerated  and  to  carry  out  move- 
ments, if  possible,  sustaining  a full  range  of  low 
back  motion  and  leg  motion.  Our  method  of  treat- 
ment was  modified  in  patients  who  on  basis  of 
examination  and  history  were  felt  to  warrant  a 
myelogram.  At  the  completion  of  the  myelogram, 
if  findings  were  negative,  after  withdrawal  of  the 
Pantopaque,  the  intrathecal  medication  was  ad- 
ministered, and  the  same  routine  of  sciatic  stretch- 
ing then  carried  out. 

Results 

We  have  at  the  present  time  48  patients  who 
can  be  reported,  having  been  observed  for  more 
than  six  months.  These  48  cases  have  received 
a total  of  77  injections.  Twenty-eight  were  pa- 
tients who  had  postoperative  complaints  refer- 
able to  the  back  and  leg,  and  20  had  not  had 
previous  operations.  Our  results  are  interesting 
(Table  1).  Of  the  48  cases  treated,  we  could 
classify  33  as  having  a good  result,  and  by  good 
we  mean  that  their  level  of  complaint  was  mate- 
rially reduced  and  they  were  able  to  return  to 
former  activity.  We  considered  at  least  50  per 
cent  improvement  in  symptoms  a fair  result,  and 
there  were  5 of  these.  Result  was  poor  when  there 
was  no  improvement,  and  there  were  10  of  these. 
Our  results  compare  favorably  with  those  re- 
viewed above,  which  revealed  60  satisfactory  re- 
sults out  of  100  cases. 

Of  the  group  of  patients  who  had  low  back 
pain  with  leg  radiation,  and  who  immediately 
after  a negative  myelogram  had  treatment,  there 
were  16  good  results  and  only  3 poor  results. 
Three  patients  had  severe  proven  adhesive  arach- 
noiditis, and  in  all  cases  no  improvement  resulted. 
There  was  no  definite  relationship  between  num- 
ber of  treatments  and  final  results.  In  one  instance 
four  injections  were  given  with  a poor  result.  In 
7 instances  a total  of  three  injections  were  given, 
with  6 good  results  and  1 poor  result.  On  11 
occasions  two  injections  were  given,  with  5 good 
results  and  6 poor  results.  In  29  instances  only 
one  injection  was  used,  with  a total  of  22  good 
results  and  7 poor  results.  Period  between  injec- 

TABLE  1 

TOTAL  RESULTS— 48  CASES 

Number  Per  Cent 


Good  33  70 

Eair  5 10 

Poor  10  20 


tions  varied.  Seven  cases  were  given  treatments  at 
intervals  of  a week,  5 at  intervals  of  two  weeks, 
8 at  intervals  of  a month,  and  7 at  intervals  of 
two  months. 

We  encountered  complications  of  7 types,  the 
commonest  being  transient  soreness  and  aching 
of  the  low  back  which  occurs  usually  for  not  more 
than  24  hours  after  treatment,  not  of  a major  im- 
portance. This  occurred  in  15  instances.  Faintness 
and  weakness  of  a disturbing  character  occurred 
twice,  and  I think  this  related  directly  to  the  per- 
formance of  the  spinal  puncture.  One  major  com- 
plication was  encountered  in  an  elderly  man  who 
some  few  minutes  following  the  injection  of  med- 
ication had  a circulatory  collapse  of  severe  char- 
acter, with  loss  of  blood  pressure,  rapid  irregular 
pulse,  air  hunger  and  marked  sweating;  he  re- 
quired strenuous  treatment  and  was  subsequently 
kept  overnight  in  hospital.  Three  patients  com- 
plained of  coccygeal  pain,  which  persisted  for 
several  days,  and  in  one  instance  for  two  weeks. 
We  had  one  disturbing,  but  not  serious,  complica- 
tion in  a patient  who  had  a rectal  sphincter  paral- 
ysis and  had  an  involuntary  lower  bowel  evacua- 
tion while  in  the  office.  There  were  5 instances  of 
fluid  retention  which  could  be  attributed  to  the 
steroid,  which  required  treatment,  and  which  per- 
sisted as  long  as  three  weeks.  We  encountered 
one  spinal  headache,  which  occurred  in  one  of 
the  cases  which  were  treated  at  the  time  of  my- 
elography. 

Conclusion 

This  method  of  therapy  has  been  very  useful 
in  the  management  of  acute  and  chronic  low  back 
pain  and  leg  pain  problems  which  do  not  have 
findings  warranting  surgical  intervention.  This 
method  will  relieve  persisting  post-surgical  low 
back  and  leg  complaints  in  about  60  per  cent  of 
cases.  The  method  of  therapy  is  not  difficult,  it 
may  be  used  both  as  an  office  and  a hospital  pro- 
cedure. • 
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Doctor-insurance  company  relationships 

in  compensation  cases* 


The  direct  business  relationship  between 
doctor  and  insurance  company  requires 
a business-like  discussion. 

In  order  to  be  successful,  insurance  com- 
panies must  operate  as  near  to  exactness  in  un- 
derwriting and  in  handling  of  claims  as  is  possible. 
Almost  all  factors  in  health  insurance  are  medical; 
a major  percentage  of  the  considerations  in  Work- 
men’s Compensation  and  in  automobile  insurance 
are  medical.  A science  which  is  recognized  as  in- 
exact must  be  applied  with  other  ingredients  with 
a high  degree  of  exactness. 

As  is  true  in  many  areas  there  is  a problem  of 
communications  between  the  doctor  and  the  in- 
surance company.  A bane  in  the  practice  of  most 
doctors  is  the  requirement  of  reports  by  the  in- 
surance carrier,  often  followed  by  verbal  or  written 
explanations  of  the  reports.  I expect  the  single 
worst  individual  on  our  side  of  the  fence  is  the  in- 
surance man  who  has  a little  knowledge  of  med- 
icine. He  makes  his  own  prognosis  and  is  upset 
when,  for  reasons  he  cannot  comprehend,  yours 
is  different.  We  can  only  ask  you  for  patience 
and  for  a philosophical  outlook.  Economics  pre- 
vent us  from  hiring  medically  trained  personnel 
to  interpolate  your  information.  We  strive  to  edu- 
cate our  people  to  ask  direct,  intelligent  questions 
and  to  learn  a sufficient  medical  vocabulary  to 
make  our  discussions  as  concise  as  possible.  We 
feel  that  a doctor,  particularly  one  who  embarks 
upon  a field  of  industrial  medicine,  must  bear  the 
cross  of  frequent  reporting  in  simple  terms.  He 
may  be  asked  questions  which  are  repetitive  and 
which  show  a lack  of  understanding  of  medical 
realities.  He  will  be  expected  to  testify  occasion- 


* Presented  before  the  93rd  annual  meeting  of  the  Colorado 
Medical  Society  at  Pueblo,  Sept.  11-14,  1963.  Mr.  Wells  is 
Asst.  Division  Claims  Manager  of  the  Liberty  Mutual  Insur- 
ance Co. 


C.  S.  Wells,  Dallas,  Texas 

ally  in  court  cases  where  there  is  monumental 
waste  of  his  time,  although  every  good  claimsman 
tries  to  pinpoint  the  hour  when  the  doctor’s  testi- 
mony will  be  required.  However,  having  worked 
in  trial  preparation  in  a claims  capacity  for  sev- 
eral years,  I know  the  feeling  that  the  plaintiff’s 
medical  witness  seems  always  available  while  the 
defendant’s  doctor  is  either  in  surgery  or  enroute 
to  Europe — or  perhaps  it  only  seems  this  way. 

In  Workmen’s  Compensation  claims  a major 
area  of  difficulty  is  disposition  of  cases  on  the 
basis  of  residual  disability.  This  can  be  done  by 
settlement  or  by  legal  proceedings.  In  whatever 
method  it  is  done,  medical  opinion  is  the  starting 
point.  In  forming  his  opinion  a basic  considera- 
tion for  the  physician  is  the  permanency  of  the 
patient’s  condition.  Is  it  substantially  fixed?  Can 
a reasonable  percentage  of  improvement  be  ex- 
pected either  from  further  treatment  or  by  pas- 
sage of  time?  Many  of  us  have  been  agreeably  sur- 
prised at  the  progress  made  by  a patient  once  he 
gets  over  the  humps  of  the  first  few  days  after 
return  to  work,  particularly  in  functional  loss  of 
a portion  of  the  body.  One  successful  practitioner 
beUeves  that  in  many  instances  treatment  should 
not  end  with  return  to  work,  and  he  views  re- 
sumption of  work  as  a part  of  therapy.  Initiating 
return  to  work  as  a part-time  assignment,  the  pa- 
tient, rather  than  commuting  home  after  work  to 
complain  to  his  family,  reports  to  the  doctor  for 
diathermy  plus  understanding.  Here  he  is  made  to 
realize  that  much  of  his  soreness  and  fatigue  are 
due  to  the  long  layoff  rather  than  to  his  trauma, 
and  he  is  advised  that  such  temporary  difficulties 
are  to  be  expected.  Because  of  production  require- 
ments and  Union  seniority  rules,  employers  are 
sometimes  reluctant  to  agree  to  this  procedure, 
and  here  the  claims  adjuster  can  be  the  liaison  to 
accomplish  this  type  of  management. 

The  doctor  sometimes  concerns  himself  with 
the  legal  and  perhaps  the  financial  aspects  of  the 
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patient’s  disability.  This  causes  unrealistic  disa- 
bility ratings  at  both  ends  of  the  pendulum.  This 
situation  can  be  misleading  to  the  adjuster.  Med- 
ical opinion  is  not  the  only  factor  used  by  ad- 
justers and  fact-finders  in  reaching  a decision  on 
disability.  Evidence  of  the  patient’s  daily  activities, 
such  as  his  bowling  average,  plays  a part  in  de- 
termination of  the  value  of  his  loss  of  function.  It 
is  the  job  of  the  adjuster  to  obtain  all  the  facts  so 
that  a fair  determination  can  be  made.  The  great 
majority  of  cases  are  resolved  by  compromise.  A 
medical  opinion  strongly  influenced  by  pride  of 
treatment,  sympathy  for  either  party,  or  in  antici- 
pation of  another’s  exaggerated  report  will  only 
muddy  the  issue. 

There  is  another  major  medico-legal  problem 
in  which  the  doctor  can  help  us.  Too  often  we 
find  ourselves  near  the  moment  of  truth  in  the 
courtroom  only  to  find  that  what  began  as  a simple 
injury  to  an  extremity  has  allegedly  expanded  into 
a claim  for  serious  infirmity  to  another  part  of  the 
body.  A later  examination  shows  clinical  findings 
or  X-ray  abnormalities  that  could  have  resulted 
from  the  original  accident.  Most  often  this  surprise 
involves  the  back  when  the  original  injury  was  to 
leg,  hip,  arm  or  shoulder.  If  at  the  time  of  initial 
examination  a carefully  detailed  history  is  taken, 
ruling  out  injury  to  other  parts  of  the  body,  and 
if  the  report  to  the  insurance  company  follows  the 
same  detail,  much  subsequent  exaggeration  can 
be  avoided.  Care  must  be  taken  to  discover  and 
document  pre-existing  functional  disability  lest  it 
be  charged  to  the  current  injury.  These  are  med- 
ical facts  that  we  ask  you  to  provide. 

The  claims  department  of  an  insurance  com- 
pany does  not  spend  fruitless  time  in  revolt  against 
its  environment.  Liberalism  at  a sober  pace  is 
progress  and  is  not  to  be  decried.  It  is  however 
necessary  that  we  act  against  the  excesses,  and 
most  companies  are  alert  to  do  so.  This  explains 
the  regularity  of  cases  which  reach  our  appellate 
courts. 

An  insurance  company  today  is  successful  if 
it  can  do  a better  job  of  underwriting  its  policy- 
holders and  handling  its  claims  than  can  its  com- 
petitors. Therefore  the  most  productive  claims 
effort  is  in  this  direction.  Every  primer  of  insur- 
ance cites  the  fact  that  insurance  is  basically  a 
means  of  sharing  losses.  Striving  to  show  that  a 
particular  company  can  produce  less  loss  for  each 
policyholder  to  share  is  responsible  for  many  of 
the  stresses  in  our  relationships.  Developing  stealth- 
ily from  the  basic  insurance  premise  has  come 


the  fact  that  millions  of  patients,  as  policyholders 
or  as  recipients  of  insurance  benefits  have  abdi- 
cated to  the  insurance  company  their  side  of  the 
bargaining  function  in  the  doctor-patient  relation- 
ship. A desire  of  the  patient  and/or  insurance 
company  to  get  what  he  pays  for  or  to  pay  only 
for  what  he  gets  is  an  ever  present  factor  in  insur- 
ance company-doctor  relationships. 

When  I tell  you  that  our  company  alone  spends 
currently  over  $50,000,000  yearly  on  medical  and 
hospital  services,  it  is  obvious  that  much  thinking 
goes  into  an  explanation  of  these  services.  Where 
the  insurance  company  has  a voice  in  the  selec- 
tion of  the  medical  services  or  the  hospital  or  re- 
habilitation services  to  be  provided,  our  first  in- 
terest should  be  the  quality  of  care  to  be  provided. 
We  feel  that  especially  in  the  early  stages  of  treat- 
ment the  best  medical  care  is  not  always,  but  is 
quite  often,  the  most  expensive.  We  do  not  intend 
to  spare  the  horses.  Overall  we  do  eye  the  costs. 
We  ask  questions  about  them.  If  the  questions  are 
not  satisfied  we  sometimes  resist  the  expenses. 
Being  human,  a consideration  in  the  selection  of 
medical  services  is  the  degree  of  cooperation  by 
the  individual  or  the  facility  offering  the  services. 
Regarding  quality  of  treatment,  I hope  we  do  not 
too  often  make  a layman’s  second  guess  of  a doc- 
tor. In  cases  of  much  doubt  or  much  expense  we 
ask  for  additional  medical  advice.  We  are  per- 
forming a necessary  function  when  we  do. 

These  spheres  within  which  we  operate  sep- 
arately are  quite  different.  There  must  be  an  aura 
about  the  doctor;  he  is  nearly  always  on  stage. 
The  claimsman  must  use  a plain  vanilla  approach; 
everything  is  based  upon  fact  and  must  be  pre- 
sented factually.  It  is  the  nature  of  things  that  we 
must  deal  constantly  with  each  other.  Anything 
either  can  do  to  understand  the  problems  of  the 
other  will  make  the  association  a better  one.  • 
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PEPTIC  ULCER  • FUNCTIONAL  H Y P E R M O T I L I T Y 


IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthme  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach^  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atr  opine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 

PEPTIC  ULCER  . FUNCTIONAL 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Vrinsiry  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage —The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

ChicagOf  Illinois  S0680 
Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
JI5;136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Moden,W.  (editor);  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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ORGANIZATION 


University  of  Colorado 
Medical  Center  News 

Richard  Wilson  Whitehead,  MD,  chairman  of  the 
Department  of  Pharmacology  of  the  School  of  Medi- 
cine for  nearly  three  decades,  recently  entered  upon  a 
well-deserved  retirement.  Dr.  Whitehead  is  the  last 
member  of  the  School  of  Medicine  faculty  who 
taught  when  the  school  was  divided  between  Denver 
and  the  Boulder  campus.  When  the  present  Medical 
Center  was  completed  in  1924,  Dr.  Whitehead  and 
his  fellow  members  of  the  basic  science  departments 
moved  to  Denver,  and  CU  had  a four-year  medical 
school  at  one  site  for  the  first  time  since  the  early 
years  after  its  founding  on  the  Boulder  campus  in 
1883. 

Dr.  Whitehead  received  his  AB  degree  from  CU  in 
1919  and  his  MD  in  1921.  He  joined  the  medical 
faculty  in  1921,  serving  as  assistant  professor,  associ- 
ate professor  and  professor  until  his  appointment  as 
acting  head  of  the  physiology-pharmacology  depart- 
ment in  1934. 

Twice  during  his  teaching  career  Dr.  Whitehead 
took  leaves  of  absence  to  advance  his  professional 
training  at  other  institutions.  During  his  years,  med- 
ical science  in  general  and  pharmacology  in  particular 
have  been  revolutionized.  His  own  particular  scien- 
tific interests  have  lain  in  the  fields  of  anti-cancer 
drugs,  experimental  malignancies,  the  products  of 
the  endocrine  glands,  anesthetic  agents,  allergy  and 
respiratory  functions. 

Dr.  Whitehead  will  go  to  Dublin  in  September  for 
an  academic  year  as  Fulbright  exchange  professor 
of  pharmacology  at  Trinity  College.  When  he  returns 
to  Denver  he  will  become  president  of  the  CU  Med- 
ical Alumni  Association. 


Obituaries 

Edward  W.  Collins,  MD,  was  born  in  1877  in 
Keokuk,  Iowa.  He  attended  Medical  College  in 
Pennsylvania  and  was  licensed  to  practice  in  1902. 
He  became  licensed  to  practice  in  Colorado  in  1903, 
and  has  been  a member  of  Colorado  Medical  Society 
since  that  year.  He  was  awarded  Life  Emeritus  Mem- 
bership in  the  Society  in  1954.  He  died  of  a stroke 
June  15,  1964. 

* * si! 

John  D.  Davis,  MD,  was  born  in  Lucas  County, 
Iowa  in  1882.  He  graduated  from  the  University  of 


CORRECTION 


Kansas  School  of  Medicine  in  1905.  Dr.  Davis  took 
postgraduate  work  in  Eye,  Ear,  Nose  and  Throat  in 
New  York.  He  served  as  a medical  officer  in  France 
in  World  War  1. 

Dr.  Davis  practiced  his  specialty  in  Alamosa  for 
47  years,  served  as  President  of  the  San  Luis  Valley 
Medical  Society  and  was  a Life  Emeritus  member  of 
the  Colorado  Medical  Society  until  his  death  April  6, 
1964.  He  is  survived  by  his  wife,  two  sisters  and  a 
brother. 

* * ^ 

Walter  W.  King,  MD,  was  born  in  Lindenviile, 
Ohio  in  1873.  He  graduated  from  the  University  of 
Colorado  School  of  Medicine  in  1902. 

As  a true  pioneer  physician.  Dr.  King  entered 
practice  in  Cripple  Creek,  Colorado  in  1902,  when 
Cripple  Creek  was  a wide  open  rip-roaring  mining 
camp.  He  moved  to  Denver  in  1923.  Dr.  King  was 
well  known  for  his  many  contributions  to  public 
health  legislation,  serving  as  a State  Senator  from 
1919  to  1926.  He  also  served  in  many  capacities  in 
the  Colorado  Medical  Society,  and  was  Foundation 
Advocate  for  many  years.  He  was  trustee  of  the 
Colorado  Medical  Service  and  Secretary  of  the  Colo- 
rado State  Board  of  Medical  Examiners,  President 
of  Denver  County  Medical  Society,  President  of  Col- 
orado Medical  Society,  and  received  the  second  An- 
nual Alumnus  Award  of  the  University  of  Colorado. 
He  gave  many  other  services  besides  being  a highly 
respected  and  able  physician  and  surgeon. 

Dr.  King  is  survived  by  a daughter,  Virginia  Lee 
King,  DDS. 


^^^bituary 

Dr.  Tobias  Espinosa  of  Espanola,  pioneer  New 
Mexico  physician  died  at  his  Espanola  home  at  the 
age  of  85  on  July  6.  Dr.  Espinosa  had  been  practic- 
ing medicine  for  62  years  in  New  Mexico. 

Dr.  Espinosa  was  born  in  Del  Norte,  Colorado, 
on  January  1,  1879.  He  was  graduated  from  the 
University  of  Colorado  Medical  School  in  1902  and 
began  practice  the  same  year  in  Chama  as  physician 
for  the  Denver  and  Rio  Grande  Railroad.  He  was 
honored  as  New  Mexico’s  “General  Practitioner  of 
the  Year”  by  the  New  Mexico  Medical  Society  in 
1954  and  remained  active  until  his  death.  Dr.  Espino- 
sa served  in  the  Navy  from  1904  to  1909  as  a phy- 
sician on  a submarine  tender. 
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At  the  time  of  his  death  Dr.  Espinosa  was  an 
emeritus  member  of  the  Santa  Fe  County  Medical 
Society,  the  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 
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USMA  Briefs 

In  early  May,  Dr.  Edward  I.  Rich,  patriarch  of  the 
Utah  medical  profession,  contributed  the  sizeable 
sum  of  $1,000  to  the  University  of  Utah  College  of 
Medicine.  It  is  noteworthy  that  Dr.  Rich,  who  is  96 
years  of  age,  is  well  past  the  age  at  which  he  can 
directly  benefit  from  such  a contribution,  yet  he  is 
willing  to  contribute  to  the  future  growth  of  medicine 
in  the  State. 

We  are  honored  to  claim  Dr.  Rich  as  a Utah 
doctor. 


More  than  100  members  of  the  Medical  Society  of 
the  County  of  Monroe  in  New  York,  and  their  wives, 
recently  heard  Congressman  Lawrence  J.  Burton,  of 
Utah,  discuss  the  administration’s  plans  for  compul- 
sory health  care  of  the  elderly  to  be  financed  through 
the  social  security  system. 

Well-known  for  extensive  research  he  recently 
completed  on  the  subject,  Representative  Burton 
emphasized  that  “there  are  other  proposed  programs 
and  plans  that  offer  greater  potential  for  solving  the 
medical  problems  of  the  aged  and  that  these  pro- 
grams will  give  more  assistance  to  more  people  with 
less  cost.” 


Dr.  Russell  M.  Nelson,  Salt  Lake  cardiovascular 
surgeon,  was  recently  named  to  be  president  of  the 
Utah  Heart  Association.  He  succeeds  Dr.  Ernest  L. 
Wilkinson.  The  new  president-elect  is  Dr.  Alan  H. 
Barker,  Salt  Lake  Internist.  Dr.  George  L.  Veasy 
was  named  first  vice-president.  Doctors  named  to 
the  board  of  directors  included  Drs.  Veasy,  Hans  H. 
Hecht,  Homer  R.  Warner,  C.  Hilmon  Castle, 
O.  Marvin  Lewis,  Thomas  Hannum,  Joseph  Sannella, 
Leland  K.  Dayton,  Robert  Nightingale,  and  Keith 
Orme. 


One  year  ago  last  month  Utah’s  KO  Polio  cam- 
paign was  concluded  with  80%  of  the  people  of  the 
State  having  received  the  three  doses  of  oral  vaccine. 
If  there  were  any  doubts  about  the  effectiveness  of 
the  vaccine  at  that  time,  there  should  be  none  now. 
The  National  Foundation  has  recently  reported  “not 
a single  case  of  polio  in  Utah  for  the  past  year.” 
The  importance  of  this  report  is  multiplied  when  one 
realizes  that  just  ten  years  ago,  1951-54,  there  were 
380  cases  of  polio  reported  in  the  state. 


Those  who  gave  of  themselves  to  make  the  KO 
Polio  drive  a success  are  now  being  repaid  through 
the  knowledge  that  their  work  brought  results. 


A $524,300,  five-year  grant  has  been  awarded 
to  the  Department  of  Pharmacology  at  the  Univer- 
sity of  Utah  College  of  Medicine.  The  grant,  a re- 
newal of  a previous  training  grant  awarded  by  the 
National  Institutes  of  Health,  supports  pre-  and 
post-doctoral  training  of  research  investigators  and 
teachers  in  pharmacology.  The  trainees  are  inves- 
tigating the  actions  and  uses  of  drugs  on  the  body 
in  a general  research  program. 

According  to  Dr.  Stewart  C.  Harvey,  Associate 
Professor  of  Pharmacology  and  director  of  the  train- 
ing program,  the  purpose  of  the  program  is  “the 
training  and  development  of  pharmacologists  who 
are  highly  creative  and  productive  in  research  and 
excellent  as  teachers.”  Dr.  Harvey  added  that  good 
teachers  and  research  workers  of  pharmacology  will 
always  be  in  demand  regardless  of  the  number  of 
available  positions  or  of  shortages  in  the  field  of 
pharmacology. 

The  five-year  NIH  grant  is  a renewal  of  a previous 
$315,000  grant  first  awarded  to  the  Department  of 
Pharmacology  in  1959.  At  least  40%  of  the  grant 
is  given  in  stipends  to  trainees  who  have  either  re- 
ceived or  are  working  on  their  PhD’s. 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 
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As  in  the  past,  you  are  cordially  invited  to 
visit  your  Colorado  Blue  Shield  Plan  exhibit, 
at  the  94th  annual  session. 


COLORADO  BLUE  SHIELD 

244  UNIVERSITY  BOULEVARD 
DENVER,  COLORADO  80206 


for  August,  1964 
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i PROMPT  SERVICE 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals 


SYMBOL  OF  ACCURACY  ANO  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


CONDOMINIUM 

OR  LEASE 
WEST  ALAMEDA 
MEDICAL  PLAZA 

NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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SPECIFY 


THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 


DESA-HIST 

PF  8 and  PF  12 


EFFICACIOUS  TD  CAPSULE 


DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


The  September  meeting  in  Colorado  Springs  presents  a wonderful  opportunity 
for  members  of  the  medical  profession  to  acquaint  themselves  with  the  most  re- 
cent developments  in  many  fields. 

Empire  Casualty  Company  will  be  in  attendance  at  the  meeting  anxious  to 
describe  the  new  $500,000  professional  liability  insurance  limits,  all  in  one  policy, 
recently  made  available  to  Colorado  physicians.  It’s  new,  in  step  with  the  times, 
and  another  demonstration  of  Empire’s  ability  to  anticipate  the  needs  of  the 
profession. 

Be  sure  to  visit  our  exhibit  and  discuss  this  great  new  malpractice  protection 
with  either  Carl  Ohlin  or  John  Shick. 


Eixipire  Casualty  Company 


101  SOUTH  MADISON  STREET  • DENVER.  COLORADO 
TELEPHONE  388-6351 


for  August,  1964 
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Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 

MRS.  GLADYS  ELLIS 
Administrator 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building  where 
space  is  limited  to  Medical-Dental  and  affili- 
ated tenants — centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 


NON-SECTARIAN~NON-PROFIT 


OCA  CUSHMAN  wing  newly  opened 
with  improved  facilities  to 
serve  your  patients 


Providing  medicinal  and  surgical  aid 
to  sick  and  crippled  children  of 
the  Rocky  Mountain  Region 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


L;.  ■■  ’ €■■■■■ 

Wherever  your  patients  live  or  work, 
they’ll  appreciate  the  convenience  of 

Sha^ford’Fletcher 

• Eyewear  offices 


/ \ 1 

218  16th  St.  > 

/ LAKEWOOD  \ 1 

2530  Youngfield 
\ 233-9093  / 

222-2611  j i 

k I 

1955  Penn.  V” 
255-7979  I 

"7  1101  High  Y 

\ 355-1815 

More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality! 


RECOMMEND  WITH  CONFIDENCE 

Shadford-Fletcher 

EYEWEAR 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  nom- 
inal cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone;  222-5817  (Area  Code  303) 


/or  August,  1964 
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THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  o 
the  appetite,  excessive  weight  gain,  mood  swings- 
these  were  some  of  the  problems  that  used  to  confron 
physicians  when  they  wanted  to  prescribe  steroids  fo 
dermatoses.  For  patients  already  overweight,  or  witi 
edema  associated  with  cardiovascular  disease,  o 
those  who  were  tense  and  anxious,  steroid  treatmeni 
could  aggravate  their  problems.  But  with  the  adven! 
of  ARISTOCORT®  Triamcinolone,  many  of  thes( 
patients  became  “steroid-treatable.”  The  reason:  No’’ 
only  did  this  steroid  provide  gratifying  symptomatic 
relief,  but  it  did  so  without  the  penalty  of  overstimu 
lation  of  the  appetite,  excessive  weight  gain,  salt  anc 
water  retention,  edema,  and  undesirable  euphoria 
And  these  benefits  have  been  confirmed  for  othe 
patients  with  steroid-susceptible  disorders,  as  well  a: 
those  formerly  untreatable. 


Side  Effects:  Since  it  may,  under  some  circumstances, 
produce  many  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triamcino- 
lone. Any  of  the  Cushingoid  effects  are  possible,  as  are 
purpura,  G.l.  ulceration,  increased  intracranial  pres- 
sure and  subcapsular  cataract.  Corticosteroids  gen- 
erally may  mask  outward  signs  of  bacterial  or  viral 
infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 
Contraindications:  While  the  only  absolute  contra- 
indications are  tuberculosis,  herpes  simplex  and 
chicken  pox,  there  are  some  relative  contraindications 
(peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 

Aristocort 

Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

272-4 


NEW  MEDICAL  ACCOUNTING  SYSTEM 
FROM  IPM 


Get  acquainted  with  the  New  and  Revolutionary 
IPM  system.  The  International  Professional  Man- 
agement Corporation  has  developed  this  elec- 
tronic medical  system,  offering  complete  and  ac- 
curate automatic  billing.  It  has  a “built-in”  col- 
lection system  to  accelerate  your  income  flow. 


Meet  Mr.  Frederick  E 
Williams,  Vice  President 
in  Charge  of  Sales  of  the 
International  Professional 
Management  Corporation. 
Mr.  Williams  will  be  at 
Booth  42,  during  the 
Rocky  Mountain  Medical 
Journal’s  September  An- 
nual Session,  September 
16-19.  IPM  has  its  Denver 
offices  at  324  Majestic 
Bldg. 


Frederick  E.  Williams 
Vice  President  in  Charge  o( 
Sales  for  IPM 


it's  practically 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE -7  DAYS  A WEEK 
DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151 

1811  S.  State  St. 


.and  seMs,  too 


easy  budget  terms 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Norman  Welch,  M.D.  David  L.  Barclay,  M.D.  Arthur  D.  Hengerer,  M.D.  Edward  B.  Shaw,  M.D.  Dan  M.  Gordon,  M.D, 


94 tk  c4nnual  Se^Ho/t 

Colorado  Medical  Society 

September  16  through  19,  1964 

THE  BROADMOOR  Colorado  Springs,  Colorado 


In  cooperation  with  the  following  specialty  organizations;  Rocky  Mountain  Academy  of  Industrial 
Medicine,  Colorado  Society  of  Internal  Medicine,  Rocky  Mountain  Pediatric  Society,  American 
Academy  of  Pediatrics,  Colorado  Gynecological  and  Obstetrical  Society,  Rocky  Mountain  Ortho- 
pedic Society,  Denver  Academy  of  Surgery,  Colorado  Society  of  Anesthesiologists  and  Colorado 
Chapter,  American  Academy  of  General  Practice. 


WEDNESDAY,  SEPTEMBER  16 

Golf  Tournament 

Orientation  Course  for  New  Members 
House  of  Delegates  1st  meeting 

THURSDAY,  SEPTEMBER  17 

GENERAL  PRACTICE  SECTION— 
International  Center 

Participants: 

Joseph  Lee  Hollander,  M.D.,  Philadelphia 
Harold  B.  Boyd,  M.D.,  Memphis 
Edward  B.  Shaw,  M.D.,  San  Francisco 
C.  Henry  Kempe,  M.D. 

INTERNIST  SECTION— Green  Room 

Participants: 

Herbert  Kaplan,  M.D. 

James  W.  Stephens,  M.D. 

Gilbert  L.  McDonough,  M.D. 


John  D.  Leidholt,  M.D. 

Joseph  Lee  Hollander,  M.D.,  Philadelphia 

INDUSTRIAL  MEDICINE  SECTION— 

Little  Theatre 

Participants : 

Norman  Plummer,  M.D.,  New  York 
Panel:  Drs.  J.  Earl  Gardell,  Walter  J. 
Longeway,  Carl  A.  McLauthlin,  and 
James  M.  Perkins 

PEDIATRIC  SECTION— 

Rear  Lobby,  International  Center 

Participants: 

Edward  B.  Shaw,  M.D.,  San  Francisco 
L.  Joseph  Butterfield,  M.D. 

GENERAL  SESSION — International  Center 

Participants: 

Nelson  J.  Young,  Miami 

Donald  L.  Haskett,  Boston 

William  F.  McMurry,  Newark,  New  Jersey 

Turn  page  for  more  of  scientific  program. 


HOUSE  OF  DELEGATES  2ND  MEETING 
STAG  SMOKER — 6:30  p.m.  at  Golf  Club 

FRIDAY,  SEPTEMBER  18 


GENERAL  SESSION — International  Center 

Panel  participants : 

Drs.  David  L.  Barclay,  Harold  B.  Boyd,  James 
H.  Growdon,  Arthur  D.  Hengerer,  Joseph 
Lee  Hollander 


OB-GYN  & GENERAL  PRACTICE  SECTION— 
International  Center 

Participants : 

Arthur  D.  Hengerer,  M.D.,  Albany 
David  L.  Barclay,  M.D.,  New  Orleans 

ORTHOPEDIC  SECTION— Rear  Lobby. 
International  Center 

Harold  B.  Boyd,  M.D.,  Memphis 

SURGERy  SECTION— Green  Room 

Participants : 

Robert  C.  Sullivan,  M.D. 

Robert  S.  Brittain,  M.D. 

James  H.  Growdon,  M.D.,  Little  Rock 
David  H.  Watkins,  M.D. 

Howard  T.  Robertson,  M.D. 

David  G.  Ashbaugh,  M.D. 


SATURDAY,  SEPTEMBER  19 

GENERAL  PRACTICE  SECTION— 
International  Center 

Participants : 

Henry  M.  Lewis,  M.D. 

Dan  M.  Gordon,  M.D.,  New  York 

ANESTHESIOLOGY  SECTION— Rear  Lobby, 
International  Center 

Participants : 

R.  L.  Coulter,  M.D. 

Edward  Heaton,  M.D. 

COMBINED  MEETING  OF  HOUSE  OF  DELEGATES 
AND  GENERAL  SESSION — International  Center 

Presidential  Address,  Samuel  B.  Childs,  M.D.,  Presi- 
dent-elect, Colorado  Medical  Society 
Address  by  Norman  A.  Welch,  M.D.,  Boston,  Presi- 
dent of  American  Medical  Association 
Election  of  Colorado  Medical  Society  Officers  for  1964- 
65,  and  Installation. 


BANQUET  AND  DANCE— International  Center 

FRIDAY,  SEPTEMBER  18 
Tickets— $7.50  each 

Honored  guest — Norman  Welch,  M.D.,  President  of  American  Medical 

Association 

Banquet  ticket  sales  will  be  limited  to  those  who  secure  their  tickets  before  noon 
THURSDAY,  SEPTEMBER  17.  Advance  registrations  will  be  accepted  if  accom- 
panied by  your  check. 

The  Banquet  will  be  devoted  to  fun  and  relaxation.  There  will  be  no  formal  speeches  nor 
lengthy  presentations.  Come  and  enjoy  yourself. 


GOLF  TOURNAMENT  at  Broadmoor  Golf  Course  Wednesday,  September  16 — 
8:00-10:00  a.m.  and  12:00  Noon  to  2:00  p.m.  Register  at  first  tee;  Green  fee  hotel 
guests — ^6.00,  Green  fee  non-guests  ^6.50;  Golf  Tournament  concluded  Thurs- 
day afternoon  with  prizes  awarded  at  Stag  Smoker. 

STAG  SMOKER  at  Golf  Club  Thursday,  September  17  Tickets  ^5.00  each 
6:30  p.m. — Cocktail  Hour  9:00  p.m. — Entertainment 

7:30  p.m. — Dinner  Cash  bar  all  evening 

Stag  Smoker  ticket  sales  will  be  limited  to  those  who  secure  their  tickets  before 
the  registration  desk  closes  WEDNESDAY,  SEPTEMBER  16.  Advance  registra- 
tions for  the  Smoker  will  be  accepted  if  accompanied  by  your  check. 


^intL  ^^^nnuai 


eddion 


%^tuL  ^iate  l/Yledicai  ^^^66oclation 

^.J^otei  ^L^tuh  ^IfYlotor'  cjCoil^e — SeptemLer  15-17,  1964 


George  A.  Constant,  M.D.  James  D.  Hardy,  M.D.  S.  Gilbert  Blount,  Jr.,  M.D.  Benjamin  Felson,  M.D. 


Jack  M.  Farris,  MX 


Regisfrafion— Registration  opens  at  8:00  a.m,  daily  for  doctors  and  exhibitors. 
Doctors  in  surrounding  states  are  especially  invited  and  will  not  be  charged 
registration  fees.  Admission  will  be  by  badge  only. 

Tuesday,  September  15 

MORNING  PROGRAM 

8:30  Movies  (separate  program) 

Welcoming  Address 

Scott  M.  Budge,  M.D.,  President,  Utah  State  Medical  Association 

“Recent  Advances  in  Therapy” 

Ovid  O.  Meyer,  M.D.,  Professor  and  Head,  Department  of  Internal  Med- 
icine, University  of  Wisconsin,  Madison,  Wisconsin 

“Parenteral  Water  and  Electrolyte  Therapy” 

Harry  F.  Weisberg,  M.D.,  Associate  Professor  of  Medicine,  Chicago  Med- 
ical School,  Chicago,  Illinois 


Recess  to  visit  exhibits 


Turn  the  page  for  more 
of  scientific  program 


Ovid  O.  Meyer,  M.D.  Charles  M.  McLane,  M.D.  William  J.  Schnute,  M.D.  James  G.  Hughes,  M.D.' 


Harry  F.  Weisberg,  M.D. 


“Constrictive  Pericarditis,  Diagnosis  and  Treat- 
ment” 

S.  Gilbert  Blount,  Jr.,  M.D.,  Professor  of 
Medicine,  Head  of  Division  of  Cardiology,  Uni- 
versity of  Colorado,  Denver,  Colorado 

“Pleural  and  Extrapleural  Disease” 

Benjamin  Felson,  M.D.,  Professor  and  Direc- 
tor of  Radiology,  University  of  Cincinnati, 
Cincinnati,  Ohio 

12:10  Luncheon 

AFTERNOON  PROGRAM 

2:00  Movies  (separate  program) 

“Primary  Myocardial  Fault” 

S.  Gilbert  Blount,  Jr.,  M.D. 

“Prophylactic  and  Active  Anticoagulant  Therapy” 
Ovid  O.  Meyer,  M.D. 

Recess  to  visit  exhibits 

“Are  Heart  Operations  Really  Worthwhile?” 

“J  D”  Mortenson,  M.D. 

“Probability  Computers  and  Medical  Diagnosis” 

Charles  A.  Nugent,  M.D. 

“Progress  in  Radiation  Therapy  of  Cancer” 

Henry  P.  Plenk,  M.D. 

6:00  Blue  Shield  Reception 

7:00  Annual  Dinner  Meeting,  Blue  Shield  Stock- 
holders 

Wednesday,  September  16 

MORNING  PROGRAM 

7:00  Breakfast  Meeting 

Subject:  “Predictions  of  New  Things  to  Come 
in  My  Field” 

8:30  Movies  (separate  program) 

“An  Appraisal  of  the  Long-Term  Effects  of  Vagot- 
omy and  Pyloroplasty  Upon  Patients  With  Chronic 
Duodenal  Ulcer” 

Jack  M.  Farris,  M.D.,  Associate  Professor  of 
Surgery,  University  of  California,  Los  An- 
geles, California 

“Surgery  of  the  Adrenal  Glands” 

James  D.  Hardy,  M.D.,  Professor  and  Chair- 
man, Department  of  Surgery,  University  of 
Mississippi,  Jackson,  Mississippi 

“The  Silhouette  Sign”  and  “The  Air  Broncho- 
gram” 

Benjamin  Felson,  M.D. 

Recess  to  visit  exhibits 

“Diagnosis  and  Therapy  of  Acid-Base  Imbalance” 

Harry  F.  Weisberg,  M.D. 

“Epiphyseal  Fractures” 

William  J.  Schnute,  M.D.,  Associate  Profes- 
sor, Department  of  Orthopedics,  Northwestern 
University,  Chicago,  Illinois 


12:10  Luncheon 

AFTERNOON  PROGRAM 

2:00-4:00  Study  Groups 

6:00  President’s  Reception 

7:30  President’s  Banquet 

Featured  Speaker — Norman  A.  Welch,  M.D., 
President  of  the  American  Medical  Associa- 
tion, Chicago,  Illinois 

Thursday,  September  17 

MORNING  PROGRAM 

8:30  Movies  (separate  program) 

“Treatment  of  the  Epileptic  Child” 

James  G.  Hughes,  M.D.,  Professor  and  Head 
of  the  Department  of  Pediatrics,  University  of 
Tennessee,  Memphis,  Tennessee 

“Early  Signs  and  Symptoms  of  Emotional  Dis- 
orders in  Childhood” 

George  A.  Constant,  M.D.,  Department  of 
Neurology  and  Psychiatry,  University  of  Texas, 
Galveston,  Texas 

“X-Ray  Pelvimetry  and  the  Obstetrician” 

Charles  M.  McLane,  M.D.,  Clinical  Professor, 
Obstetrics  and  Gynecology,  Cornell  Univer- 
sity, New  York  City 

Recess  to  visit  exhibits 

“Hip  Joint  Pathology  in  the  Teens” 

William  J.  Schnute,  M.D. 

“Treatment  of  Acute  Nephritis  in  Childhood” 
James  G.  Hughes,  M.D. 

12:10  Luncheon 

AFTERNOON  PROGRAM 

2:00  Movies  (separate  program) 

“Diaphragmatic  Hernia:  Types,  Complications 
and  Management” 

James  D.  Hardy,  M.D. 

“Recent  Advances  in  Fertility  Control” 

Charles  M.  McLane,  M.D. 

“Utah  Maternal  Mortality  Survey” 

Carl  T.  Woolsey,  M.D. 

Recess  to  visit  exhibits 

“A  New  Look  at  the  Surgical  Treatment  of  Gas- 
tric Ulcer” 

Jack  M.  Farris,  M.D. 

“Adolescence:  Its  Perspectives  and  Problems” 
George  A.  Constant,  M.D. 

Evening— -Program  on  Medicine  and  Religion  at 
the  Salt  Lake  Tabernacle  and  including  the  Mor- 
mon Tabernacle  Choir. 

Speakers:  W.  Clarke  Wescoe,  M.D.;  Rev.  Paul 
B.  McCleave;  Elder  Richard  L.  Evans 


86iL  ^^nnuai  ^Flfjeetin^ 
^Flfjontana  ^FFjedicai  ^.Association 

^eptemLep  17-1^y  /964  — ^inien  ^^J^otei,  {t3utte 


On  behalf  of  the  officers  and  members  of  the 
Montana  Medical  Association,  we  extend  to  all 
physicians  a very  cordial  invitation  to  attend  the 
86th  Annual  Meeting  of  the  Montana  Medical  As- 
sociation in  Butte  on  Thursday,  Friday,  and  Satur- 
day, September  17,  18,  and  19.  All  of  the  business 
and  scientific  sessions  of  the  annual  meeting  will 
be  held  at  the  Finlen  Hotel,  which  is  located  in 
the  heart  of  the  business  district  of  the  city  of 
Butte. 

The  House  of  Delegates  of  the  Montana  Medi- 
cal Association  will  convene  for  its  first  session 
on  Thursday  morning,  September  17,  at  8;  30 
o’clock.  This  session,  during  which  all  committee 
reports,  resolutions,  and  new  business  will  be  in- 
troduced and  referred  to  the  appropriate  refer- 
ence committee  for  study,  will  recess  at  approxi- 
mately 10  o’clock.  The  second  session  of  the  House 
of  Delegates  will  convene  at  3:30  o’clock  on  Fri- 
day afternoon,  September  18.  During  this  session, 
the  reports  of  the  reference  committees  will  be 
presented  to  the  House  of  Delegates  and  official  ac- 
tion will  be  taken  upon  each  of  the  recommenda- 
tions. The  third  and  final  session  of  the  House  of 
Delegates  will  convene  at  1:30  o’clock  on  Satur- 
day afternoon,  September  19.  During  this  session, 
the  balance  of  the  reports  of  reference  committees 
will  be  presented  and  action  taken  upon  each  of 
them.  The  annual  election  of  officers  will  also  be 
held  during  this  session  and  the  newly  elected  offi- 
cers will  be  installed  as  the  final  order  of  business 
of  the  House  of  Delegates. 

The  Administrative  Body  of  Montana  Physi- 
cians’ Service  will  also  meet  on  Saturday  after- 
noon, September  19,  during  a short  recess  of  the 
House  of  Delegates  of  the  Montana  Medical  As- 
sociation. 

Following  a brief  welcome  to  the  86th  Annual 
Meeting,  the  scientific  sessions  will  convene  at 
10:30  o’clock  on  Thursday  morning,  September  17. 
The  scientific  sessions  will  continue  on  Thursday, 
on  Friday,  and  on  Saturday  morning,  as  outlined 
in  the  scientific  program  on  the  following  page. 

On  Wednesday  afternoon,  September  16,  all 
physicians  are  cordially  invited  to  participate  in  a 
golf  tournament  which  will  be  sponsored  by  the 
members  of  the  Silver  Bow  County  Medical  So- 
ciety at  the  Butte  Country  Club. 

On  Thursday  evening,  September  17,  the  annual 
reception  and  banquet,  to  which  all  physicians, 
wives,  and  guests  are  cordially  invited,  will  be 
held  at  the  Finlen  Hotel.  The  reception  will  begin 


at  6 o’clock  and  the  annual  banquet  at  7 o’clock. 
Following  the  banquet,  there  will  be  a brief  but 
enjoyable  program  of  entertainment  and  a stimu- 
lating address  by  a speaker  of  national  promi- 
nence. The  name  of  the  speaker  and  the  title  of 
his  address  will  be  announced  in  the  final  pro- 
gram of  this  meeting. 

On  Friday  evening,  it  is  anticipated  that  the 
Montana  Medical  Political  Action  Committee  will 
sponsor  a no-host  dinner  meeting  at  the  Finlen 
Hotel,  at  which  a member  of  the  United  States 
House  of  Representatives  of  increasing  importance 
and  influence  will  report  upon  the  activities  of 
the  national  lawmakers. 

At  this  86th  Annual  Meeting  of  the  Montana 
Medical  Association,  an  impressive  array  of  com- 
mercial and  scientific  exhibits  will  be  displayed  in 
several  of  the  meeting  rooms  of  the  Finlen  Hotel. 
The  commercial  exhibits  will  feature  the  most  re- 
cent advances  in  drug  therapy,  as  well  as  the  most 
modern  medical  equipment,  office  furnishings,  and 
a varied  number  of  services  available  to  the  physi- 
cian. A number  of  educational  scientific  exhibits 
prepared  by  Montana  physicians  will  be  displayed 
during  the  period  of  the  annual  meeting.  These 
scientific  exhibits  will  provide  interesting  and  im- 
portant information  which  will  be  of  practical 
value  to  the  physician.  The  author  of  the  most  out- 
standing exhibit  will  receive  the  Aesculapius 
Award.  This  award,  which  is  sponsored  by  Mead 
Johnson  Laboratories,  will  be  presented  to  the 
winner  immediately  before  adjournment  of  the 
final  scientific  session  on  Saturday  morning. 

The  Woman’s  Auxiliary  to  the  Montana  Medical 
Association  will  hold  its  23rd  Annual  Meeting  in 
Butte  on  Thursday  and  Friday,  September  17  and 
18.  The  wife  of  every  physician,  whether  a mem- 
ber of  the  auxiliary  or  not,  is  cordially  invited  to 
attend  all  of  the  social  and  business  meetings  of 
the  Woman’s  Auxiliary  and  to  participate  in  its 
functions. 

Again,  we  urge  that  all  Montana  physicians  and 
physicians  in  the  neighboring  states  plan  to  attend 
this  meeting. 

William  E.  Harris,  M.D.,  President 
Albert  L.  Vadheim,  M.D.,  Secretary- 
Treasurer 


Turn  the  page  for  scientific  program 
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Thursday,  September  17 

MORNING 

8:00  Registration 

Welcome 

Loren  G.  Hammer,  M.D.,  President,  Silver 
Bow  County  Medical  Society 

Response 

William  E.  Harris,  M.D.,  President,  Montana 
Medical  Association 

“Current  Concepts  of  Diagnosis  and  Treatment 
of  Carcinoma  of  the  Cervix” 

Russell  R.  de  Alvarez,  M.D.,  Philadelphia, 
Pennsylvania 

“Athletic  Injuries” 

Donald  R.  Lannin,  M.D.,  St.  Paul,  Minnesota 

“The  Treatment  of  Cancer  of  the  Lower  Lip” 
Juan  A.  del  Regato,  M.D.,  Colorado  Springs, 
Colorado 

12:15  Luncheon  Recess 

AFTERNOON 

“The  Definitive  Treatment  of  Hemorrhoidal  Dis- 
ease” 

William  A.  McMahon,  M.D.,  Seattle,  Wash- 
ington 

“Unusual  Pulmonary  Lesions  in  Everyday  Prac- 
tice” 

Joseph  E.  Nohlgren,  M.D.,  Portland,  Oregon 

“Drug  Hazards  in  Infants” 

Alan  K.  Done,  M.D.,  Salt  Lake  City,  Utah 

“The  Family  Doctor  Treats  Low  Back  Pain” 
Donald  R.  Lannin,  M.D. 


Friday,  September  18 

MORNING 
8:30  Registration 

“The  Treatment  of  Cancer  of  the  Cervix” 

Juan  A.  del  Regato.  M.D. 

“Respiratory  Problems  in  Surgical  Patients” 
William  W.  Krippaehne,  M.D.,  Portland,  Ore- 
gon 

“Hemorrhagic  and  Coagulation  Disorders  in  Preg- 
nancy” 

Russell  R.  de  Alvarez,  M.D. 

“Constrictive  Pericarditis:  Diagnosis  and  Treat- 
ment” 

S.  Gilbert  Blount,  Jr.,  M.D. 

12:00  Luncheon 

AFTERNOON 

“Regional  Enteritis  and  Ulcerative  Colitis:  A 
Comparison” 

Joseph  E.  Nohlgren,  M.D. 

“Advances  in  the  Management  of  Childhood 
Poisoning” 

Alan  K.  Done,  M.D. 

Saturday,  September  19 

8:30  Registration 

“Pruritis  Ani” 

William  A.  McMahon,  M.D. 

“Some  Interesting  Aspects  of  Breast  Cancer” 
William  W.  Krippaehne,  M.D. 

“Primary  Myocardial  Fault” 

S.  Gilbert  Blount,  Jr.,  M.D. 

Presentation  of  Aesculapius  Award  for  outstand- 
ing exhibit  (sponsored  by  Mead  Johnson  Labo- 
ratories) 

12:00  Adjournment  of  the  scientific  sessions 
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Franklyn  C.  Hill,  Jr.,  M.D. 


Emerson  Day,  M.D. 


Gordon  Meiklejohn,  M.D. 


Willard  M.  Allen,  M.D. 


Registration — Every  person  who  attends  must  first  register  at  the  Society’s 
registration  desk  at  the  Lodge.  Registration  will  start  at  10:00  a.m.,  on  Tuesday, 
September  1,  1964,  The  registration  fee  is  $25.  ( See  official  program. ) 


Tuesday,  September  1,  1964 

1:00  p.m.  Council  Meeting 
3:30  p.m.  Orientation  Program 
7:15  p.m.  Exhibitors’ Bullet 


Turn  the  page  for 
scientific  program 


William  R.  Hamsa,  M.D. 


Wednesday,  September  2,  1964 

9:00  a.m.  House  of  Delegates 

AFTERNOON  PROGRAM 

“Depression  or  Anxiety  or  Both?” 

Beverly  T.  Mead,  M.D.,  Assistant  Professor  of 
Psychiatry,  Medical  College,  University  of 
Kentucky,  Lexington,  Kentucky 

“Diagnostic  Pitfalls  in  Acute  Abdominal  Disease 
in  Infancy  and  Childhood” 

Charles  W.  McLaughlin,  Jr.,  M.D.,  Profes- 
sor of  Surgeiy,  University  of  Nebraska  School 
of  Medicine,  Omaha,  Nebraska 

“The  Use  of  the  Newer  Progestational  Agents  in 
Complications  of  Pregnancy” 

Willard  M.  Allen,  M.D.,  Professor  and  Head 
of  Obstetrics  and  Gynecology  Department, 
Washington  University  School  of  Medicine, 
St.  Louis,  Missouri 

“Management  of  Traumatic  Injuries  of  the  Head 
and  Neck” 

Joseph  H.  Ogura,  M.D.,  Professor  of  Otolaryn- 
gology, Washington  University  School  of  Med- 
icine, St.  Louis,  Missouri 

“Problems  in  Infectious  Disease” 

Gordon  Meiklejohn,  M.D.,  Professor  and 
Chairman,  Department  of  Medicine,  Univer- 
siy  of  Colorado  Medical  Center,  Denver,  Colo. 

7:15  p.m.  Banquet 

Featured  speaker,  Norman  A.  Welch,  M.D., 
President,  American  Medical  Association 
Presentation  of  Robins  Award  for  Community 
Service 

Thursday,  September  3,  1964 
8:30  a.m.  Reference  Committee  Meetings 
10:30  a.m.  WYOPAC 

AFTERNOON  PROGRAM 

“Diagnosis,  Prognosis  and  Management  of  Cancer 
of  the  Head  and  Neck” 

Joseph  H.  Ogura,  M.D. 


“Multiple  Sclerosis:  Some  Clinical  Considera- 
tions” 

Franklyn  C.  Hill,  M.D.,  Consultant  in  Neu- 
rology at  U.  S.  Naval  Hospital,  Oakland,  and 
Presbyterian  Medical  Center,  San  Francisco 

“Diagnosis  of  Lesions  of  the  Breast” 

Charles  W.  McLaughlin,  Jr.,  M.D. 

“The  Newer  Progestational  Agents” 

Willard  M.  Allen,  M.D. 

“Treatment  of  Ankle  Fractures” 

William  R.  Hamsa,  M.D.,  Attending  ortho- 
pedic surgeon  in  Omaha  at  Bishop  Clarkson 
Memorial  Hospital,  Children’s  Hospital,  Meth- 
odist Hospital,  Lutheran  Hospital,  and  at  the 
Nebraska  Orthopedic  Hospital  in  Lincoln, 
Nebraska 

5:00  p.m.  Nominating  Committee  Meeting 

5:45  p.m.  Outdoor  Barbecue 

Friday,  September  4,  1964 

9:00  a.m.  House  of  Delegates 

12:00  Noon  Council  Meeting 

AFTERNOON  PROGRAM 

“Development  of  Respiratory  Viral  Vaccines” 
Gordon  Meiklejohn,  M.D. 

“Common  Foot  Disorders” 

William  R.  Hamsa,  M.D. 

“Evaluation  of  the  Unconscious  Patient” 
Franklyn  C.  Hill,  Jr.,  M.D. 

“The  Confused  Patient” 

Beverly  T.  Mead,  M.D. 

“What  Progress  Against  Cancer” 

Emerson  Day,  M.D.,  Medical  Director,  Strang 
Clinic,  New  York  City 
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Here  are  all  the  ingredients  for 
recreation  and  relaxation.  The 
finest  golf  conrses  in  the  coun- 
try, outdoor  swimming  in  large 
heated  pool,  tennis,  sheet,  horse- 
hack  riding,  and  award  win- 
ning accommodations,  dining 
and  decor.  Yon  will  live  well. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


HENRy  COE,  Administrator 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


HOKMIMGSIDE 

HOSPITAL 


Neuroses  . 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


/or  August,  1964 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Accident  Surgery,  Vol.  2:  By  Herbert  F.  Moseley,  MA,  DM, 
FACS.  New  York,  1964,  Appleton.  374  p.  Gift  publisher. 

Atlas  of  Bone  Tumors,  Including  Tumorlike  Lesions:  By 
Walter  S.  Gilmer,  MD  and  others.  St.  Louis,  1963,  Mosby. 
165  p.  Price:  $27.50. 

Behavioral  Research  on  Exceptional  Children:  Edited  by 
Samuel  A.  Kirk,  PhD.  Washington,  D.  C.,  1963,  NEA.  369  p. 
Price:  $4.50. 

Biophysics  of  the  Ear:  By  F.  L.  Dittrich,  PhD,  and  R.  C. 
Extermann,  PhD.  Springfield,  111.,  1963,  Thomas.  189  p.  Price: 
$6.75. 

Case  Studies  in  Obstetrics  and  Gynecology:  By  Frederick 
Jackson  Stoddard,  MD.  Philadelphia,  1964,  Saunders.  312  p. 
Price:  $8.50. 

Chemistry  of  Thrombolysis:  Human  Fibrinolytic  Enzymes: 
By  Kurt  N.  von  Kaulla,  MD.  Springfield,  111.,  1963,  Thomas. 
333  p.  Price:  $12.75. 

Chromatographic  Methods:  By  Ralph  Stock.  BS,  PhD,  and 

C.  B.  F.  Rice,  BSc,  FRIC.  New  York,  1963,  Reinhold.  206  p. 
Price:  $10.00. 

Clinical  Hypothermia:  By  Emil  Blair,  MD.  New  York,  1964, 
Blakiston.  272  p.  Price:  $11.71. 

Color  Atlas  of  Pathology:  Central  Nervous  System:  By 
Charles  F.  Geschickter,  MD,  and  Albert  Cannon,  MD.  Phila- 
delphia, 1963,  Lippincott.  Vol.  3.  394  p.  Price:  $25.00. 

Craig  and  Faust’s  Clinical  Parasitology:  By  Ernest  C.  Faust, 
AB,  MA,  and  Paul  F.  Russell,  MD.  7th  ed.  Philadelphia, 
1964,  Lea  & Febiger.  1099  p.  Price:  $16.50. 

Diseases  of  the  Liver  and  Biliary  System:  By  Sheila  Sher- 
lock, MD.  3rd  ed.  Philadelphia,  1963,  F.  A.  Davis.  715  p. 
Price:  $13.50. 

Disorders  of  Language:  CIBA  Foundation  Symposium.  Boston. 
1964,  Little,  Brown,  356  p.  Gift. 

Doctor  and  Patient  and  the  Law:  By  C.  Joseph  Stetler,  LLB, 
LLM,  and  Alan  R.  Moritz,  MD.  4th  ed.  St.  Louis,  1962,  Mosby. 
529  p.  Price:  $14.00. 

A Doctor  Talks  to  9 to  12  Year  Olds:  By  Marion  O.  Lerrigo, 
PhD,  and  Michael  A.  Cassidy,  MD.  Chicago,  1964,  Budlong. 
75  p.  Gift. 

Dystrophia  Myotonica  and  Related  Disorders:  By  J.  E. 
Caughey,  MD,  and  N.  C.  Myrianthopoulos,  PhD.  Springfield, 
111.,  1963,  Thomas.  282  p.  Price:  $10.00. 

Electrocardiographic  Notebook:  By  M.  Irene  Ferrer,  MD. 
New  York,  1964,  Hoeber.  112  p.  Price:  $2.75. 

Enzymes  in  Blood  Plasma:  By  Benno  Hess.  New  York,  1963, 
Academic.  167  p.  Price:  $8.00. 

Financial  Independence  Through  Common  Stocks:  By  Robert 

D.  Merritt.  New  York,  1954,  Simon  and  Schuster.  310  p.  Gift. 

Pediatric  Ophthalmology:  Edited  by  L.  Byerly  Holt,  MD. 
Philadelphia,  1964,  Lea.  403  p.  Price:  $11.24. 


The  Prospect  of  Immortality:  By  Robert  C.  Ettinger.  Garden 
City,  N.  Y.,  1964,  Doubleday.  190  p.  Review. 

The  Saga  of  “Auntie”  Stone  and  Her  Cabin.  . . . By  Nolie 
Mumey,  MD.  Centenary  Edition.  Boulder,  Colo.,  1964,  Johnson. 
128  p.  Price:  $10.00. 

Style  Book  and  Editorial  Manual:  2d  ed.  Chicago,  1963, 
American  Medical  Association.  90  p.  Price;  $1.50. 

Syndromes  of  the  Head  and  Neck:  By  Hobert  J.  Gorlin  and 
Jens  J.  Pindborg.  New  York,  1964,  Blakiston.  580  p.  Price; 
$17.31. 


Book  Reviews 

Electrocardiographic  Notebook:  By  M.  Irene  Ferrer,  MD. 
2d  ed.  New  York,  1964,  Hoeber.  112  p.  Price:  $2.75. 

This  very  small  notebook  is  meant  for  beginners 
in  the  study  of  electrocardiography.  For  its  size,  it  is 
loaded  with  material  which  is  lucidly  written.  The 
author  takes  into  consideration  the  normal  tracing 
and  abnormal  states.  The  ones  on  the  relationship  of 
drugs  to  the  electrocardiogram  are  quite  complete  and 
interesting.  There  are  illustrative  electrocardiograms 
and  some  interesting  charts  referrable  to  normal 
values  of  certain  electrocardiographic  criteria.  On 
the  whole,  however,  I think  it  would  be  presumptuous 
to  take  this  as  the  only  text  for  somebody  who  is 
beginning  in  the  field  of  electrocardiographic  inter- 
pretation. There  are  other  more  complete  volumes 
which  I think  would  be  more  suitable  for  the  initial 
study  of  electrocardiography. 

Philip  S.  Vigoda,  MD 


Accident  Injuries  of  the  Conjoined  Femur:  By  Jacob 
Kulowski,  MD,  FACS,  FICS.  Springfield,  1964,  Thomas.  294  p. 
Price;  $12.50. 

Doctor  Kulowski  has  long  been  interested  in  what 
the  automobile  does  to  people.  He  was  a member  of 
the  American  Medical  Association’s  first  Committee 
on  the  Medical  Aspects  of  Automobile  Crash  Deaths 
and  Injuries,  and  editor  of  the  section.  Motorist 
Injuries  and  Motorist  Safety,  of  Lippincott’s  series 
of  volumes.  Clinical  Orthopedics.  His  monumental 
volume  Crash  Injuries  (Thomas)  appeared  in  1960, 
and  is  know  as  “the  Book”  in  the  profession.  The 
current  volume  concentrates  upon  the  femur  and 
the  structures  injured  with  it.  Fifteen  per  cent  of 
800  hospitalized  motorist  casualties  involved  the 
conjoined  femur.  Ninety  per  cent  of  the  conjoined 
femur  series  were  due  to  the  automobile. 

No  one  knows  better  than  Dr.  Kulowski  that  the 
motorcar  injury  is  a multi-system  injury  more  often 
than  not,  and  he  covers  every  angle.  His  methods  are 
bold,  and  he  has  made  some  wonderful  “saves.”  And, 
quite  uniquely,  he  studies  the  car  involved.  He  knows, 
and  I know,  that  many  of  these  injuries  need  not 
occur,  and  would  not  occur,  if  the  motorcar  were 
designed  to  provide  protection  in  the  crash  situation. 

The  last  chapter  is  entitled.  Bioengineering  Prob- 
lem of  Prophylaxis,  and  he  “lays  it  on  the  line.” 

Almost  every  chapter  and  subsection  is  headed  by 
a pertinent  quotation  from  the  world’s  literature,  fur- 
ther evidence  of  the  author’s  scholarship.  All  are  apt. 
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and  some  are  literally  penetrating.  This  one  intro- 
duces the  book.  “One  of  the  troubles  of  our  age  is 
that  habits  of  thought  cannot  change  as  quickly  as 
techniques,  with  the  result  that  as  skill  increases,  wis- 
dom fails.” 

Horace  E.  Campbell,  MD 


Clinical  Obstetrics:  By  Benjamin  Tenney,  MD,  and  Brian 
Little,  MD.  Philadelphia,  Saunders,  1961.  440  p.  Price:  $8.50. 

This  text  presents  nicely  basic  obstetrics  in  a 
clear,  uncluttered  fashion.  Although  only  one  clin- 
ical methodology  is  discussed,  the  entire  obstetrical 
field  is  covered.  It  includes  contemporary  material 
along  with  basic  tried  and  true  obstetrical  concepts. 
The  last  chapter,  entitled  Prenatal  Influence  and 
Fetal  Development,  is  not  included  in  standard  texts 
and  adds  much  to  the  value  of  this  book. 

The  simple,  brief  discussion  of  elementary  ob- 
stetrics makes  it  an  excellent  text  for  medical  stu- 
dents. The  emphasis  is  on  clinical  and  practical 
ramifications  of  the  practice  of  obstetrics.  One  may 
disagree  with  some  of  the  authors’  concepts,  such 
as  not  stressing  the  importance  of  Papanicolaou 
smears  in  the  prenatal  period,  but  over-all  it  is  a 
good  discussion  of  clinical  obstetrics  in  an  easily 
followed  presentation. 

Donald  D.  Tomlin,  MD 
Resident  in  Ob-Gyn, 

St.  Joseph’s  Hospital,  Denver,  Colorado 


Postpartum  Psychiatric  Problems:  By  James  Alexander 
Hamilton.  St.  Louis,  C.  V.  Mosby,  1962.  156  p.  Price:  $6.85. 

Dr.  James  A.  Hamilton,  Associate  Clinical  Pro- 
fessor of  Psychiatry  at  Stanford  University  School 
of  Medicine,  identifies  that  some  thousands  of 
mothers  in  this  country  develop  symptoms  of  per- 
sonality changes  with  depression,  anxiety  and  often 
necessitating  institutional  care  within  a few  days 
or  a few  weeks  following  an  uncomplicated  preg- 
nancy and  delivery. 

The  author  points  out  that  very  little  has  been 
done  in  an  investigative  way  in  this  area  of  medi- 
cine. In  fact,  he  states  there  is  only  one  compre- 
hensive book  on  the  subject,  Marce’s  “Traite  de  la 
folie  des  femmes  enceintes,”  written  in  1858.  He 
thus  identifies  the  purpose  of  his  own  book  that  it 
“is  written  with  the  intent  of  assisting  in  these  early 
problems  of  decision,  diagnosis,  and  treatment”  of 
the  remarkable  aspects  of  puerperal  mental  illness. 

The  156  pages  that  follow  are  geared  to  this  aim 
and  do  present  some  interesting  data,  yet  the  greatest 
failure  is  the  superficial  nature  of  the  presentation. 
It  seems  the  author  has  attempted  to  gloss  over 
many  aspects  of  the  illness  that  he  states  are  so 
important. 

The  value  of  the  book  seems  to  be  in  that  he 
does  state  that  there  has  been  a lack  of  needed 
investigation  into  this  illness.  It  then  offers  the 
physician  a brief  resume  of  the  subject  and  some 


informative  features  of  postpartum  mental  aber- 
rations. 

William  W.  McCaw,  Jr.,  MD 


Neurologic  Manifestations  of  General  Diseases:  By  John  A. 
Aita,  MD,  PhD.  Springfield,  111.,  1964,  Thomas.  921  p.  Price: 
$24.50. 

This  is  a unique  book  which  covers  an  aspect  of 
neurology  not  previously  available  in  a single  text.  The 
author  outlines  the  neurologic  aspects  of  various  med- 
ical entities  under  the  following  disease  headings: 
Cardiovascular,  Endocrine,  Connective  Tissue,  Neo- 
plastic, Leukemias,  Lymphomas  and  other  Myelo- 
proliferative Diseases,  Electrolyte,  Acid  Base  and 
Hydration,  General  Metabolic,  Heritable  Metabolic, 
Hematologic,  Allergic,  Nutritional,  Maternal  Com- 
plications in  Pregnancy,  Chromosomal,  Virus,  Rick- 
ettsial, Bacterial,  Spirochetal,  Fungus,  Protozoan, 
Metazoan,  Possible  Infectious  Origin,  Osteogenic, 
Dermatologic  and  Unclassifiable.  It  is  disappointing, 
however,  that  renal  diseases  are  not  included  as  a 
separate  entity  although  uremia  is  briefly  discussed. 
The  book  is  not  designed  for  casual  reading,  the 
greatest  part  being  devoted  to  lists  of  causes  and 
symptoms.  This,  perhaps  unfortunately,  makes  it 
appear  more  like  an  almanac  than  a medical  text. 
The  actual  discussions  are  limited  and  require  sup- 
plementary reading  for  amplification.  The  best  fea- 
ture is  an  extensive  and  up-to-date  list  of  references. 
A huge  amount  of  data  is  to  be  found  in  this  volume, 
thereby  making  it  quite  useful  for  reference  pur- 
poses. This  book  will  be  helpful  in  many  fields  of 
medical  practice,  particularly  as  a guide  to  additional 
sources  of  information.  Since  a great  number  of 
topics  are  covered,  its  use  will  save  much  time  for 
those  seeking  specific  knowledge  about  neurologic 
complications  of  almost  any  disease.  Considering  the 
lack  of  illustrations,  the  price  of  $24.50  is  much  too 
high  and  will  no  doubt  limit  the  distribution  and 
availability  of  the  book. 

Arnold  Greenhouse,  MD 


Aids  to  Ethics  and  Professional  Conduct  for  Student  Radio- 
logic Technologists:  By  James  Ohnysty,  RT  (AART),  CSRT, 
MRSH.  Springfield,  111.,  1964,  Thomas.  121  p.  Price:  $3.75. 

This  very  frank,  yet  simple  presentation  of  ethical 
practice  for  Student  Radiologic  Technologists  should 
not  only  be  required  reading  for  all  beginning  stu- 
dents but  would  be  well  worth  the  perusal  of  ex- 
perienced Registered  Technicians  as  well. 

Mr.  Ohnysty  well  covers  areas  of  personal  ap- 
pearance and  attitude  as  well  as  relationships  with 
patients,  doctors  and  co-workers.  Examples  of  em- 
barrassing situations  frequently  encountered  but  often 
avoided  in  discussions  are  presented  frankly  and 
candidly.  This  is  not  a book  to  be  considered  as  a 
text  but  certainly  recommended  as  required  reading 
along  with  discussion  as  to  the  pertinence  of  content 
to  the  individual  hospital  situation. 

Mary  Yoder,  RT 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  i 


1.  Steigmana,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee'’ and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 
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pule  of  pitocin  were  given  intravenously.  Her  blood 
type  was  A positive  but  no  matched  blood  was  avail- 
able, so  one  pint  of  O positive  blood  was  given  under 
pressure.  This  was  followed  shortly  thereafter  by 
three  units  of  A positive  crossmatched  blood.  The 
patient  was  also  given  10  cc.  of  calcium  gluconate 
and  70  mg.  of  Vitamin  K intravenously.  The  patient 
continued  in  shock  and  by  11  p.m.,  Nov.  2,  1959,  it 
was  noted  that  there  was  bleeding  from  the  mouth  as 
well  as  from  the  uterus.  She  did  not  respond  to  treat- 
ment and  expired  at  12:55  a.m.,  Nov.  3,  1959. 
There  was  no  autopsy. 

Comment 


Case  27-'^ 

This  patient  was  a 43-year-old  white,  para  VI, 
gravida  VII,  whose  expected  date  of  confinement 
was  Dec.  7,  1959.  Previous  obstetrical  history  was 
noncontributory.  She  was  first  seen  by  her  physician 
on  April  23,  1959,  at  which  time  findings  were 
normal  except  for  several  small  nodules  on  the 
anterior  surface  of  the  uterus.  The  pelvis  was 
thought  to  be  adequate.  Hemoglobin  was  1 1 gms., 
STS  was  negative;  Rh  was  not  done.  Her  blood 
pressure  was  110/70,  urinalysis  was  negative,  and 
the  weight  was  not  recorded.  The  patient  was  not 
seen  again  by  her  physician  until  Nov.  2,  1959,  at 
which  time  she  had  been  in  labor  at  home  for  one 
and  one-half  days.  At  this  time  the  uterus  was  in 
tetanic  contraction  with  protruding  areas  in  the 
right  upper  quadrant  and  the  left  lower  quadrant. 
Membranes  had  ruptured.  On  examination  the  ver- 
tex was  floating  and  the  fetal  heart  tones  were  absent. 
There  was  moderate  bleeding  from  the  vagina.  The 
patient  was  taken  immediately  to  the  hospital.  Ex- 
amination revealed  complete  dilatation  of  the  cervix 
with  the  vertex  floating  and  no  fetal  heart  tones. 
Heart  and  lungs  were  described  as  normal.  It  was 
noted  that  the  patient  appeared  pale  but  there  was 
no  record  of  the  blood  pressure  at  the  time  of  ad- 
mission. Under  trilene  anesthesia,  administered  by 
a nurse,  interna!  podalic  version  and  extraction  was 
carried  out.  There  was  difficulty  with  the  after- 
coming head,  which  necessitated  applying  pressure 
from  above  and  pulling  on  the  fetus  from  below.  A 
five-pound  stillborn  infant  was  delivered  at  9:20  p.m. 
The  placenta  was  delivered  easily. 

The  patient  seemed  in  considerable  pain  after 
the  delivery  and  was  given  25  mgs.  of  thorazine 
and  75  mgs.  of  demerol  immediately  following  de- 
livery. There  was  continuous  moderate  bleeding 
from  the  uterus.  A few  minutes  following  delivery 
the  patient  became  comatose  with  loss  of  eye  re- 
flexes. Pulse  was  80  but  there  was  no  record  of 
the  blood  pressure.  She  was  given  oxygen  by  mask 
and  Trendelenburg  position  was  instituted.  The 
uterus  was  poorly  contracted  and  continued  to 
bleed  moderately.  The  patient  was  given  20  mg.  of 
desoxyn  intravenously  and  dextran  was  started  intra- 
venously, followed  by  dextran  with  levo  fed  intra- 
venously. One  ampule  of  solu-cortef  and  one  am- 


The  committee  classified  this  as  a direct  preventa- 
ble obstetric  death.  Factors  of  avoidability  were 

assessed  as  follows: 

Patient-— 

1.  Failure  to  return  for  routine  prenatal  visits  to 
physician. 

2.  Failure  to  seek  medical  care  until  after  I’A 
days  of  labor. 

Physician— - 

1.  Inadequate  evaluation — blood  count,  blood 
pressure,  clotting  and  fibrinogen  status. 

2.  Failure  to  have  blood  available  and  adminis- 
tration of  uncrossmatched  Rh+  blood. 

3.  Failure  to  obtain  consultation  in  the  face  of  an 
obviously  serious  obstetrical  situation. 

4.  Version  and  extraction  in  a grand  multipara 
with  a tetanic  uterus,  dead  baby,  Wi  days  of  un- 
attended labor,  etc. 

5.  Misuse  of  trilene  for  anesthesia. 

6.  Failure  to  explore  the  uterus  for  rupture. 

7.  Delay  in  blood  replacement. 

8.  Failure  to  administer  fibrinogen. 


Case  28’' 

This  patient  was  a 20-year-old,  white,  prima- 
gravida,  whose  expected  date  of  confinement  was 
July  18,  1960.  Past  medical  history,  physical  exam- 
ination, and  laboratory  findings  on  Nov.  10,  1959, 
were  normal.  Her  prenatal  course  was  uneventful 
until  the  eighth  month  of  pregnancy  when  2 plus 
albuminuria  was  noted.  There  was  no  edema.  Blood 
pressure  was  120/80.  There  had  been  no  abnormal 
weight  gain.  On  June  9,  1960,  the  patient  developed 
severe  headache  and  examination  by  the  physician 
on  June  10  revealed  the  blood  pressure  elevated  to 
180/100.  The  patient  was  immediately  hospitalized 
and  given  four  days  of  hypotensive  therapy  but 
made  no  improvement.  Fabor  was  induced  on  June 
15  by  intravenous  pitocin  and  artificial  rupture  of 
the  membranes.  Active  labor  was  established  im- 
mediately and  progressed  normally  to  low  forceps 
delivery  with  episiotomy  and  cyclopropane  anesthesia 
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of  a living  female  infant  weighing  3 lbs.  14  ozs.  No 
sedation  nor  analgesia  was  given  during  labor. 

The  patient’s  condition  seemed  good  during  the 
next  24  hours  but  the  blood  pressure  remained  ele- 
vated and  sedation  was  given.  On  June  17,  signs  of 
hemiplegia  developed  on  the  left  followed  by  signs 
of  decerebrate  rigidity.  Neurologic  consultation  was 
obtained  and  a spinal  tap  revealed  bloody  fluid  con- 
firming the  diagnosis  of  subarachnoid  hemorrhage. 
The  patient’s  condition  continued  to  deteriorate  with 
development  of  convulsions.  A carotid  arteriogram 
done  on  June  17  revealed  no  abnormality.  Trache- 
otomy and  supportive  treatment  were  to  no  avail 
and  the  patient  expired  on  June  18,  1960,  82  hours 
following  delivery.  Autopsy  showed  massive  intra- 
ventricular hemorrhage  on  the  right  side. 

Findings  of  the  committee 

1 . Direct  obstetric  death. 

2.  Preventable. 

Comments 

1.  The  cause  of  death  was  considered  to  be  due 
to  eclampsia  and  intra-cranial  hemorrhage  due  to 
congenital  anomalies. 

2.  There  was  delay  in  induction  of  labor  for  acute 
toxemia  when  there  was  no  improvement  as  the 
result  of  hypotensive  drug  therapy. 

3.  The  literature  records  a fairly  high  incidence  of 
mortality  from  toxemia  in  patients  with  congenital 
vascular  anomalies. 


t Previous  cases  reported  in  May,  September,  November, 
1960;  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
1964. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  imder 
Maternal  and  Child  Health:  Ben  C.  Williams,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  John  Zelenik, 
Leo  J.  Nolan,  L.  W.  Roessing,  Gerard  W.  del  Junco,  E.  N. 
Akers,  Claude  D.  Bonham,  Maxwell  A.  Abelman,  all  of 
Denver;  Harold  L.  Dyer,  Colorado  Springs;  James  W. 
McBurney,  Pueblo;  Sidney  Anderson,  Alamosa:  Ronald  E. 
Harrington,  Boulder;  Richard  R.  Hansen,  Ft.  Collins;  Bruce 
M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft.  Morgan;  Douglas 
O.  Kern,  Greeley;  Sam  E.  Callaway,  Durango:  James  D. 
Hites,  Dolores;  Walter  Grund,  Littleton. 


W.  B.  SAUNDERS  COMPANY 

features  the  following  new  books  and  new  editions  in  their 
full  page  advertisement  appearing  elsewhere  in  this  issue: 

• MOORE— ;GIVE  AND  TAKE — New! — An  intriguing  volume  relating 

the  inspiring  story  of  tissue  transplantation,  from  its  beginnings  to 
modern-day  successes. 

• NELSON— TEXTBOOK  OF  PEDIATRICS— New  (8th)  Edition!— Up-to- 

date  help  on  how  to  treat  the  III  child  and  how  to  keep  the  well 
child  healthy. 

• ELLIOTT— CLINICAL  NEUROLOGY— New!— The  latest  help,  ranging 

from  material  on  the  mechanics  and  physics  of  brain  Injuries  to 
advice  on  the  interpretation  of  somatic  pain. 


■ PETN  (pentaerythritol  tetranitrate)  to  in* 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


\^/,5)WALLACE  laboratories  /Cranfeury,  N.J. 


for  August,  1964 
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nate, Walter  M.  Boyd,  Greeley,  Dec.  31,  1965). 

Speaker,  House  of  Delegates:  John  H.  Amesse,  Denver. 

Vice  Speaker,  House  of  Delegates:  Walter  C.  Herold,  Colorado 
Springs. 

Foundation  Advocate:  Bernard  W.  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

COUNCIL  ON  GOVERNMENTAL  RELATIONS:  Robert  G. 
Bosworth,  Denver,  Chairman,  1964;  Frank  E.  Stander,  Pueblo, 
Vice  Chairman,  1965;  Robert  E,  McCurdy,  Denver,  1964; 
James  M.  Perkins,  Denver,  1964;  Ward  B.  Studt,  Grand 
Junction,  1964;  Jack  I.  Paap,  Colorado  Springs,  1965;  Roger 
G.  Hewlett,  Golden,  1965;  Phillip  D.  Weaver,  Greeley,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
EMERGENCY  MEDICAL  SERVICE  COMMITTEE:  James  M. 
Perkins,  Denver,  Chairman;  Robert  Collier,  Wheat  Ridge,  Vice 
Chairman;  Cyrus  W.  Partington,  Colorado  Springs;  LeGrand 
Byington,  Robert  M.  duRoy,  Joseph  L.  Kovarik  and  V.  E. 
Wohlauer,  all  of  Denver. 

LEGISLATIVE  COMMITTEE:  Robert  E.  McCurdy,  Denver, 
Chairman;  McKinnie  L.  Phelps,  Denver,  Vice  Chairman; 
Harry  C.  Bryan,  Colorado  Springs;  Samuel  H.  Haigler,  Den- 
ver; John  B.  Farley,  Pueblo;  others  to  be  appointed. 
MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Den- 
ver, Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  Sadler,  Fort 
Collins. 

WORKMEN’S  COMPENSATION  AFFAIRS  COMMITTEE: 

Robert  F.  Bell,  Denver,  Chairman;  Harry  R.  Boyd,  Elmer 
M.  Franz,  F.  A.  Garcia  and  Raymond  W.  Hammer,  all  of 
Denver. 

COUNCIL  ON  MEDICAL  SERVICE:  Matthew  L.  Gibson, 
Aurora,  Chairman,  1964;  Kenneth  I.  Macinnes,  Colorado 
Springs,  Vice  Chairman,  1965;  John  H.  Amesse,  Denver,  1964; 
Horace  E.  Campbell,  Denver,  1964;  Leo  J.  Nolan,  Lakewood, 
1964;  Walter  E.  Vest,  Denver,  1965;  Arthur  R.  Olsen,  Fort 
Morgan,  1965;  Robert  Viehe,  Glenwood  Springs,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
AGING  COMMITTEE:  Walter  E.  Vest,  Denver,  Chairman; 


Jack  L.  Baughman,  William  E.  Hay,  Robert  H.  Hughes,  all  of 
Denver;  Robert  D.  Schilling,  Pueblo. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  Thomas  J.  Hurley  and  E.  H.  Vincent,  both 
of  Colorado  Springs;  Charles  D.  Bloomquist,  Denver;  Edward 
E.  Tennant,  Sterling. 

REPRESENTATIVES  TO  THE  BLUE  CROSS  BOARD:  Samuel 
P.  Newman,  Denver;  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  Leo  J.  Flax,  Den- 
ver, Chairman,  1965;  William  B.  Condon,  Denver,  Vice  Chair- 
man, 1965;  Robert  B.  Bradshaw,  Alamosa,  1964;  Raymond  C. 
Beethe,  Burlington,  1964;  Kon  Wyatt,  Jr.,  Canon  City,  1964; 
Lewis  C.  Benesh,  Denver,  1964;  F.  A.  Garcia,  Denver,  1964; 
Isadore  Gersh,  Denver,  1964;  Homer  McClintock,  Denver, 
1964;  Leroy  Sides,  Denver,  1964;  Karl  F.  Sunderland,  Denver, 
1964;  William  Wilson,  Denver,  1964;  Leo  W.  Lloyd,  Durango, 
1964;  William  R.  Sisson,  La  Junta,  1964;  John  M.  Kehoe, 
Leadville,  1964;  Byron  Yost,  Longmont,  1964;  George  G. 
Balderston,  Montrose,  1964;  Robert  W.  Ludwick,  Sterling, 
1964;  James  Price,  Brush,  1965;  L.  L,  Hick,  Delta,  1965; 
Richard  Herrmann,  Denver,  1965;  Ivan  E.  Hix,  Jr.,  Denver, 
1965;  Herbert  B.  Kennison,  Jr.,  Denver,  1965;  John  McAfee, 
Denver,  1965;  H.  U.  Waggener,  Denver,  1965;  Gatewood  C. 
Milligan,  Englewood,  1965;  Harlan  E.  McClure,  Lamar,  1965; 
Wesley  Van  Camp,  Pueblo,  1965;  Leo  J.  Leonard!,  Salida, 
1965;  Lee  Beuchat,  Trinidad,  1965;  William  A.  Merritt, 
Walsenburg,  1965;  William  M.  Martin,  Aurora,  1966;  Richard 
E.  Carlton,  Colorado  Springs,  1966;  Walter  E.  Herold,  Colorado 
Springs,  1966  (John  V.  Ambler,  Denver,  alternate  for 
Dr.  Herold);  Clifford  E.  Parmley,  Cortez,  1966;  D.  Eugene 
Cowan,  Denver,  1966;  Theodore  K.  Gleichman,  Denver,  1966; 
John  L.  Lightburn,  Denver,  1966;  Lex  L.  Penix,  Denver,  1966; 
Lloyd  V.  Shields,  Denver,  1966;  David  J.  Stephenson,  Denver, 
1966;  David  E.  Bates,  Eaton,  1966;  N.  Paul  Anderson,  Fort  Col- 
lins, 1966;  Harlan  B.  Huskey,  Fruita,  1966;  Edward  E.  Mueller, 
Glenwood  Springs,  1966;  John  H.  Dahl,  Lakewood,  1966; 
Robert  D.  Pierce,  Pueblo,  1966;  Vernon  H.  Price,  Steamboat 
Springs,  1966. 

COUNCIL  ON  PROFESSIONAL  RELATIONS:  Carl  W.  Swartz, 
Pueblo,  Chairman,  1964;  William  A.  Liggett,  Denver,  Vice 
Chairman,  1965;  Claude  D.  Bonham,  Denver,  1964;  George  R. 
Buck,  Denver,  1964;  Clare  C.  Wiley,  Longmont,  1964;  Littleton 
J.  Bunch,  Alamosa,  1965;  Robert  B.  Richards,  Fort  Morgan, 
1965;  W.  Kemp  Absher,  Pueblo,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
REPRESENTATIVES  TO  THE  ADULT  EDUCATION  COUN- 
CIL: Lawrence  Brown,  Denver;  Kenneth  C.  Sawyer,  Jr., 
Denver. 

ADVISORY  TO  THE  AUXILIARY:  Bradford  Murphey,  Den- 
ver, Chairman;  V.  V.  Anderson,  Del  Norte;  J.  Alan  Shand,  La 
Junta. 

ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  C.  William  Vickers,  Colorado  Springs, 
Chairman;  Fordyce  G.  McCabe,  Boulder;  Gerald  H.  Smith, 
Colorado  Springs;  Robert  Redwine,  Pueblo. 

CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver:  Vernon  L.  Bolton,  Colorado  Springs;  Samuel  B. 
Childs,  Denver;  Clyde  E.  Stanfield,  Denver;  Mr.  Donald 
Derry,  Denver. 

uSeDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1965;  Eugene  C.  Penn,  Aurora,  1964;  Thomas  J. 
Kennedy,  Denver,  1964;  Wilbur  Manly,  Denver,  1964;  Elmer 
M.  Franz,  Denver,  1965;  James  Hutchison,  Denver,  1965. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  H.  Calvin  Fisher,  Denver,  1964;  Robert  F.  Dillon,  Colo- 
rado Springs,  1965. 

INSURANCE  COMMITTEE:  Frank  Gorishek,  Denver,  Chair- 
man; William  S.  Curtis,  Boulder;  L.  L.  Hick,  Delta;  George 
R.  Buck,  Denver;  Paul  Stidham,  Grand  Junction. 

COUNCIL  ON  PUBLIC  HEALTH:  Jack  D.  Bartholomew. 
Boulder,  Chairman,  1964;  Leland  M.  Corliss,  Denver,  Vice 
Chairman,  1964;  Lewis  Benesh,  Denver,  1964;  James  A. 
Stapleton,  Denver,  1964;  Kenneth  E.  Gloss,  Colorado  Springs, 
1965;  L.  L.  Hick,  Delta,  1965;  Roger  S.  Mitchell,  Denver,  1965; 
John  C.  Straub,  Limon,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
ADDICTIONS  COMMITTEE:  Edward  J.  Delehanty,  Denver, 
Chairman,  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock,  Colorado  Springs;  Ernest  G.  Ceriani,  Kremmling;  J.  L. 
Rosenbloom,  Pueblo. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  COMMIT- 
TEE; Ward  L.  Chadwick,  Denver,  Chairman;  Charles  E. 
Pennington,  Colorado  Springs;  Leland  M.  Corliss,  Denver; 
Ruth  Gouge,  Englewood;  Alan  D.  Pierson,  Leadville. 
INDUSTRIAL  HEALTH  AND  REHABILITATION  COMMIT- 
TEE: James  A.  Stapleton,  Denver,  Chairman;  Milton  L. 
Wiggins,  Colorado  Springs;  Irving  Ohr,  Denver;  Charley  J. 
Smyth,  Denver;  Victor  A.  Crumbaker,  Grand  Junction. 
INFECTIOUS  DISEASES  COMMITTEE:  Joseph  B.  McCloskey, 
Denver,  Chairman;  Henry  B.  Strenge,  Boulder;  Maurice  E. 
Snyder,  Colorado  Springs;  Ward  L.  Chadwick,  Denver;  C. 
Henry  Kempe,  Denver;  James  A.  Philpott,  Jr.,  Denver;  Ham 
Jackson,  Fort  Morgan. 


MATERNAL  AND  CHILD  HEALTH  COMMITTEE;  Walter  J. 
Grund,  Littleton,  Chairman;  John  A.  Lichty,  Denver;  George 
W.  Horst,  Glenwood  Springs;  Marcia  Curry,  Littleton;  Donald 
W.  SchifE,  Littleton. 

MENTAL  HEALTH  COMMITTEE:  Edward  G.  Billings.  Den- 
ver, Chairman;  E.  James  Brady,  Colorado  Springs;  Richard 

L.  Conde,  Colorado  Springs;  V.  V.  Anderson,  Del  Norte; 
Edward  J.  Delehanty,  Denver;  Alan  M.  Kraft,  Fort  Logan. 
PULMONARY  DISEASE  COMMITTEE:  Roger  S.  Mitchell, 
Denver,  Chairman;  Lorence  T.  Kircher,  Colorado  Springs; 
Edward  Donovan,  Denver;  Leroy  Elrick,  Denver;  John  Zarit, 
Denver. 

RURAL  HEALTH  COMMITTEE:  Monroe  R.  Tyler  and  V.  E. 
Wohlauer  of  Denver,  Co-Chairmen;  Henry  P.  Thode,  Jr., 
Fort  Collins:  Richard  B.  Saunders,  Grand  Junction:  Mason  M. 
Light,  Gunnison;  Doris  Benes,  Haxtun;  Ernest  G.  Ceriani, 
Kremmling;  Elmer  L.  Morgan,  Rocky  Ford;  Vernon  Price, 
Steamboat  Springs. 

WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  L.  Joseph  Butterfield,  Denver,  Chairman; 
David  B.  Roos,  Aurora:  Howard  A.  Bronson,  Stuart  G. 
Dunlop,  PhD,  Herbert  Rothenberg,  James  A.  Stapleton,  Giles 
Toll,  all  of  Denver;  Birger  E.  Peterson,  Longmont. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Myron  C.  Waddell, 
Denver,  Chairman,  1965;  Albert  Kukral,  Denver,  Vice  Chair- 
man, 1964;  Gilbert  Balkin,  Denver,  1964;  George  Horner, 
Denver,  1%4;  Robert  N.  Humphrey,  Fort  Collins,  1964;  John 
E.  McWilliams,  Colorado  Springs,  1965;  Joseph  S.  Pollard, 
Colorado  Springs,  1965;  Marvin  Johnson,  Denver,  1965. 

COMMITTEES  OF  THE  COUNCIL— 

AMA-EEF  COMMITTEE:  Samuel  H.  Brown,  Colorado  Springs, 
Chairman;  BTank  McGlone,  Kenneth  C.  Sawyer,  Jr.,  Thad  P. 
Sears,  all  of  Denver:  Patrick  W.  Luter,  Durango. 

CANCER  COMMITTEE:  N.  Paul  Isbell,  Denver.  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog,  R.  Neil  Chisholm,  B.  T. 
Daniels,  Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines, 
Alexis  E.  Lubchenco,  R.  G.  Mitcheltree,  Kenneth  C.  Sawyer, 
all  of  Denver;  Banning  E.  Likes,  Lamar. 

MEDICAL  EDUCATION  AND  HOSPITALS:  Myron  C. 
Waddell,  Denver,  Chairman;  L.  E.  Maurer,  Boulder;  William 

M.  Covode,  Robert  Hawley,  Joseph  H.  Holmes,  Freeman 
Longwell,  all  of  Denver;  James  D.  Hites,  Dolores. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Victor  A.  Crumbaker, 
Grand  Junction,  1964;  Frank  Gorishek,  Denver,  1965;  Kenneth 
A.  Platt,  Westminster,  1%6;  Eugene  B.  Ley,  Pueblo,  1968. 
PROGRAM  COMMITTEE,  1964  MIDWINTER  CLINICAL  SES- 
SION: Albert  J.  Kukral,  Denver.  Chairman;  others  to  be 
appointed. 

PROGRAM  COMMITTEE,  1964  ANNUAL  SESSION:  Joseph  S. 
Pollard,  Colorado  Springs,  Chairman;  others  to  be  appointed. 

BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Vernon  L.  Bolton,  Colorado 
Springs,  Chairman;  Samuel  B.  Childs,  Denver;  Harold  D. 
Palmer,  Denver;  Howard  T.  Robertson,  Denver;  J.  Robert 
Spencer,  Denver. 

FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Vernon  L.  Bolton,  Colorado  Springs;  William  A.  Day,  Colo- 
rado Springs;  Samuel  B.  Childs,  Denver. 

BUILDING  MANAGEMENT  COMMTTEE:  J.  Robert  Spencer, 
Denver,  Chairman;  Harold  D.  Palmer,  Denver;  Howard  T. 
Robertson,  Denver. 

COCHEMS  TRUST  FUND:  Vernon  L.  Bolton,  Colorado 
Springs;  Samuel  B.  Childs,  Denver;  Heman  R.  Bull,  Grand 
Junction. 

ORIENTATION  COURSE  COMMITTEE:  Gill  Brehm,  Sterling, 
Chairman;  William  Y.  Takahashi,  Boulder;  Paul  K.  Hamilton, 
Denver;  Carl  H.  McLauthlin,  Denver;  Horace  E.  Thompson, 
Denver;  George  S.  Tyner,  Denver. 

PUBLIC  RELATIONS  COMMITTEE:  Clyde  E.  Stanfield,  Den- 
ver, Chairman;  Marcus  B.  Bond,  Denver;  John  S.  Bouslog. 
Denver. 

Montana  Medical  Association 

OFFICERS~1963-64— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 
Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer;  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald.  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone.  259-2585. 


Nevada  State  Medical  Association 

OFFICERS— 1963-64 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  HI,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal : 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel;  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary;  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 
Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springvllle. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst.  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 

Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal: 
Mr.  Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  St.,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS— 1963-64r— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President;  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur 
R.  Abbey,  Cheyenne. 

Legal  Counsel;  Byron  Hirst,  Cheyenne. 

PubUc  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525. 


for  a better  blood 
pressure  response,  add 
rauwoUia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrir 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 

“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
;zide  but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg./hy- 
drochlorothiazide  25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containingO.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 

References 

1.  Kolodny,  A.  L.,  and  Dabo- 
lins,  R. : Angiology  :180 
(June)  1960. 

2.  Bare,  W.  W. : J.  Amer. 
Geriat.  Soc.  5:795  (Oct.) 
1960. 

3.  Lisan,  P.,  and  Balaban,  S. 
A. : J.  Amer.  Geriat.  Soc. 
5:803  (Oct.)  1960. 


Siiigoserp®-Esidrix® 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


1 


CIBA  Summit,  N,J. 


2/3181MK 


WANT  ADS 


WANT  A GOING,  PROFITABLE  PRACTICE?  Fully  equipped 
modern,  air-conditioned  office,  with  x-ray,  laboratory,  minor 
surgery,  and  adequate  parking.  Close  to  hospitals  and  shop- 
ping centers.  Physician  going  abroad.  Available  immediately. 
Nearly  100%  collection  on  accounts.  Practice  functioning  to 
earn  profitable  living  from  the  first  day.  A good  chance  to 
move  up  with  minimal  effort  or  investment.  Dr.  Robert  M. 
duRoy,  4101  E.  Wesley  Ave.,  Denver,  Colorado.  757-3307. 

8-4-3 


WANTED:  Young  man  desiring  general  practice  in  a group 
of  8 men,  4 of  whom  are  Board  Certified.  Starting  salary 
$1,300  plus  percentage  per  month.  Growing  agricultural  town 
in  Texas  Panhandle.  Contact  C.  E.  Rush,  309  Lawton,  Here- 
ford, Texas.  6-1-3 


POSITION  OPEN  SEPTEMBER  1.  1964  for  Physician.  Student 
Health  Service,  University  of  Wyoming.  Details  from  Jack 
L.  LaRue,  MD,  Director,  Student  Health  Service,  University 
Station  Box  3068,  Laramie,  Wyoming.  8-3-1 


BOARD  CERTIFIED  or  eligible  Pediatrician  for  8-man  group 
in  western  Montana.  Salary  $20,000  first  year  with  early 
partnership.  Reply  Box  8-2-1,  Rocky  Mountain  Medical  Jour- 
nal, 1809  E.  18th  Ave.,  Denver,  Colorado  80218.  8-2-1 


WANTED — General  Practitioner  to  associate  with  established 
G.P.  in  Wyoming.  Medical  clinic  building  completely 
equipped;  hospital  facilities,  salary  leading  to  partnership. 
Write  Box  8-1-2,  Rocky  Moimtain  Medical  Journal,  1809  E. 
18th  Ave.,  Denver,  Colorado  80218.  8-1-2 


RADIOLOGIST  NEEDED  for  private  hospital  group  in  an 
expanding  city  of  25,000;  new  70-bed  general  hospital  will 
be  ready  for  occupancy  July,  1964;  guaranteed  salary,  if  de- 
sired, plus  commission,  or  other  arrangements  can  be  worked 
out;  a very  good  opportunity  for  the  right  person.  The  in- 
dividual will  have  the  opportunity  to  do  private  office  practice 
in  his  field  of  radiology,  including  therapy  if  he  desires. 
Reply  to  Box  6-4-3,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  6-4-3 


LOCUM  TENENS — General  practice,  1755  Gilpin  Street,  Den- 
ver. Mid-September  through  October  1964.  Attractive  fi- 
nancial arrangements.  Call  399-2242,  Dr.  W.  S.  Prenzlau.  7-5-3 


BOARD  QUALIFIED  SURGEON  who  would  also  like  to  do 
general  practice,  needed  to  join  established  group  of  general 
practitioners  in  an  expanding  city  of  25,000;  new  70-bed 
general  hospital  with  complete  surgical  facilities  will  be 
completed  by  July,  1964.  This  group  takes  advantage  of 
group  practice,  but  each  physician  is  independent  as  far  as 
his  office  and  financial  affairs  are  concerned.  Further  details 
furnished  on  request.  Please  send  complete  resume  with  your 
request.  Reply  to  Box  6-3-3,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-3-3 


AIR  CONDITIONER,  Frigidaire,  IV2  ton,  220-volt.  Telephone 
421-0194  or  238-3026.  Denver  area.  6-7-3 


G.P.  ASSOCIATE  WANTED;  Limon,  Colorado,  the  “Hub- 
City,”  85  miles  from  Denver  and  Colorado  Springs.  Limitless 
territory,  new  clinic  Nov.  1963,  all  facilities,  hospital  15  min- 
utes distant.  50-year-old  solo  MD  wanting  partnership.  Salary 
at  first  if  desired.  For  further  information,  contact  John  C. 
Straub,  MD,  Plains  Medical  Center,  601  L Avenue,  Limon, 
Colorado.  6-8-3 


Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
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EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Newton  Optical 
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Quality  Drugs  Courteous  Service 

Jess  L.  Kincaid 

Catering  to 

Medical  Profession  Patronage 

ADJUSTABLE  CRUTCHES  FOR  RENT 

SURGICAL  SUPPLIES 

309  16th  Street  f \ Telephone 

Denver  2 534-8714 

DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 

and  Vicinity 
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Rocky  Mountain  Medical  Journal 


FOR  LEASE — Office  in  large  2-man  clinic  available  im- 
mediately. Located  in  lucrative  area  which  needs  a phy- 
sician for  personal  and  industrial  practice.  Downing  Medical 
Center,  3405  Downing,  Denver  623-6171.  6-9-3 


FOR  SALE — Solo  practice  in  Central  Wyoming  town  of 
about  4,000  Good  office  and  hospital  facilities.  Reply  to 
Box  7-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  7-3-3 


EMERGENCY  room  physician,  immediate  opening  in  ac- 
credited 415  bed  acute  general  hospital;  the  best  of  work- 
ing conditions.  Nevada  license  or  eligible  for  temporary  per- 
mit. No  foreign  graduates,  ECFMG  certificate  not  recognized. 
Excellent  salary.  A chance  to  live  in  the  magnificent  West. 
Administrator,  Washoe  Medical  Center,  Kirman  at  Mill 
Streets,  Reno,  Nevada.  6-14-3 


STAFF  PSYCHIATRIST,  Board  Eligible  or  Certified,  for 
402-bed  GM&S  Hospital  with  Mental  Hygiene  Clinic.  Salary: 
$11,725  to  $17,210  depending  on  experience  and  qualifications. 
U.  S.  citizenship  and  licensure  required.  Write  Chief  of 
Staff,  VAH,  Tucson,  Arizona.  7-1-3 


THREE  ACADEMY  OF  GENERAL  PRACTICE  MEMBERS,  in 
fast  growing  Nevada  community  desire  an  associate.  $16,000 
first  year,  with  full  partnership  in  near  future.  One  month 
vacation  first  year.  Reply  Box  7-2-2,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  7-2-2 


OPPORTUNITY  FOR  GENERAL  PRACTICE— age  35  to  55 
preferred.  Eastern  Montana  Ranching  area.  Sixteen  bed 
modern  hospital.  Office  space  furnished.  Dahl  Memorial  Hos- 
pital Association,  Ekalaka,  Montana.  8-7-2 


G.P.  ASSOCIATE  NEEDED:  Join  two  established  doctors 
with  a practice  that  has  grown  to  the  point  that  it  is  imper- 
ative they  have  another  MD.  50-bed  hospital;  new,  modern 
building  with  equipped  office  waiting  for  the  right  man.  Small 
town  in  Southwestern  part  of  Colorado,  serving  entire  San 
Luis  Valley  and  elsewhere.  Ideal  living  conditions.  Reply  to 
Box  8-6-2,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-6-2 


EXCELLENT  OPPORTUNITY  for  physicians  to  establish  or 
relocate  in  the  Green  Moimtain  area  of  suburban  Denver. 
Green  Mountain  Medical  Center,  a $300,000  fully  air-condi- 
tioned medical  building  now  under  construction  will  be  ready 
for  occupancy  October  1,  1964.  Located  at  345  So.  Union  Blvd. 
at  W.  Alameda.  This  is  an  excellent  practice  opportunity  for 
all  specialties  of  medicine  and  general  practice.  Only  a 15- 
minute  drive  from  Lutheran,  St.  Anthony  and  Beth  Israel 
Hospitals.  This  is  the  only  medical  facility  for  the  Green 
Mountain  area,  which  has  a current  population  in  excess  of 
12,000.  For  leasing  information  contact  Dr.  Jacobson,  11971 
W.  Alameda,  985-1239  or  238-3047.  8-5-3 
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SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 


/or  August,  1964 
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For  Prophylactic  Administration  in  Angina  Pectoris 

QUINTRATE* 

Brand  of  Pentaerythritol  Tetranitrate 

The  POOR  MAN’S  PETN  for  Angina  Pectoris  Prophylaxis 

QUINTRATE®  is  available  in  the  following  six  dosage  forms. 

QUINTRATE®  #1  10  mg.  1 or  2 tablets  before  meals  and  at  bedtime  (GREEN). 
QUINTRATE®  #2  20  mg.  % to  1 tablet  before  meals  and  at  bedtime  (GREEN). 
QUINTRATE®  #3  10  mg.  with  phenobarbital  15  mg.  (14  gr.)  (YELLOW).  1 or  2 tablets 
before  meals  and  at  bedtime. 

QUINTRATE®  #4  20  mg.  with  phenobarbital  15  mg.  (%  ^.)  (YELLOW).  Va  to  1 tablet 
before  meals  and  at  bedtime.  WARNING:  May  be  habit  forming. 

QUINTRATE®  #5  15  mg.  with  Nitroglycerin  0.3  mg.  (%oo  gr.)  (OBLONG  YELLOW). 
One  tablet  as  needed  sublingually,  may  be  chewed  or  swallowed. 

QUINTRATE®  PN  #6  20  mg.  with  Nitroglycerin  0.4  mg.  (14o0  gr.)  and  phenobarbital 
15  mg.  (14  gr.)  (OBLONG  WHITE  TABLETS).  One  tablet  as  needed,  sublingually  or  orally. 
PACKAGING:  Available  at  your  druggist  in  bottles  of  100,  1000  or  5000  tablets. 

Manufactured  for: 

GLYNN  A.  BGARD 

Pharmaceutical  S pecialties 

3064  South  Ash  Street  Denver,  Colorado  80222 

Phone : 7 56-6536 

® Registered  Trademark 


COMPARE  THE  BENEFITS  . . . 

COMPARE  THE  LOW  COST 

The  Disability  Income  Plan  of  the 
Colorado  Medical  Society  is 

MODERN  • REALISTIC  • LIBERAL  • LOW  COST 

Some  Outstanding  Features 


LIFETIME  ACCIDENT  BENEFITS 
TEN  YEARS'  SICKNESS  BENEFITS 
ACCIDENTAL  DEATH  BENEFIT 


Underwritten  by 


HOUSE  CONFINEMENT  NOT  REQUIRED 
TAX  FREE  PROCEEDS 


RETURN  THE  COUPON  FOR  DETAILS 


VINCENT  ANDERSON  CO.,  INC. 
Second  Floor  Railway  Exchange  Bldg. 
Denver,  Colorado  80202 


Phone:  222-5777 


OF  OMAHA 


Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


NAME. 


AnDRF.<;.<; 

CITY 

JTATE 
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...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  65  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500- 
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PARKE-DAVIS 


“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts. 


MSKAT ROJL  Trademark 
Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /fCurai/«,NewYork,TheMacmillanCompany,  1948, p.  16. 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [Nleo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled— to 
shrink  nasal  membranes  and  provide  inner 
space;  [Xlhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Xjephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

kTz  is  well  tolerated  and  does  not  harm 

respiratory  tissues. 

nT2,  NeO'SynephrIne  (brand  ©f  phenylephrine),  Thenfadil  (brand  of  then* 
yldlamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off. 


nTz^  Nasal  spray 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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ARTHRALGEN^  helps  frei 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Asoorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritio  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  n ( 
sitate  sodium  restriction. 


ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 

Acetaminophen 

Ascorbic  acid  (Vitamin  C) 
Prednisone 


I 


25|n' 
25' rr 


2.  rr 
n 


The  basic  Arthralgen  formulation  plus  pr|r 
sone  is  indicated  for  patients  who  require  stegii 
Prednisone  has  three  advantages  over  cortoi 
hydrocortisone,  and  ACTH.  They  are:  (1)  lc|k 
sodium  retention,  (2)  absence  of  increased  ||ti 
sium  excretion,  and  (3)  the  unlikelihood  of  strlo 
induced  hypertension.* 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicalid 
the  management  of  rheumatoid  arthritis,  ci. 


rthritic  joints  from 


ty  arthritis,  rheumatoid  spondylitis,  osteoar- 
tts,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
I be  used  for  analgesia  in  colds,  flu,  and 
ous  myalgias. 

SAGE:  One  or  two  tablets  four  times  a day. 
3r  remission  of  symptoms,  dosage  should  be 
jced  to  the  minimum  maintenance  level. 

E EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
f may  rarely  occur.  Symptoms  of  hypercorticoid- 
dictate  reduction  of  dosage  of  Arthralgen-PR. 

^CAUTION:  Reduction  in  dosage  of  Arthral- 
rPR  given  overa  long  period  should  be  gradual, 
jer  abrupt. 

■ MTRAINDICATIONS:  Flypersensitivity  to  any 
I'edient. 

^with  any  drug  containing  prednisone.  Arthral* 
li-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMCND,  VIRGINIA 


Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature. 


CUSTOM-FITTED  BRASSIERES 

7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores; 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 

An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPSTi 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

VitaminBi  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  treatment  of 

vitamin  de- 

ficiencies.  Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.I.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  -t-  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage;  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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WALLACE  LABORATORIES / Cranbury,  N.  J. 
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American  College  of  Physicians 

The  Second  Annual  Fall  Meeting  of  the  American 
College  of  Physicians  (ACP)  will  be  held  October 
8-10  at  the  Hotel  Biltmore  in  Los  Angeles,  Califor- 
nia. The  three-day  meeting  is  designed  to  supplement 
the  College’s  other  national  and  regional  scientific 
meetings  in  keeping  interna!  medicine  specialists 
abreast  of  medical  developments.  This  year’s  session 
will  include  clinical  and  basic  science  presentations, 
panel  discussions  on  major  problems  in  internal 
medicine  and  basic  science  lectures  by  noted  scientists. 

For  further  information  concerning  this  meeting, 
contact  Edward  C.  Rosenow,  Jr.,  MD,  Executive  Di- 
rector, 4200  Pine  Street,  Philadelphia,  Pennsylvania. 

American  College  of  Nutrition 

The  annual  scientific  meeting  of  the  American  Col- 
lege of  Nutrition  will  be  held  at  the  Americana  Hotel 
in  New  York  City  on  Sunday,  October  25,  1964  at 
9 a.m.  For  further  information,  please  contact 
Robert  A.  Peterman,  MD,  FACN,  Secretary-Trea- 
surer, 3 Craig  Court,  Totowa  Boro,  New  Jersey  07512. 

Southwestern  Medical  Association 

The  46th  annual  meeting  of  the  Southwestern 
Medical  Association  will  be  held  in  the  Flamingo 
Hotel,  Las  Vegas,  Nevada,  October  22-24,  1964. 

Pediatric  Anesthesiology 

The  Children’s  Hospital  of  Los  Angeles  will  hold 
the  Third  Clinical  Conference  in  Pediatric  Anes- 
thesiology on  January  29,  30,  31,  1965.  The  three 
day  program  will  be  devoted  to  the  practical  man- 
agement of  infants  and  children. 

Further  information  can  be  obtained  by  writing 
to  Dr.  M.  Digby  Leigh,  Children’s  Hospital  of  Los 
Angeles,  4614  Sunset  Boulevard,  Los  Angeles  27, 
California. 


Pulmonary  Function  in  Health  and  Disease 

A new  four-day  postgraduate  course  on  pulmonary 
function  will  begin  Decmber  7,  1964  at  Tulane 
University  School  of  Medicine,  New  Orleans,  La. 
Howard  A.  Buechner,  MD,  president  of  the  Louisi- 
ana Thoracic  Society,  said  the  course,  “Pulmonary 
Function  in  Health  and  Disease,”  is  being  offered  by 
the  LTS  and  the  American  Thoracic  Society. 

The  guest  faculty  will  include  Harry  W.  Fritts, 
Jr.,  MD,  Columbia  University  College  of  Physi- 
cians and  Surgeons;  Giles  F.  Filley,  MD,  Univer- 
sity of  Colorado  School  of  Medicine;  Edward  A. 
Gaensler,  MD,  Boston  University  Medical  Center; 
Ross  C.  Kory,  MD,  Marquette  University  School  of 
Medicine,  and  George  W.  Wright,  MD,  head  of 
the  Medical  Research  Department,  St.  Luke’s  Hos- 
pital, Clevland,  Ohio;  and  clinicians  of  the  Gulf 
South. 

The  program  will  feature  lectures  during  the  morn- 
ing sessions,  demonstrations  and  clinical  presentations 
in  the  afternoon. 

Tuition  for  the  course  will  be  $100.  Members  of 
the  ATS  and  physicians  receiving  scholarship  help 
from  tuberculosis  associations  will  be  charged  $75 
for  tuition. 

Inquiries  should  be  sent  to:  Hurst  B.  Hatch,  Jr., 
MD,  Course  Chairman,  1240  Camp  Street,  New 
Orleans,  La.  70130.  Registration  will  be  limited,  with 
those  applying  earliest  being  given  first  consideration. 

Occupational  Skin  Problems 

The  Institute  of  Industrial  Health  of  the  Univer- 
sity of  Cincinnati  announces  a Symposium  in  Oc- 
cupational Skin  Problems  for  physicians,  October 
12-15,  1964  at  the  Kettering  Laboratory,  Cincinnati, 
Ohio. 

The  general  objective  of  the  program  of  instruc- 
tion in  Occupational  Skin  Problems  is  to  fulfill  the 
professional  needs  of  the  industrial  physician  and  to 
provide  him  with  a greater  understanding  of  the 
pathogenesis,  diagnosis,  treatment,  prevention,  and 
control  of  cutaneous  disorders  of  occupational  origin. 

The  program  will  be  divided  into  daily  sessions 
consisting  of  lectures,  demonstrations,  panel  discus- 
sions, and  conferences.  The  didactic  presentations 
will  include  orientation  in  the  anatomy,  physiology, 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— -NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
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and  chemistry  of  the  skin;  consideration  of  the  etio- 
logic  aspects;  clinical  types;  diagnosis  and  treatment 
of  occupational  dermatoses;  and  discussion  of  mea- 
sures of  prevention  and  control.  The  panels  have 
been  designed  to  present  pertinent  material  on  spe- 
cific subjects. 

The  registration  fee  is  $100.00.  Physicians  inter- 
ested in  attending  the  course  may  obtain  further  in- 
formation by  writing  to  the  Secretary,  Institute  of 
Industrial  Health,  Kettering  Laboratory,  Eden  and 
Bethesda  Avenues,  Cinciimati,  Ohio  45219. 

Application  must  be  made  before  September  25, 
1964. 

Sixteenth  Annual  Conference  on  the  Kidney 

The  Sixteenth  Annual  Conference  on  the  Kidney 
will  be  held  at  the  New  York  Academy  of  Medicine 
in  New  York  City  on  October  8 and  9,  1964. 

The  conference,  sponsored  by  the  National  Kid- 
ney Disease  Foundation,  will  review  in  depth  the 
background  and  present  status  of  transplantation  of 
the  kidney  (and  other  organs)  in  man.  During  the 
day  and  a-half  session,  formal  papers  will  be  delivered 
by  leading  experts  in  such  fields  as  Protein  and  Anti- 
body Synthesis,  Homograft  Immunity,  Homograft 
Tolerance,  The  Genetic  Aspects  of  Tissue  Immunity, 
The  Present  Status  of  Heterografting  and  The  Trans- 
plantation of  Kidneys  and  Other  Organs. 

For  the  first  time  in  the  history  of  the  conference 
attendance  will  be  open  to  all  physicians  and  sur- 
geons having  particular  interest  in  the  renal  field. 


Pan-Pacific  Surgical  Association 

The  Board  of  Trustees  of  the  Pan-Pacific  Surgical 
Association  is  pleased  to  announce  the  dates  of  the 
Tenth  Congress  of  the  Association  and  the  Second 
Mobile  Educational  Seminar  to  countries  bordering 
on  the  Pacific  basin. 

Part  I,  the  Honolulu  portion  of  the  Congress,  will 
convene  at  the  Princess  Kaiulani  Hotel  in  Honolulu, 
Hawaii,  on  September  20,  1966  and  continue  through 
September  28.  Part  II  and  Part  III  will  depart  Hawaii 
on  September  28  and  travel  to  Japan  and  Hong  Kong, 
with  Part  II  returning  to  San  Francisco,  California, 
on  October  10  in  time  for  the  opening  of  the  Ameri- 
can College  of  Surgeons,  and  Part  III  continuing  on 
to  the  Philippines,  Thailand,  India,  Singapore,  Aus- 
tralia and  New  Zealand,  returning  to  Hawaii  on  No- 
vember 1,  1966. 

The  Tenth  Congress  offers  an  extensive  scientific 
program  presented  by  more  than  300  leading  sur- 
geons from  all  parts  of  the  world  in  nine  different 
surgical  specialties  and  related  specialties:  General 
Surgery,  Ophthalmology,  Otolaryngology,  Thoracic 
Cardiovascular  Surgery,  Neurosurgery,  Obstetrics 
and  Gynecology,  Orthopedics,  Plastic  Surgery,  Urol- 
ogy, Anesthesiology  and  Radiology.  We  extend  this 
invitation  to  all  physicians  to  attend  and  participate 
in  these  meetings. 

For  further  information,  please  write:  Pan-Pacific 
Surgical  Association,  Room  236,  Alexander  Young 
Building,  Honolulu,  Hawaii  96813. 


NOW  AVAILABLE 

THE  NEW 

MARK  VII 

THERAMATIC 

NON-THERMAL  RANGE 

80  TO  600  PULSES  PER  SECOND 

THERMAL  RANGE 

800  TO  2600  PULSES  PER  SECOND 

SAIES  AND  SERVICE  ^ 

1422  Poplar  Street 
Denver,  Colorado  80220 
Phone:  322-5081 
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D,  brand  of  phenylbutazone 

l□UTo2.0l  I Ql iri  Tablets  of  100  mg. 

tiUTOZOllQin  phenylbutazone,  100  mg. 

1 dried  aluminum 
p IKo  hydroxide  gel,  100  mg. 

magnesium 

trisilicate,  150  mg. 
homatropine 
methylbromide,  1.25  mg. 

I - I I Proved  by  over  a decade 

IT  WO  rKS!  of  clinical  experience. 

Geigy  Pharmaceuticals 


Division  of  Geigy 


Chemical  Corporation 


Ardsley,  N ew  York 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

(meprobamate) 


CM -2026 


Vat® 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

Washington,  D.C. — Congress  for  the  first  time  has 
authorized  funds  for  modernization  and  renovation 
of  hospitals. 

The  modernization  and  renovation  program  was 
included  in  legislation  that  extends  the  Hill-Burton 
hospital  construction  program  for  five  more  years. 
The  legislation  easily  won  approval  in  both  the 
House  and  Senate. 

The  extension  provides  $840  million  for  construc- 
tion of  hospitals  and  public  health  centers  and  for 
the  modernization  of  health  facilities. 

Of  that  amount,  $680  million  is  designated  for 
construction  and  $160  million  for  modernization 
with  a provision  that  up  to  $350  million  of  the  con- 
struction funds  can  be  switched  to  modernization  if 
a state  deems  it  preferable. 

The  new  law  also  provides: 

— $350  million  for  construction  of  long-term  fa- 
cilities, including  nursing  homes  and  chronic  disease 
hospitals. 

— $100  million  for  construction  of  diagnostic  or 
treatment  centers. 

— $50  million  for  construction  of  rehabilitation 
facilities. 

— $7.5  million  in  matching  grants  for  areawide 
health  facility  planning  in  metropolitan  and  other 
areas.  Under  this  project,  states  can  use  up  to  two 
per  cent  of  their  allotment  to  improve  state  ad- 
ministration of  the  construction  program. 

* * * 

The  Food  and  Drug  Administration  has  ordered 
that  drugs  containing  phenacetin  (acetophenetidin) 
be  relabeled  to  bear  a warning  against  kidney  dam- 
age. The  order  becomes  effective  Oct.  6,  1964. 

The  new  labeling  follows: 

“Warning — This  medication  may  damage  the  kid- 
neys when  used  in  large  amounts  or  for  a long  period 
of  time.  Do  not  take  more  than  the  recommended 
dosage,  nor  take  regularly  for  longer  than  10  days 
without  consulting  your  physician.” 

The  labeling  change  was  based  on  a report  by  a 
special  advisory  committee  which  concluded  after  a 
study  of  the  pain-relieving  drug  that  there  is  probable 
cause  to  conclude  that  misuse  and  prolonged  use 
of  the  drug  have  been  responsible  for  kidney  lesions 
and  disease. 

The  FDA  also  has  banned  and  seized  a number 
of  “sustained  action”  or  “time  disintegration”  cold 
capsules  on  charges  of  false  claims.  The  agency  said 
that  the  products  are  manufactured  by  only  a few 
firms  for  distribution  under  more  than  100  private 
brand  names. 

The  over-the-counter  products  are  generally 
labelled  as  providing  up  to  12  hours  of  continuous 
relief  of  excessive  nasal  discharge,  running  nose, 


watering  of  the  eyes,  swelling  of  the  nasal  tissues 
and  stuffy  congested  feeling  caused  by  the  common 
cold  and  hay  fever,  the  FDA  said. 

Dr.  Joseph  F.  Sadusk,  Jr.,  FDA  Medical  Director, 
said  the  seized  products  contain  too  little  of  active 
ingredients  to  be  effective  over  a 12-hour  period.  ^ 
Should  a capsule  contain  an  effective  dose  for  a 12- 
hour  period,  he  said,  “a  new  drug”  approval  would 
be  required  to  assure  safety  and  efficacy. 

* * * 

The  Public  Health  Service  has  approved  the  ; 
strengthening  of  influenza  vaccines  and  is  again 
urging  that  the  so-called  “high-risk”  groups  be 
inoculated  against  the  respiratory  disease — between 
Sept.  1 and  Dec.  15  this  year. 

The  PHS  acted  upon  the  recommendations  of  the 
special  committee  on  immunization  practices  which 
reported  that  flu  vaccines  had  been  shown  “in 
repeated  control  trials  to  confer  a substantial  pro-  ^ 
tection  ( 60  to  80  per  cent) .”  ; 

The  incorporation  of  recent  A2  and  B isolates  in  ) 

the  1963-64  vaccine  and  the  increase  in  their  con-  !l 

centration  during  1964-65  should  result  in  a vaccine 
capable  of  conferring  substantial  protection  in  1964- 
65,  the  committee  said.  It  was  pointed  out,  how- 
ever, that  as  yet  there  has  been  no  opportunity  to 
evaluate  the  newly  constituted  vaccine  under  condi- 
tions of  a natural  challenge. 

The  committee  foresaw  no  major  influenza  out-  ' 
break  in  the  United  States  this  year  but  recommended 
inoculation  since  there  is  always  a possibility  of 
local  outbreaks.  , 

The  committee  recommended  that  immunization 
should  be  considered  and  generally  recommended  for 
persons  in  groups  who  experience  high  mortality 
from  epidemic  influenza.  The  committee  said  such 
groups  include: 

“a)  Persons  at  all  ages  who  suffer  from  chronic 
debilitating  disease,  e.g.,  chronic  cardiovascular,  pul- 
monary, renal  or  metabolic  disorders;  in  particular: 

“1.  Patients  with  rheumatic  heart  disease,  especially  | 
those  with  mitral  stenosis  (abnormal  narrowing  of  one  t 
of  the  heart  valves). 

“2.  Patients  with  other  cardiovascular  disorders  such  i 
as  arteriosclerotic  heart  disease  and  hypertension,  espe- 
cially those  with  evidence  of  frank  or  incipient  cardiac  ; 
insufficiency. 

“3.  Patients  with  chronic  bronchopulmonary  disease,  n 
for  example,  chronic  asthma,  bronchitis,  bronchiectasis  a 
(degeneration  and  inflammation  of  the  bronchial  tubes),  , 
pulmonary  fibrosis  (scarring),  pulmonary  emphysema, 
and  pulmonary  tuberculosis. 

“4.  Patients  with  diabetes  mellitus  (the  common  form)  ( 
and  Addison’s  disease  (caused  by  malfunction  of  the  s 
adrenal  glands). 

“b)  Persons  in  older  age  groups.  During  three  sue-  { 
cessive  recent  epidemics  a moderate  increase  in  f 
mortality  has  been  demonstrated  among  persons  over 
45  years  and  a marked  increase  among  those  over  65 
years  of  age. 

“c)  Pregnant  women — It  is  to  be  noted  that  some 
increased  mortality  was  observed  among  pregnant 
women  during  the  1957-58  influenza  A2  epidemic 
both  in  this  country  and  abroad.  It  has  not,  however, 
been  demonstrated  in  subsequent  years.”  ' 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  1(2,  1450  Broadway,  New  York  18,  New  York. 
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Frontier's  making  points! 


Ait  these... 
and  48 more  in  between! 

Over  30%  of  the  nation.  61  key  cities,  8 national  parks,  11  scenic  and  growing  states.  This 
is  success  country.  Frontier  Airlines  is  going  places  all  over  it.  And  setting  records  on  the 
way.  51%  more  passenger  miles  in  1963,  leading  all  the  nation’s  airlines  in  percentage 
increase. 

It’s  largely  because  Frontier  is  making  points  with  people.  Not  only  in  terms  of  fast, 
convenient  service — but  in  a whole  lot'pf  new  and  exciting  ways,  like  these; 

The  lowest  total  Family  Fare  anywhere.  First  family  member  pays  regular  fare. 
Second,  one-half.  Young  folks  (age  2 to  22)  travel  at  just  Vi  fare.  First  infant  under  2, 
free  of  course.  Any  day  of  the  week — even  on  Sunday!  / Youth  Fares  (50%  savings)  with 
reservations  confirmed  in  advance.  / A special  discount  for  military  personnel  on  leave 
with  guarantees,  once  seated,  you  won’t  be  bumped  enroute. 

/ Special  clergy  fare,  too. 

Others?  Oh  my,  yes!  Ask  anybody.  Everyone’s  up 
in  the  air  over  ’em! 


FjroMTiWjr 

Air  Mail  • Air  Express  • Air  Freight 


CALL  YOUR  TRAVEL  AGENT  OR 

\AiMiM£S 


Going  Places! 


PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAIIVED  RELEASE) 

Simplified,  convenient  dosage  for'  emotional  relief. 


Side  effects:  ‘Meprospan  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC-SOS 


WALLACE  LABORATORIES  # Cranbury,  N.  J. 
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Fibre-free 

HYPOALLERGENIC 

formula 

(§1  Provides  balanced  nutritional  values. 

An  excellent  formula  for  regular 
infant  feeding. 

An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet.  • 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOI¥IA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
v^ount  Vernon,  Ohio  • Oshawa,  Ontario-Canada 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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“Wonderful... haven’t  had  opening  in  both  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 

Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 

Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 

Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
•lation.  (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  1042  HOURS’  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


Phenylpropanolamine  HCI,  15  mg.) 


Dim^inmiEsteiitabi^ 

(Dimetane*[brompheniramine  maleate],  12mg.;  Phenylephrine  HCI,  15mg.; 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

*ClinicaI  report  on  file.  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


Medical  Accoimting 


• BUSINESS  NEEDS 

V Accounts  Receivable 
V Lock  Box  Accounting 


• PERSONAL  NEEDS 

V Estate  Planning 


Member:  F.D.I.C. 
Federal  Reserve  System 


IM  T R A 1. 

B A ISI  K 


15TH  AND  ARAPAHOE  ST..  DENVER.  COLORADO  80217 
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Please  send  me  full  details  on: 

□ Accounts  Receivable 

□ Lock  Box  Accounting 

□ Estate  Planning 

Name 


Addres! 
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Mail  to:  Central  Bank  Marketing  Dept,  j 
Central  Bank  & Trust  Co.  j 

P.  0.  Box  5548  Terminal  Annex  I 
Denver  17,  Colorado  I 

_J 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


I 1.  A sprain  or  fracture  is  not  a big  clinical  problem— 

i but  it  does  hurt.  And  if  there  is  housework  to  do  and 

■ kids  to  mind,  the  patient  needs  something  to  numb 

; the  pain. 

^ 2.A.P.C.  compounds  have  limited  usefulness;  and 

li  the  patient  can  buy  them  without  your  prescription. 

\ Unfortunately,  most  of  them  are  too  mild  to  be  effec- 

j tive  for  sprains— and  more  potent  products  too  often 

j make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
j contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 

I idin  it  is  both  a potent  analgesic  and  a superior  mus- 

cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomsfCompound  m 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

S(niiirComponiid«Cad«iiie  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®  WALLACE  LABORATORIES  J Cranbury,  N.J. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traflSc  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss-— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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'NE  OF  THE  DISTINGUISHED  GUEST  SPEAKERS  at 
the  1964  Midwinter  Clinical  Session  of  the 
Colorado  Medical  Society  was  Rev.  Dr.  Paul  B. 
McCleave,  Director  of  the  AMA  Dept,  of  Medi- 
cine and  Religion.  His  talk  before  the  House  of 
Delegates  was  attended  by  So- 
Medicine  and  ciety  members,  guests,  mem- 
Religion  bers  of  the  clergy,  and  many 

members  of  the  Woman’s  Aux- 
iliary. The  talk  was  greeted  with  enthusiasm  and 
followed  by  a standing  ovation.  The  new  depart- 
ment in  the  AMA  is  part  of  a nationwide  program 
to  bring  the  medical  profession  and  the  clergy  to- 
gether in  their  work.  Many  states  have  appointed 
committees  on  Medicine  and  Religion,  and  the 
activity  is  growing.  Rev.  McCleave  has  been  a 
country  parson,  an  urban  preacher,  a teacher  and 
theologian. 

More  than  ever  before  we  recognize  physical, 
mental,  emotional  and  social  illnesses.  Affliction 
by  one  is  reflected  in  the  others.  Our  profession 
cannot  be  complete  without  recognition  of  the 
several  elements  of  illness.  A clergyman  provides 
invaluable  help  in  coordinating  treatment.  It  is 
significant  that  72  per  cent  of  patients  entering 
the  Mayo  Clinic  have  nothing  organically  wrong! 
This  is  a pertinent  fact,  along  with  the  better 
known  figure  that  over  half  of  the  hospital  beds 
in  America  are  occupied  by  patients  with  nervous 
and  mental  disorders. 

Rev.  McCleave  reminded  us  that  80  per  cent 
of  the  drugs  we  are  using  have  been  developed 
during  the  past  sixteen  years—products  of  an 
era  of  specialization.  The  family  doctor  with  his 
little  black  bag  no  longer  can  hold  his  patient’s 
hand  and  appease  the  relatives  while  Father  Time 
and  Mother  Nature  work  a cure.  Thank  God,  said 
the  speaker,  we  have  relegated  such  practice  to  the 
past.  People  now  get  well  faster  and  live  longer, 
thanks  to  more  learned  men,  better  drugs,  superior 
technic  and  equipment.  Clergymen  will  assume 
an  increasingly  important  part  in  our  services  to- 
day when  asked  to  share  the  problems  with  pa- 
tients and  their  relatives.  We  should  impart  a re- 


alistic insight  in  language  they  can  understand, 
especially  concerning  prognosis.  In  turn,  they  can 
make  the  patients  more  acceptable  to  treatment, 
enhancing  their  confidence  and  helping  us  to  main- 
tain equanimity.  Their  decision  is  vital  in  how 
long  we  should  prolong  a hopeless  life,  and  they 
may  perform  superiorly  the  task  of  appeasing  dis- 
traught relatives. 

We  anticipate  a great  future  for  the  Depart- 
ment of  Medicine  and  Religion  at  the  AMA  as 
its  ideas  are  funneled  through  State  and  County 
Medical  Societies  to  local  and  regional  levels.  We 
admire  the  ideals  represented  by  this  activity.  A 
great  contribution  to  public  relations  and  confi- 
dence in  our  profession  is  being  wrought. 


A 


PROPOSED  GLOSSARY  OF  CANCER  by  Dr.  Hayes 
Martin  appears  in  a recent  issue  of  the  journal 
Ca  published  by  the  American  Cancer  Society. 
He  refers  to  semantic  confusion  in  medical  par- 
lance and  writing.  This  is  inimical  to  orderly  and 
exact  recording  of  facts  concem- 
Medical  ing  cancer.  Think  of  the  many 

Terminology  synonyms  for  cancer,  many 

simply  polite  euphemisms  avoid- 
ing implied  stigma  of  cancer — malignant  tumor, 
malignancy,  growth,  tumor,  neoplasm,  etc.  Car- 
cinoma is  not  an  acceptable  synonym  for  cancer, 
for  sarcoma  and  carcinoma  need  a qualifying  pre- 
fix. The  term  “malignant”  has  many  implica- 
tions both  in  and  out  of  medicine.  It  may  properly 
be  applied  to  any  disease  prone  to  cause  death. 
“Malignant  tumor”  or  “malignant  neoplasm”  are 
hard  ways  of  saying  “cancer”;  perhaps  it  is  like 
saying  “he  went  to  his  reward”  instead  of  “he 
died”! 

Dr.  Martin  takes  exception  to  the  general  mis- 
use of  the  words  “operable”  and  “inoperable.”  He 
states  that  the  former  applies  when  a competent 
surgeon  has  a good  chance  of  curing  the  patient, 
before  some  palliative  treatment  is  ordered — 
palliative  perhaps  more  to  a timid  surgeon  than 
to  sufferings  of  his  patient.  “Operable”  should  in- 
clude such  procedures  as  subtotal  resections,  liga- 
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tions,  tracheostomy,  other-ostomies,  or  neurotomy 
if  and  when  they  relieve  complications  of  cancer. 
Truly  “inoperable”  cases  are  only  those  wherein 
patients  refuse  consent,  where  facilities  for  ade- 
quate surgery  plus  a competent  surgeon  are  not 
available.  Therefore,  the  Head  and  Neck  Service 
at  Memorial  Hospital  uses  instead  the  terms  “re- 
sectable” and  “non-resectable,”  implying  in  toto. 

Finally,  and  while  we’re  at  it,  let  us  help  stamp 
out  biopsy  as  a verb!  It  defines  the  process  of  re- 
moving, preparing,  and  examining  some  tissue. 
The  surgeon  does  not  ‘''take  a biopsy”;  he  initiates 
the  process  by  taking  a specimen  for  biopsy.  Thus, 
he  does  a biopsy  in  the  same  sense  that  he  does 
or  performs  an  operation. 

Physicians  and  their  ancillary  workers  who 
choose  to  be  correct  are  not  old-fogeyish.  Careless 
speech  and  writing  more  often  indicate  loose  think- 
ing rather  than  ignorance.  However,  they  discredit 
our  profession,  foster  sloppy  speaking  among  our 
students  and  inaccurate  tabulation  of  our  records. 
We  contend  that  it  is  easier  to  be  right  than  wrong 
— after  precision  becomes  a healthful  habit!  Let 
us  set  a good  example  to  our  students  and  to  our 
helpers.  But,  even  more  important,  we  should  con- 
tribute our  best  to  accurate  records,  good  record- 
ing, and  meaningful  statistics. 


T. 


HE  House  of  Delegates  of  the  American 
Medical  Association  had  authorized  a basic  re- 
search program  into  smoking  and  health  before 
the  special  committee’s  report  was  made  public 
in  January.  The  House  Agriculture  Committee 

approved  legislation 
Cigarette  Smoking  as  authorizing  a federal 
A Health  Hazard—  research  program  in- 

The  Washington  Scene  make  cig- 

arettes safe.  The 
Johnson  Administration  included  in  its  fiscal  1964- 
65  budget  an  appropriation  request  for  $5  mil- 
lion for  research  on  smoking.  The  10-member 
Advisory  Committee  to  the  Surgeon  General  of 
the  Public  Health  Service  reached  the  unanimous 
conclusions  that; 


Cigarette  smoking  is  a health  hazard  of  sufficient 
importance  in  the  United  States  to  warrant  appropri- 
ate remedial  action.  . . . 

In  view  of  the  continuing  and  mounting  evidence 
from  many  sources,  it  is  the  judgment  of  the  com- 
mittee that  cigarette  smoking  contributes  substan- 
tially to  mortality  from  certain  specific  diseases  and 
to  the  over-all  death  rate.  . . . 

Cigarette  smoking  is  causally  related  to  lung  cancer 


in  men:  the  magnitude  of  the  effect  of  cigarette 
smoking  far  outweighs  all  other  factors.  The  data 
for  women,  though  less  extensive,  point  in  the  same 
direction. 

Dr.  Edward  R.  Annis,  former  President  of  the 
AMA,  urged  “the  American  people  to  give  care- 
ful and  thoughtful  attention  to  this  report  and  to 
the  strong  evidence  linking  smoking  to  cancer  and 
other  diseases.  It  should  be  noted  that  the  report 
indicates  that  further  research  could  be  valuable 
and,  in  this  connection.  Surgeon  General  Luther 
L.  Terry  expressed  approval  of  the  American 
Medical  Association’s  comprehensive,  long-range 
program  of  basic  research  on  tobacco  and  health, 
which  was  announced  last  December.”  Because 
people  will  continue  to  smoke,  research  efforts 
should  try  to  find  how  tobacco  smoke  affects 
health  and,  if  possible,  to  eliminate  whatever  ele- 
ment in  the  smoke  may  induce  disease. 

Three  members  of  the  Surgeon  General’s  Ad- 
visory Committee  were  named  to  the  five-member 
committee  that  will  direct  the  American  Medical 
Association  Education  and  Research  Foundation’s 
long-range  program  of  research  on  tobacco  and 
health. 

The  first  remedial  action  advanced  by  the 
federal  government  was  new  cigarette  advertising 
regulations  proposed  by  the  Federal  Trade  Com- 
mission. The  rules,  subject  to  modification  after 
open  hearings  in  March,  would  require  that  in  all 
cigarette  advertising  or  labeling:  There  be  a clear 
warning  that  cigarette'  smoking  may  cause  death, 
there  be  no  implication  that  cigarette  smoking  pro- 
motes good  health  or  physical  well-being,  and 
there  be  no  claim  that  smoking  one  brand  is  less 
harmful  than  smoking  another.  The  federal  gov- 
ernment banned  the  distribution  of  free  cigarettes 
in  Public  Health  Service,  military,  Indian  and 
Veterans  Administration  hospitals.  The  govern- 
ment also  launched  educational  campaigns  point- 
ing out  the  hazards  of  smoking  to  patients  in  the 
hospitals. 

The  AMA  Board  of  Trustees  made  an  initial 
appropriation  of  $500,000  for  the  research  pro- 
gram, and  announced  contributions  would  be  ac- 
cepted from  other  foundations,  industry,  volun- 
tary health  associations,  physicians  and  other 
sources — but  only  if  given  without  restrictions. 
On  the  clear  understanding  that  there  were  ab- 
solutely no  restrictions  attached,  a contribution  of 
$10  million  was  accepted  from  six  tobacco  com- 
panies. These  funds  will  be  made  available  over  a 
five-year  period  as  needed. 
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Trauma  to  conduction  system  of  the  heart 

During  intracardiac  surgery 
H.  C.  Maneche,  MD,*  Denver 


Recent  advances  in  open  heart  surgery 
using  cardiopulmonary  bypass  have  made 
it  not  only  possible  to  repair  damaged 
intracardiac  valves  but  also  feasible  to 
replace  them  with  various  types  of 
prosthetic  material. 

The  operative  risk  in  open  heart  surgery  unfor- 
tunately is  still  great,  and  one  must  select  cases 
carefully.  One  of  the  important  and  inadequately 
appreciated  risks  is  trauma  to  the  cardiac  conduc- 
tion system  during  these  procedures.  Heart  block 
remains  a fairly  frequent  complication  of  surgery 
for  ventricular  septal  defects.^  However,  in  aortic 
and  mitral  valve  repair,  serious  conduction  system 
trauma  is  also  a potential  complication  because 
of  close  anatomic  relationship.  This  article  will 
review  a case  of  fatal  injury  to  the  conduction 
system  following  aortic  valve  repair. 

Electrical  conduction  in  the  human  heart  is 
myogenic  and  originates  in  the  sinoatrial  node 
from  which  it  is  transmitted  through  the  atrial 
musculature  to  the  atrioventricular  node.  The 
pulse  then  passes  successively  through  atrioven- 
tricular bundle,  its  branches,  Purkinje  fibers,  and 
spreads  diffusely  through  ventricular  myocardium.^ 
The  atrioventricular  node  Jies  in  the  floor  of  right 
atrium  to  the  left  of  and  adjacent  to  the  ostium  of 
coronary  sinus.  The  atrioventricular  bundle  of  His 
perforates  the  membranous  portion  of  interven- 
tricular septum  and  then  divides  into  two  branches 
— the  right  and  left  bundle  branches.  The  right 
branch  is  a distinct  structure  which  courses  along 
the  lower  margin  of  crista  supraventricularis  and 
below  the  muscle  of  Lancisi.  The  mid-portion  of 
this  branch  is  intramyocardial  (septal),  while  its 
first  and  third  portions  are  subendocardial.  The 

♦ Resident  in  Pathology,  Presbyterian  Hospital,  Denver. 


terminal  portion,  which  is  adjacent  to  the  anterior 
papillary  muscle,  divides  into  several  final  fascicles 
which  are  continuous  with  the  Purkinje  network. 
The  left  bundle  branch  consists  of  several  fine 
subendocardial  rami  which  are  arranged  in  ante- 
rior and  posterior  groups  and  terminate  in  Pur- 
kinje fibers. 

Therefore  the  atrioventricular  node  and  atrio- 
ventricular bundle  are  especially  vulnerable  in 
surgical  procedures  affecting  the  upper  interven- 
tricular septum  and  lower  interatrial  septum.  Also 
in  septal  defects  the  location  of  the  bundle  and 
its  branches  is  abnormal.  They  are  located  usually 
in  the  posterior-inferior  rim  of  the  septal  defect 
and  may,  therefore,  be  frequently  injured  during 
surgical  repair. 

Bernhard  and  co-workers,^  in  1961,  described 
an  original  apparatus  designed  to  localize  the  bun- 
dle of  His  and  branches  during  open  heart  sur- 
gery. An  alternating  current  of  low  voltage  (500 
millivolts  to  1 volt)  is  passed  through  the  myo- 
cardial fibers,  and  impedances  are  measured  with 
a small  detector  probe  and  recorded  on  a cali- 
brater  dial  or  indicated  by  an  audible  signal  of 
low  or  high  frequency  response.  In  both  human 
and  canine  heart,  low  impedances  (3,000  to  4,500 
ohms)  were  recorded  directly  over  the  bundle 
of  His  and  proximal  portion  of  the  right  bundle 
branch.  On  the  other  hand,  measurements  from 
the  interventricular  septal  areas  yielded  consist- 
ently higher  results  (6,000  to  9,000  ohms).  Accu- 
racy of  this  apparatus  was  confirmed  in  vivo  in 
the  dog,  by  staining  with  Lugol’s  the  conduct- 
ing system  fibers,^  which  because  of  their  high 
glycogen  content,  are  easily  demarcated  with 
iodine  solution.  However,  for  practical  purposes 
this  method  is  dangerous,  and  complete  heart 
block  due  to  the  destruction  of  the  conduction 
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system  after  staining  with  Lugol’s  solution  has 

been  reported.® 

CASE  REPORT 

A 47-year-old  white  male  was  first  admitted  to 
Presbyterian  Hospital  of  Denver  March  2,  1963,  for 
chest  pain  and  shortness  of  breath.  He  had  been  in 
normal  health  until  1943,  at  which  time  he  was  told 
he  had  a heart  murmur.  However,  in  retrospect,  he 
stated  that  before  that  time,  following  hikes  or  other 
physical  exertion,  he  occasionally  became  short  of 
breath,  although  this  mild  dyspnea  did  not  cause 
any  limitation  of  activity.  A few  years  thereafter  he 
noted  dull  precordial  chest  pain  often  associated  with 
exertional  dyspnea  following  meals  and  occasionally 
while  lying  down.  The  pain  always  lasted  less  than 
ten  minutes  and  was  relieved  by  rest.  Recently,  he 
had  had  to  reduce  his  activity  by  half.  He  com- 
plained of  increasing  shortness  of  breath  after  less 
and  less  physical  exertion.  He  denied  hemoptysis, 
orthopnea,  paroxysmal  nocturnal  dyspnea,  depen- 
dent edema  or  palpitations. 

Past  history  was  not  remarkable.  No  history  of 
arthritis,  rheumatic  fever,  or  growing  pains  was  ob- 
tained. 

Physical  examination  revealed  a well-developed, 
well-nourished,  middle-aged  white  male  in  no  acute 
distress.  Point  of  maximal  impulse  was  in  the  5th 
intercostal  space,  3 cm.  lateral  to  the  left  midclavic- 


Fig.  1.  The  A-V  node  is  shown  (AVN).  Note  diffuse 
hemorrhage  in  the  surrounding  structures  (H).  (Mas- 
son’s trichrome  x 52.) 


Fig.  2.  Higher  magnification  of  Figure  1.  A portion 
of  the  A-V  node  is  shown  (AVN)  surrounded  by 
hemorrhage  (H).  (Masson’s  trichrome  x 133.) 


ular  line.  No  thrill  was  present.  Grade  III  to  IV  sys- 
tolic murmur  was  heard  best  at  the  apex  and  over 
the  aortic  areas.  A systolic  bruit  was  found  over  the 
great  vessels  of  the  neck.  All  peripheral  pulses  were 
palpable.  Remainder  of  examination  was  negative. 

Clinical  impression  was  ( 1 ) aortic  stenosis  with 
insufficiency,  and  (2)  probable  mitral  stenosis  with 
insufficiency.  * 

Chest  x-ray  revealed  cardiac  enlargement  with  left 
ventricular  prominence,  extensive  aortic  valve  cal- 
cification, and  no  definite  left  atrial  enlargement. 
Lungs  were  normal.  Lee-White  coagulation  time  was 
8 minutes,  prothrombin  activity  was  56%,  and  serum 
electrolytes  were  sodium  138,'  potassium  5.2,  and 
chloride  104  mEq/liter. 

Patient  underwent  operation  for  aortic  valve  re- 
pair under  general  hypothermia  and  cardiopulmonary 
bypass  on  March  6,  1963.  All  aortic  semilunar  valve 
cusps  were  severely  calcified  and  were  completely 
removed.  A Starr-Edwards  prosthesis  was  installed. 
However,  after  the  prosthetic  valve  was  inserted,  a 
leakage  developed  in  the  aorta  and  the  patient  was 
put  back  on  the  pump  to  suture  the  defect.  Electric 
shocks  (defibrillator)  were  used  each  time  to  restore 
heart  action.  Local  novocaine,  cyclopropane,  ni- 
trous oxide.  Sodium  Pentothal,  Fluothane,  Anectin, 
Mephyton,  curare,  heparin,  Dimocillin,  epsilon- 
amino-caproic-acid,  and  protamine  were  used  dur- 
ing the  operation.  Body  temperature  was  maintained 
between  36.3°  C.  (97.5°  F.)  and  29°  C.  (84.5°  F.) 
during  hypothermia.  Blood  pressure  before  cardio- 
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Fig.  3.  The  A-V  bundle  (AVB)  and  proximal  portion 
of  the  left  bundle  branch  (LBB)  are  shown.  Note 
separation  of  conduction  fibers  by  masses  of  red 
cells.  (Masson’s  trichrome  x 52.) 

pulmonary  bypass  ranged  between  140-110  mm.  Hg. 
systolic  and  120-65  mm.  Hg.  diastolic.  Blood  pH 
ranged  from  7.35  to  7.63  and  blood  CO2  from  32.6 
to  44  volumes  % during  the  operation.  Plasma  he- 
moglobin was  289.8  mg.%  at  the  end  of  the  bypass. 
Patient  received  eight  units  of  whole  blood  during 
the  operation  which  lasted  eight  and  one-half  hours. 

Postoperatively  the  patient’s  vital  signs  were  sat- 
isfactory. Blood  pressure  ranged  between  100-150 
systolic  and  65-110  diastolic;  pulse  was  regular  at 
112-150  per  minute;  respirations  were  28-40  per 
minute.  Chest  tube  showed  a moderate  amount  of 
drainage.  Patient  received  Epsilon-Amino-Caproic- 
Acid,  Mannitol,  and  Urevert.  Venous  pressure  was 
between  6 mm.  Hg.  and  14  mm.  Hg.  and  became 
unobtainable  terminally.  Urinary  output  was  ade- 
quate. However,  the  patient  remained  comatose  until 
6:00  A.M.  on  March  7,  1963,  when  he  responded 
to  stimuli  only  by  opening  his  eyes.  At  10:15  A.M., 
while  still  sub-comatose  and  following  an  IPPB 
course,  he  became  quite  cyanotic.  At  10:40  A.M. 
became  pulseless,  no  blood  pressure  was  obtained, 
and  pupils  were  dilated.  All  resuscitation  procedures, 
including  external  cardiac  massage,  failed,  and  pa- 
tient expired  at  10:45  A.M. 

Gross  Pathology:  A large  hematoma  involved  al- 
most the  entire  anterior  mediastinum,  pericardial 
sac,  and  inferior  portion  of  the  soft  tissues  of  neck. 
Parietal  pericardium  revealed  a fresh,  sutured,  sur- 
gical incision,  and  pericardial  sac  contained  a few 


small  thrombi.  There  was  a sutured  incision  in  prox- 
imal portion  of  aorta.  Heart  weighed  550  gm.,  and 
its  internal  dimensions  were  as  follows:  mitral  valve 
7.5  cm.  in  circumference,  aortic  orifice  2.2  cm.  in 
diameter,  left  ventricular  myocardium  up  to  3 cm. 
thick,  tricuspid  valve  12  cm.  in  circumference,  pul- 
monary orifice  8 cm.  in  circumference,  and  right 
ventricle  up  to  0.9  cm.  thick.  Mitral  and  tricuspid 
valves  showed  slightly  thickened  chordae  tendineae 
and  slight  nodular  thickening  of  their  free  margins. 
Ostia  of  both  coronary  arteries  were  patent  and 
located  from  0.2  to  0.4  cm.  above  insertion  of  the 
Starr-Edwards  prosthesis.  The  prosthesis  was  sutured 
to  aortic  valve  adequately  with  synthetic  sutures. 
Serial  cuts  through  both  coronary  arteries  revealed 
no  occlusion,  although  a few  calcified  arteriosclerotic 
plaques  were  present  throughout.  Aorta  revealed  nu- 
merous calcified  plaques.  A 4 x 2 cm.  area  of  hemor- 
rhage was  seen  in  the  lower  portion  of  the  inter- 
atrial septum  and  the  upper  portion  of  the  inter- 
ventricular septum.  Arteries  throughout  the  body  re- 
vealed extensive  arteriosclerotic  changes.  Right  and 
left  lungs  weighed  350  gm.  and  280  gm.  respectively, 
and  their  basal  portions  were  edematous  and  con- 
gested. No  other  significant  changes  were  noted. 

Microscopic  Pathology:  Sections  of  myocardium 
showed  rather  diffuse  interstitial  edema.  Interstitial 
tissue  also  contained  some  red  cells.  Myocardial 
fibers  were  extensively  enlarged,  especially  in  left 
ventricle,  and  contained  large  nuclei.  Some  increase 
in  interstitial  connective  tissue  was  present  in  left 


Fig.  4.  Higher  magnification  of  the  left  bundle 
branch  (LBB)  revealing  masses  of  red  cells  between 
the  conduction  fibers.  (Masson’s  trichrome  x 133.) 
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ventricle.  Leaflets  of  the  mitral  valve  were  thickened 
and  somewhat  nodular  with  foci  of  hyalinization. 
Sections  of  aorta  and  pulmonary  artery  contained 
several  foci  of  polymorphonuclear  cell  infiltrate  to- 
ward their  adventitia.  Atheromatous  changes  were 
prominent  in  the  aorta  consisting  of  marked  intimal 
thickening  with  numerous  cholesterol  clefts  and  lipoid 
deposits.  Occasional  foci  of  calcification  were  noted. 
Less  severe  atheromatous  changes  were  present  in 
coronary  arteries.  In  lower  lobes  of  lungs,  alveoli 
were  frequently  collapsed  showing  marked  atelectatic 
changes,  small  arteries  were  quite  enlarged,  and 
edema  fluid  was  present  throughout. 

Histopathologic  study  of  the  atrioventricular  node, 
bundle  and  branches  was  done  according  to  the 
method  described  by  M.  Lev.s  Sections  of  the  atrio- 
ventricular node  and  its  branches  revealed  diffuse 
hemorrhage  throughout  the  adipose  tissue  behind  the 
sinus  of  Valsalva  of  non-coronary  cusp.  Hemorrhage 
involved  the  entire  interatrial  septum,  and  surround- 
ed all  approaches  to  atrioventricular  node.  Atrioven- 
tricular node  was  involved  partially  by  the  hemor- 
rhagic process  (Figs.  1 and  2)  which  extended  down 
toward  the  interventricular  septum  by  dissecting 
through  the  subendocardial  fat  tissue  of  the  right 
atrium.  A portion  of  atrioventricular  bundle  and 
proximal  radiation  of  left  bundle  branch  were  sur- 
rounded by  hemorrhage  (Figs.  3 and  4).  A few 
fragments  of  suture  material,  surrounded  by  masses 
of  red  cells,  were  seen  in  the  adipose  tissue  adjacent 
to  the  aorta. 

Liver  revealed  slight  fatty  metamorphosis.  Both 
kidneys  showed  moderate  nephrosclerosis.  Arterio- 
sclerotic plaques  were  present  in  cerebral  arteries. 
No  other  significant  changes  were  noted. 


Conclusion 

A case  of  hemorrhage  into  the  atrioventricular 
bundle  and  its  branches  following  intracardiac  sur- 
gery for  aortic  valve  stenosis  is  presented.  The 
pathologic  findings  are  discussed.  It  is  concluded 
that  severe  injury  to  the  conduction  system  caused 
by  the  hemorrhage  resulted  in  heart  block. 

Attempts  to  repair  structures  in  the  vicinity 
of  the  various  components  of  the  conduction  sys- 
tem no  doubt  will  become  more  common  in  the 
future.  It  behooves  the  cardiac  surgeon  to  be 
aware  of  the  potential  complications  and  to  de- 
sign his  technique  to  avoid  injury  to  these  struc- 
tures and  thus  reduce  the  number  of  arrhythmias 
that  occur,  many  of  which  are  lethal.*  • 

* Acknowledgement:  The  author  is  indebted  for  the  assist- 
ance of  Dr.  Robert  L.  Hawley.  He  also  wishes  to  thank  Dr. 
John  B.  Grow  for  permission  to  use  this  case. 
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The  next  scheduled  Part  I (written)  examination  of  this  Board  will  be  held  at  various 
examining  centers  in  the  LFnited  States,  Canada,  and  military  bases  outside  of  the  conti- 
nental United  States  on  Friday,  December  11,  1964  at  2:00  p.m.  Candidates  eligible 
to  take  this  examination  will  be  notified  on  or  about  November  1 where  to  appear  for 
examination. 

SPECIAL  NOTICE 

Beginning  in  1965,  the  Part  I (written)  examination  will  be  given  early  in  July.  All 
candidates  (including  new  and  reopened  applicants  as  well  as  re-examinees)  having 
completed  an  approved  and  progressive  residency  program  on  or  before  July,  1965 
will  be  eligible  to  request  admission  to  the  Part  I examination  in  1965. 

The  1964  Bulletin  containing  detailed  information  on  the  requirements  and  procedures 
of  application  relative  to  the  new  schedule  of  examinations  beginning  in  1965  is  now 
available  for  mail  distribution. 

Bulletins  may  be  obtained  by  writing  to  the  office  of  the  Secretary,  Clyde  L.  Randall, 
MD,  American  Board  of  Obstetrics  and  Gynecology,  100  Meadow  Road,  Buffalo,  New 
York  14216. 

Diplomates  of  this  Board  are  requested  to  inform  the  Secretary’s  office  of  any  change 

in  address. 
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Influenzal  meningitis  in  the  adult 

Richard  M.  Angle,  MD,  Santa  Fe,  New  Mexico 


A case  report  of  influenzal  meningitis  in 
an  adult  is  presented^  with  successful 
result  despite  harrowing  problems 
of  management. 

Influenzal  meningitis,  while  not  common  in 
the  adult,  is  probably  less  rare  than  was  previ- 
ously thought.  Between  1899  and  1948  only  25 
cases  were  reported  in  patients  over  20  years  of 
age.^  In  1960  Wasserman^  reported  the  37th  adult 
case  but  subsequent  reports  now  total  56.®’ 
Holdsworth®  in  1960  described  an  adult  patient 
with  influenzal  meningitis  whose  course  was 
marked  by  upper  gastrointestinal  hemorrhage  at- 
tributed to  the  brief  administration  of  hydrocorti- 
sone and  corticotropin.  The  following  patient  de- 
veloped massive  hemorrhage  from  a duodenal 
ulcer  during  the  course  of  severe  meningitis  due  to 
Hemophilus  influenzae  and  required  thirteen  blood 
transfusions.  Corticosteroids  were  not  given.  Com- 
plete recovery  in  this  elderly  patient,  despite  her 
bleeding  ulcer  and  the  use  of  varicosities  as  sites 
for  blood  replacement,  make  this  case  worthy  of 
note. 

CASE  REPORT 

Mrs.  R.  P.,  age  67,  white  female,  58  inches  tall, 
weighing  in  excess  of  200  pounds,  was  admitted  to 
St.  Vincent  Hospital  in  stupor  four  days  after  com- 
plaining of  pain  in  her  right  ear.  Two  days  before 
admission  she  began  to  complain  of  pleuritic  pain 
in  the  right  side  of  the  chest  and  two  hours  prior  to 
admission  she  had  a severe  shaking  chill.  No  other 
history  was  obtained.  Three  years  before,  she  had 
been  hospitalized  with  a streptococcic  pharyngitis, 
and  she  was  also  known  to  have  a poorly-functioning 
gallbladder.  Remainder  of  her  past  history  was  un- 
revealing. 

Significant  physical  findings  on  admission  were  as 
follows:  Temperature  was  105  degrees  (R),  pulse 
110,  respirations  36  and  blood  pressure  180/100. 
The  patient  was  a short,  extremely  obese  white  fe- 
male who  was  unresponsive.  The  head  was  normal 
and  showed  no  evidence  of  trauma.  The  right  ear 
canal  was  moist,  but  no  blood  or  perforation  of  tym- 
panic membrane  could  be  seen.  Left  ear  was  normal. 
Although  the  right  eye  was  closed,  the  left  remained 


open.  Both  pupils  responded  well  to  light;  fundu- 
scopic  examination  was  unsuccessful.  There  was  bi- 
lateral bloody  crusting  in  the  nares.  The  mouth, 
tongue  and  pharynx  were  dry  and  parched  but  were 
otherwise  normal.  There  was  slight  rigidity  of  the 
neck.  Moist  crepitant  rales  were  heard  throughout 
the  posterior  portion  of  both  lungs  but  there  was  no 
consolidation.  Remainder  of  the  examination  was 
normal  except  for  the  presence  of  severe  varicosities 
of  both  legs  to  above  the  knee.  There  was  question- 
able weakness  of  the  left  arm  and  leg. 

Hematologic  findings  on  admission  were  as  fol- 
lows: packed  cell  volume  (PCV)  46%,  hemoglobin 
15.6  gms.,  white  blood  count  17,850  with  5%  bands, 
88%  segmented  cells,  6%  lymphocytes  and  1% 
monocytes.  VDRL  test  was  negative.  Urinalysis 
showed  2 plus  sugar  and  3 plus  albumin  and  was 
otherwise  normal.  Blood  urea  nitrogen  was  11.5 
mgm.%  and  blood  sugar  185  mgm.%.  Chest  X-ray 
showed  changes  compatible  with  bilateral  broncho- 
pneumonia. Electrocardiogram  revealed  non-diag- 
nostic abnormalities.  Due  to  obesity,  lumbar  punc- 
ture was  unsuccessful  on  admission  but  on  the  fol- 
lowing day  was  performed  using  a myelogram  needle. 
Cerebrospinal  fluid  was  cloudy  with  cell  count  of 
17,850  per  cu.  mm.  of  which  99%  were  neutrophiles. 
A direct  smear  revealed  no  organisms  but  on  the 
fourth  hospital  day  Hemophilus  influenzae  was  def- 
initely isolated. 

Treatment  was  instituted  with  penicillin,  400,000 
units  every  4 hours,  chloramphenicol,  500  mgm. 
every  6 hours,  and  streptomycin  0.5  gm.  twice  daily, 
all  parenterally.  The  patient  was  placed  in  an  oxygen 
tent  and  was  digitalized.  Fluids  were  given  paren- 
terally, as  were  all  medications.  By  the  6th  day  her 
temperature  reached  normal,  although  she  remained 
unresponsive. 

On  the  night  of  the  6th  day  tarry  stools  were 
noted.  Because  stool  culture  yielded  hemolytic  staph- 
ylococcus aureus,  erythromycin  was  added  to  her 
treatment.  On  the  7th  day  her  PCV  was  32%  and 
hemoglobin  9.8  gms.,  confirming  the  presence  of 
major  gastrointestinal  bleeding  and  500  cc.  of  whole 
blood  were  given.  On  this  day  the  patient’s  sensorium 
partially  cleared.  She  remained  afebrile.  She  re- 
turned to  full  consciousness  on  the  10th  day,  but 
on  the  following  day  she  passed  numerous  tarry 
stools  and  PCV  and  hemoglobin  were  27%  and  9.6 
gms.  respectively.  One  thousand  cc.  of  whole  blood 
were  given  through  direct  femoral  vein  puncture 
when  a cut-down  failed  to  isolate  a satisfactory  vein. 
Erythromycin  was  discontinued. 
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On  the  12th  day  she  was  improved  and  able  to  take 
sulfisoxazole  orally.  On  the  14th  day  her  temperature 
rose  to  103  degrees  orally  and  tarry  stools  recurred. 
Ulcer  management  was  instituted.  Three  whole  blood 
transfusions  were  given  on  the  14th  and  15th  days, 
and  for  lack  of  detectable  veins,  varicosities  of  the 
legs  were  used  for  administration.  Portable  chest 
X-ray  showed  a recurrence  of  pneumonia  which  im- 
proved without  change  of  medication.  Temperature 
returned  again  to  normal  on  the  17th  day  where  it 
remained  until  discharge.  Both  streptomycin  and 
chloramphenicol  were  discontinued  on  the  21st  day. 
On  the  following  day  tarry  stools  and  a drop  in 
PCV  and  hemoglobin  to  16.5%  and  5.8  gms.  re- 
spectively indicated  fresh  gastrointestinal  hemor- 
rhage. On  the  23rd  day  two  whole  blood  transfusions 
were  given,  again  utilizing  varicosities. 

X-ray  examination  of  the  upper  intestinal  tract 
was  attempted  on  the  24th  day,  revealing  suspicious 
but  not  conclusive  evidence  of  duodenal  ulcer.  On 
the  26th  hospital  day  the  BUN  had  dropped  to  29.5 
mgm.%.  Numerous  tarry  stools  and  marked  drop 
in  PCV  and  hemoglobin  recurred  on  the  27th  day 
and  in  the  succeeding  four  days  five  units  of  whole 
blood  were  administered  through  varicosities  of  the 
legs.  On  the  30th  hospital  day  the  patient  was  suf- 
ficiently improved  so  that  satisfactory  barium  meal 
could  be  given  and  a definite  ulcer  crater  was  found 
in  the  duodenum. 

During  the  following  week  the  patient  improved 
rapidly  and  became  ambulatory.  No  further  gastro- 
intestinal bleeding  occurred.  Penicillin  was  discon- 
tinued on  the  35th  day  but  sulfisoxazole  was  con- 
tinued until  her  discharge  on  the  38th  day,  at  which 
time  she  was  still  weak  and  was  experiencing  slight 
loss  of  equilibrium  thought  to  be  due  to  streptomy- 
cin. Her  recovery  was  otherwise  complete.  Two  and 
one-half  years  later  she  fractured  her  left  hip  which 
was  treated  by  internal  fixation  with  subsequent  com- 
plete recovery. 


Comment 

This  67-year-old  white  female  represents  an- 
other instance  of  successful  treatment  of  an  adult 
with  meningitis  due  to  Hemophilus  influenzae.  Of 
particular  interest  was  the  concomitant  develop- 
ment of  a duodenal  ulcer  with  massive  bleeding 
requiring  thirteen  blood  transfusions.  Although 
similar  bleeding  was  noted  in  one  other  reported 
case  and  was  attributed  to  the  use  of  cortico- 
steroids, the  patient  herein  reported  received  no 
adrenal  steroids.  Of  further  interest  was  the  ex- 
treme obesity  of  the  patient  which  made  blood 
replacement  difficult.  Consequently  varicosities  of 
the  legs  were  utilized  for  ten  of  the  thirteen  trans- 
fusions. The  patient  made  a complete  recovery 
with  no  detectable  neurological  sequelae. 

Conclusion 

The  successful  treatment  of  a 67-year-old 
woman  with  influenzal  meningitis  is  reported,  add- 
ing another  case  to  the  growing  list  of  adults  who 
have  recovered  from  this  disease.  Unusual  fea- 
tures of  this  case  included  massive  hemorrhage 
from  duodenal  ulcer,  and  the  difficult  replacement 
of  blood  due  to  extreme  obesity.  • 
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ATTENTION  AUTHORS! 

The  Rocky  Mountain  Medical  Journal  needs  scientific  articles  written  by 
physicians  of  the  Rocky  Mountain  region.  An  important  function  of  the  Journal  is 
to  provide  an  avenue  for  exchange  of  medical  knowledge  among  the  physicians  of 
the  area  which  it  serves.  Except  for  publication  of  scientific  papers  presented  at 
various  meetings  in  the  area  by  physicians  from  other  parts  of  the  country,  almost 
all  articles  presented  by  your  Journal  are  written  by  authors  who  live  in  the  six 
participating  states.  In  this  sense,  the  publications  represent  the  standards  of 
scientific  practice  and  progress  of  this  area. 

We  enlist  your  pride  in  the  excellence  of  medical  practice  in  our  Rocky  Moun- 
tain states  as  the  best  reason  for  publication  of  your  scientific  papers  in  the  Rocky 
Mountain  Medical  Journal. 
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Cerebral  birth  injury  revisited* 


Clinical  syndromes  of  abnormal 
newborn  signs  permit  the  physician  to 
discard  the  term  “birth  injury” 
and  remove  the  concept  of  physicians 
responsibility. 

Birth  injury  results  from  any  condition  which 
adversely  aifects  the  newborn  during  labor  and 
delivery.  Frequently,  cerebral  injury  may  occur.^ 
Realizing  that  the  connotation  of  an  injury  tem- 
porally related  to  birth  provides  little  meaning  to 
the  physician  or  parents,  another  means  of  clin- 
ical and  prognostic  evaluation  of  newborn  infants 
must  be  devised.  Both  parents  and  physician  can 
understand  the  acute  newborn  problems  and  the 
related  prognosis  of  any  chronic  neurological  dis- 
order which  may  develop.  Needless  to  say,  the 
recording  of  prenatal  and  perinatal  factors  is  far 
less  reliable  than  actual  observation  of  behavior 
during  the  newborn  period.  Thus,  the  appreciation 
of  newborn  disturbances  is  both  essential  and  im- 
portant to  physician,  parent  and  infant. 

Transient,  recurring  abnormal  newborn  signs 
may  be  overlooked  in  any  nurseiy.  The  infants 
who  develop  overt  signs  such  as  excessive  spitting, 
vomiting,  or  myoclonic  jerks,  are  discovered  early. 
These,  usually  categorized  in  neonatal  morbidity 
statistics,  may  later  develop  varying  degrees  of 
neuromotor  disturbance,  mental  retardation,  or 
epilepsy.  In  contrast,  minimal  abnormal  signs  are 
frequently  described  retrospectively  in  children 
with  developmental  or  learning  disorders,  and 
thus  physicians  and  nursery  personnel  must  be 
alerted  to  the  significance  of  both  major  and  minor 
deviations  of  newborn  behavior. 

Etiological  factors  recorded  in  mothers  of  in- 
fants with  abnormal  neonatal  signs  are  listed  in 
Table  1.  Prenatal  insults  are  often  associated  with 

• Presented  at  the  1963  meeting  of  the  New  Mexico  State 
Medical  Society,  from  the  Children’s  Memorial  Hospital,  Uni- 
verslty  of  Oklahoma  Medical  Center,  Oklahoma  City,  Okla- 
homa. Dr.  Jabbour  is  Assistant  Professor  of  Pediatrics  (Neu- 
rology) . 


J.  T.  Jabbour,  MD,  Oklahoma  City,  Okla. 

bleeding,  spotting,  infections,  or  abnormalities  of 
labor.  Infants  who  experience  perinatal  abnor- 
malities of  delivery  or  abnormal  presentation  may 
also  develop  these  syndromes.  Often  multiple  in- 
sults culminate  in  abnormal  neonatal  signs  and 
chronic  neurological  problems.  Some  infants  ex- 
perience these  insults,  but  are  free  of  abnormal 
signs,  and  this  is  related  to  the  stamina  of  the  in- 
fant. 

Newborn  syndromes  vary  with  the  severity,  ex- 
tent and  location  of  some  poorly  defined  process. 
Severe  neurological  disturbances  pennit  a clini- 
copathological  correlation  with  the  sequelae  of 
perinatal  trauma.^  Since  the  anatomical  or  path- 
ological lesions  are  not  well-defined,  if  present, 
these  minimal  newborn  syndromes  must  be  de- 
lineated by  neurological,  electrophysiological,  psy- 
chological and  perceptual  evaluation. 


TABLE  1 

ETIOLOGY  OF  NEWBORN  SYNDROMES 


PRENATAL  INSULTS 

PERINATAL  INSULTS 

BLEEDING  AND 

SPOTTING 

RAPID  DELIVERY 

INFECTIONS  AND 

INFLUENZA 

BREECH  DELIVERY 

PREMATURE  OR 

INDUCED  LABOR 

HEAD  HELD  BACK 

PROLONGED  LABOR 

FORCEPS  DELIVERY 

TOXEMIA 

CESAREAN  SECTION 

DIABETES  MELLITUS 

UNATTENDED  BIRTH 

PLACENTAL 

INSUFFICIENCY 

MULTIPLE  BIRTHS 

MATERNAL 

MATERNAL 

MEDICATIONS 

MEDICATIONS 

ISO-IMMUNIZATION 

ANOXIA 

There  have  been  previous  studies  and  classifi- 
cations of  newborn  syndromes.  Prechtl,®  in  1960, 
defined  the  hyperexcitable  infant  who  later  de- 
veloped the  choreiform  syndrome  of  behavioral, 
perceptual  and  dyskinetic  disturbances  (Table  2). 
Observation  of  newborn  signs  by  other  investiga- 
tors'* has  been  of  value  in  grouping  and  defining 
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TABLE  2 

PREVIOUSLY  REPORTED  NEWBORN 
SYNDROMES 

PRECHTL 

Hyperexcitable  syndrome 

a.  Tremor 

b.  Vigorous  sucking 

c.  Low  threshold  Moro  response 

Apathy  syndrome 

a.  Absent  obligate  response 

b.  Reduced  crying  and  sucking 

c.  Hypotonia  and  hypomobility 

d.  Laterality  of  signs 

PAINE 

Increased  tremulousness 
Absent  Moro 

Altered  response  to  traction 


minor  and  major  deviations  of  neurological  de- 
velopment. Paine  observed  cerebral  palsy  syn- 
dromes in  newborn  infants  who  experienced  in- 
creased tremulousness,  absent  Moro,  and  altered 
response  to  traction  (Table  2).  This  triad  appears 
to  overlap  with  the  findings  described  by  Prechtl,^ 
as  the  hyperexcitable  syndrome  and  the  apathy 
syndrome.  The  newborn  signs  observed  in  infants 
who  later  developed  perceptual  disorders  may  be 
further  categorized.  There  is  some  similarity  to 
the  syndromes  described  by  previous  investigators, 
but  effort  to  correlate  these  with  newborn  infant 
behavior  and  probable  location  of  the  abnormality 
will  be  made. 

Classification  of  newborn  syndromes 

The  newborn  signs  are  arbitrarily  divided  into 
syndromes  which  result  from  specific  or  diffuse 

TABLE  3 

NEWBORN  SYNDROMES  RESULTING  FROM 
SPECIFIC  REGION  INVOLVEMENT 

POOR  FEEDER 
Weak  suck,  cry 
Feeding  difficulty 
Excessive  spitting 
Vomiting 

AUTONOMIC  IMBALANCE 
Vasomotor  instability 
Pallor,  rubor,  cyanosis 
Temperature  instability 
Excessive  sweating 

SMALL  INFANT 
Lethargy 

Vasomotor  instability 
Poor  feeding 


areas  of  central  nervous  system  involvement.  Three 
that  result  from  involvement  of  a specific  region 
are  the  poor  feeder,  the  autonomic  imbalance, 
and  the  small  infant  (Table  3).  The  infant  with 
the  poor  feeder  syndrome  manifests  a weak  cry 
or  suck,  feeding  difficulty,  excessive  spitting  and 
vomiting.  This  complex  is  the  result  of  impaired 
function  of  either  the  cerebrum,  cranial  nerves  or 
brain  stem.  The  autonomic  imbalance  syndrome 
is  observed  when  impaired  hypothalamic  function 
exists,  and  it  is  present  when  vasomotor  instability 
(pallor,  rubor  or  cyanosis)  and  temperature  in- 
stability with  excessive  sweating  appear  in  the  in- 
fant. These  infants  usually  require  periodic  ex- 

TABLE  4 

NEWBORN  SYNDROMES  RESULTING  FROM 
DIFFUSE  CEREBRAL  INVOLVEMENT 

FLOPPY  INFANT 

Limp,  hypotonic 
Sparce  movement 
Lethargic 
Poor  feeding 

HYPEREXCITABLE 

Hyperactive  irritable 
Excessive  crying 
Low  threshold  Moro 
Required  sedation 

CONVULSIVE 

Periodic  apnea  or  cyanotic  spells 
Stiff,  tonic,  limp  spells 
Abnormal  movement 
Twitching,  tremors,  tremulousness 


ternal  heat  to  maintain  body  temperatures.  The 
small  baby  syndrome  is  observed  in  the  infant  un- 
der 2,500  grams,  either  premature  or  postmature. 
Brain  stem  and  hypothalamic  dysfunction  result  in 
lethargy,  vasomotor  instability  and  poor  feeding. 

Prominent  signs>  of  the  syndromes  enable  the 
physician  to  put  the  infant  in  the  appropriate  clin- 
ical category,  however,  the  infant  may  change  from 
syndrome  to  syndrome.  The  history  of  the  preg- 
nancy, labor,  or  delivery,  as  well  as  the  onset  of 
the  signs,  forewarn  the  physician  of  the  problem 
which  may  develop.  Serum  bilirubin,  glucose,  cal- 
cium and  phosphorus  determinations  should  be 
evaluated  in  these  infants,  as  well  as  study  of  the 
cerebrospinal  and  subdural  fluids.  Organic  and 
systemic  disorders  of  the  heart,  lungs  and  kidneys 
may  intensify  the  syndrome  which  the  infant  ex- 
hibits. 
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In  contrast  to  the  neonatal  syndromes  of  spe- 
cific region  involvement,  those  with  diffuse  cere- 
bral injury  will  present  as  floppy,  hyperexcitable 
or  convulsive  infants  (Table  4).  These  syndromes 
represent  the  extremes  of  either  cerebral  depres- 
sion or  irritation.  The  floppy  infant  syndrome  may 
be  suspected  when  the  infant  feeds  poorly,  has 

TABLE  5 

NEWBORN  SYNDROME  RESULTING  FROM 
DEEP  NEURONAL  INVOLVEMENT 

HYPERBILIRUBINEMIA 

Hypotonic 
Lethargic 
Irritability 
Weak,  shrill  cry 


a weak  cry,  appears  lethargic,  limp  or  hypotonic 
and  exhibits  paucity  of  movement.  As  time  pro- 
gresses, the  infant’s  activity  may  increase.  In  con- 
trast, infants  with  the  hyperexcitable  syndromes 
have  varying  degrees  of  cerebral  irritation  and 
may  exhibit  hyperactivity,  excessive  crying,  low 
threshold  Moro  response,  and  may  require  seda- 
tion. The  infant  with  the  convulsive  syndrome 
may  exhibit  periodic  apnea  or  cyanotic  episodes. 
Stiff,  tonic  spells  followed  by  limpness,  overt 
twitching,  and  tremors  or  convulsive  movements 
may  occur  as  time  progresses.  Cortical  irritation 
related  to  parenchymal  injury  probably  results 
from  cerebrovascular  insufficiency  or  hypoxia. 

The  hyperbilirubinemia  syndrome  consists  of 
hypotonia  and  lethargy  in  an  infant  who  exhibits 
irritability  and  a weak,  shrill  cry.  In  these  infants, 


Spastic 

Diplegia 


Choreoafhetoid 
Cerebral  Palsy 

Fig.  1 . Cerebral  Palsy  Syndromes. 


Spastic  Hemiplegia 
or  Quadriplegia 
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basal  ganglion,  ocular  and  auditory  nerve  damage 
results  in  a triad  of  absence  of  convergent  gaze, 
nerve  deafness,  and  abnormal  motor  movements 
(Table  5). 

The  cerebral  palsy  syndrome,  which  may  fol- 
low the  abnormal  newborn  signs,  may  be  related 
to  specific  or  diffuse  central  nervous  system  in- 
volvement (Fig.  1).  Spastic  diplegia  is  observed 
in  infants  who  experience  the  syndromes  of  spe- 
cific region  involvement  or  those  associated  with 
small  baby  syndromes.  On  the  other  hand,  spastic 
hemiplegia  or  quadraplegia  is  usually  associated 
with  the  diffuse  cerebral  involvement  which  is  ob- 
served in  the  hyperexcitable,  convulsive  or  floppy 
infant.  The  most  characteristic  syndrome,  that  of 
choreo-athetoid  cerebral  palsy,  is  associated  with 
hyperbilirubinemia.  In  some  of  these  individuals 
with  cerebral  palsy  syndromes  (neuromotor  dis- 
turbances) perceptual  learning  disorders  may  also 
occur  and  be  quite  severe.  The  degree  of  mental 
retardation  is  related  to  the  severity  of  the  initial 
insult. 


Summary  and  conclusions 

The  clinical  features  of  newborn  syndromes, 
which  probably  result  from  specific  or  diffuse 
central  nervous  system  involvement,  and  which 
in  childhood  may  be  manifest  as  cerebral  palsy 
syndromes  with  specific  learning  disorders  and 
mental  retardation,  are  reviewed.  The  use  of  new- 
born syndromes  permits  removal  of  the  term 
“birth  injury,”  improves  parent-physician  under- 
standing of  acute  newborn  and  chronic  neuro- 
logical problems,  and  emphasizes  the  importance 
of  accurate  observation  of  newborn  behavior  and 
its  relation  to  minor  neurological  variations,  cere- 
bral dysfunction  and  development,  and  learning.  • 
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Primary  hemangioendothelioma  of  the  heart 


Report  of  a case  treated  with  irradiation  and  cyclophosphamide 

F.  John  Allaire,  MD,  Clark  A.  Grimm,  MD,  Lloyd  M.  Taylor,  MD, 
and  John  P.  Pfaff,  Jr.,  MD,*  Great  Falls,  Montana 


This  is  the  twenty-first  reported  case  in 
medical  literature  and  is  the  first  reported 
primary  cardiac  tumor  in  which 
irradiation  therapy  resulted  in  palliation. 

Tumors  involving  the  heart  are  extremely  rare, 
averaging  less  than  eight  per  one  thousand  au- 
topsies of  the  extensive  series  reported.  Primary 
tumors  occur  far  less  frequently  than  metastatic 
involvement  of  the  heart,  the  proportion  of  pri- 
mary to  secondary  tumors  varying  between  one  in 

» Drs.  Allaire,  Grimm,  and  Taylor  are  members  of  the  Great 
Falls  Clinic  and  Dr.  Pfaff  is  pathologist  at  the  Columbus 
Hospital  in  Great  Falls. 

A list  of  22  references  has  been  deleted  because  of  space 
limitations. 


seven  and  one  in  thirty-nine.  Among  the  primary 
cardiac  tumors  reported,  angiosarcoma  or  heman- 
gioendothelioma appear  to  be  exceedingly  rare. 
Mahaim,  in  1945,  found  that  of  the  329  known 
primary  cardiac  tumors,  87  were  sarcoma  and 
3 of  this  group  were  angiosarcoma.  To  our  knowl- 
edge, a total  of  20  cases  of  primary  malignant 
hemangioendothelioma  of  the  heart  has  been  re- 
ported. It  is  our  purpose  to  report  an  additional 
and  unusual  case  of  primary  cardiac  hemangioen- 
dothelioma with  particular  emphasis  on  the  re- 
sponse to  irradiation  and  chemotherapy. 

CASE  REPORT 

A twenty-four-year-old  white  male  college  student 
was  first  seen  on  September  25,  1961  with  a two  week 
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history  of  hacking  cough,  vague  abdominal  distress, 
anorexia  and  nausea.  For  three  days  there  had  been 
progressive  dyspnea  and  orthopnea.  He  denied  fever 
or  chest  pain.  There  was  no  history  of  heart  murmur 
or  rheumatic  fever.  An  uncle  had  had  tuberculosis 
five  years  previously. 

Physical  examination  disclosed  an  apprehensive 
white  male  who  became  acutely  dyspneic  and  cya- 
notic when  recumbent,  with  engorgement  of  cervical 
and  scalp  veins.  Pulse  was  120  and  regular,  but 
markedly  paradoxical,  the  pulse  pressure  varying  20 
mms.  with  respiration.  Neck  veins  were  moderately 
distended  in  the  sitting  position.  Left  border  of  car- 
diac dullness  was  at  the  anterior  axillary  line.  Apical 
impulse  could  not  be  felt,  and  all  heart  tones  were 
muffled.  No  friction  rub  was  heard,  and  there  were 
no  murmurs.  There  was  bilateral  dullness  to  per- 
cussion and  diminished  breath  sounds  at  the  lung 
bases.  The  abdomen  was  distended,  with  a definite 
fluid  wave  and  shifting  dullness.  A tender  liver  edge 
was  palpated  4 cms.  below  right  costal  margin.  There 
was  no  edema.  Remainder  of  the  examination  was 
unremarkable. 

Initial  laboratory  studies  included  white  blood 
count  of  12,950  with  57  polys,  7 bands,  26  lymphs, 
8 monos,  1 basophile  and  1 eosinophile.  Hemoglobin 
was  16.1  grams  per  cent,  hematocrit  47%,  erythro- 
cyte sedimentation  rate  5 mms.  per  hour,  and  plate- 
lets normal  to  inspection.  Tuberculin  test,  1:1,000, 


Fig.  1.  Initial  chest  X-ray  (9-25-61)  showing  cardio- 
megaly  with  triangular  configuration  compatible  with 
pericardial  effusion.  Bilateral  pleural  effusions  are 
present. 


Fig.  2.  Chest  X-ray  of  December  22,  1961.  Cardiac 
silhouette  is  near  normal  following  course  of  Cobalt- 
60  therapy.  Pleural  effusions  have  disappeared. 


was  negative  at  48  hours.  LE  preparation,  serology 
and  C reactive  protein  were  negative.  Antistrepto- 
lysin 0 titer  was  125  Todd  units.  Urinalysis  was 
negative,  and  blood  urea  nitrogen  was  1 1.5  mgms.  %. 
Three  blood  cultures  were  negative.  Electrocardio- 
gram showed  sinus  tachycardia  with  small  QRS 
complexes  and  flat  T-waves  throughout.  Chest  X-ray 
.showed  marked  cardiomegaly  with  triangular  con- 
figuration interpreted  as  compatible  with  pericardial 
effusion.  There  were  bilateral  pleural  effusions,  more 
marked  on  the  right  (Fig.  1). 

The  patient  was  admitted  to  the  hospital.  Pericar- 
diocentesis was  performed,  and  1,850  cc.  of  bloody 
fluid  withdrawn.  Peripheral  venous  pressure  fell  from 
400  to  220  mm.  of  water.  Smear  and  culture  of  peri- 
cardial fluid  were  negative  for  acid  fast  and  pyogenic 
organisms.  The  patient  was  then  treated  with  1 00  mg. 
of  hydrochlorothiazide  daily  for  5 days.  Resolution 
of  pleural  fluid  and  ascites  occurred,  size  of  the  car- 
diac silhouette  diminished,  and  he  was  asymptomatic 
when  discharged  from  the  hospital  on  October  9. 

On  October  28,  the  patient  had  recurrent  dyspnea 
and  was  again  admitted  to  the  hospital.  Physical  find- 
ings were  as  before.  He  was  cyanotic  and  dyspneic 
when  recumbent.  There  was  a positive  hepatojugular 
reflux  and  distended  temporal  veins.  Blood  pressure 
was  118/88  with  20  mms.  of  paradoxical  pulse  pres- 
sure. Pulse  was  100  and  regular.  Left  border  of  car- 
diac dullness  was  at  the  anterior  axillary  line.  Apical 
impulse  was  not  felt  and  all  heart  tones  were  muffled 
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Fig.  3.  Surgical  biopsy  of  right  atrial  appendage. 
Tumor  morphology  varies  from  well  differentiated 
endothelial-lined  spaces  to  compact  cellular  masses 
without  vascular  structure.  x50 


without  murmurs  or  friction  rubs.  There  was  dullness 
at  both  lung  bases,  more  marked  on  the  left,  and 
there  were  no  rales.  Abdomen  was  slightly  distended 
without  a fluid  wave.  The  slightly  tender  liver  edge 
was  felt  6 cms.  below  the  right  costal  margin.  There 
was  no  peripheral  edema. 

Hematologic  findings  were  as  before  and  urinalysis 
was  negative.  The  bilirubin  was  1.5  mg.  % with  .4 
mg.  % direct  fraction.  Electrocardiogram  was  un- 
changed. Chest  X-ray  disclosed  recurrence  of  mas- 
sive pericardial  effusion  with  the  left  border  of  the 
pericardium  at  the  lateral  chest  wall.  Pericardiotomy 
for  adequate  decompression  and  diagnosis  was  done 
on  November  1,  1961.  Pericardium  was  slightly 
thickened  and  distended  with  1,500  to  2,000  cc.  of 
bloody  fluid.  Entire  right  atrium  was  replaced  with 
firm,  nodular,  hemorrhagic  mass,  involving  right  cor- 
onary artery  and  extending  over  right  ventricle.  The 
right  atrial  appendage  was  replaced  by  tumor,  which 
extended  posterolaterally  involving  orifices  of  the 
superior  vena  cava  and  the  right  pulmonary  vein  as 
well  as  the  left  atrial  wall.  Inferior  vena  cava  orifice 
was  free  of  tumor.  There  was  a mass  lying  between 
the  pulmonary  artery  and  the  aorta.  Tumor  by  biopsy 
was  malignant  hemangioendothelioma  (Figs.  3,  4 and 
5).  Pericardium  was  left  open  into  the  left  pleural 
space. 

Postoperative  course  was  stormy  with  recurrent 
pneumonitis  and  left  pleural  effusion.  Cobalt-60  ir- 
radiation was  begun  on  November  10.  Attempt  was 
made  to  deliver  a cancericidal  dose  to  the  tumor, 
without  exceeding  the  tolerance  of  the  thoracic  spinal 
cord.  A large  anterior  chest  wall  portal  was  alter- 
nated with  two  posterior  fields,  angled  obliquely 
from  either  side  of  the  spine.  A calculated  tumor 
dose  of  200  r/day  was  delivered.  During  a six  week 
period,  5,630  r were  given  to  the  mid  portion  of  the 
tumor.  The  cardiac  silhouette  returned  to  near-nor- 
mal by  December  22,  1961  (Fig.  2).  The  patient  re- 
gained strength,  his  weight  was  stable,  and  for  2 
months  he  had  no  dyspnea,  fever,  pain  nor  edema. 

When  seen  on  February  1,  1962,  the  patient  had 


pain  in  the  right  hip  and  multiple  angiomatous  metas- 
tases  of  the  skin.  Diminished  breath  sounds  and  in- 
spiratory rales  were  present  at  the  right  lung  base. 
He  was  hospitalized  from  March  6 to  March  12. 
X-rays  disclosed  metastases  to  left  lung,  dorsal  spine, 
both  ischia  and  right  and  left  femur.  Hemoglobin  was 
13.5  grams,  hematocrit  39  per  cent  and  white  blood 
count  6,200.  He  was  treated  with  Cyclophosphamide, 
intravenously,  600  mg.  daily  on  March  6,  7,  and  8, 
and  400  mg.  on  March  9,  receiving  total  dose  of 
2.2  gm.  or  30  mg.  per  kg.  The  only  side  effect  was 
moderate  nausea,  controlled  with  Chlorpromazine. 
White  blood  count  fell  to  3,750. 

On  April  2,  1962,  he  developed  pain  in  the  right 
shoulder  and  right  and  left  rib  cage.  Physical  findings 
were  essentially  unchanged.  He  was  started  on  Cyclo- 
phosphamide, 150  mgm.  daily  by  mouth.  On  April 
21,  1962  he  developed  a spontaneous  fracture  of  the 
left  humerus.  White  blood  count  had  fallen  to  2,950 
and  hemoglobin  to  11.5,  and  Cyclophosphamide  dos- 
age was  decreased  to  100  mg.  daily.  The  patient  de- 
veloped severe  back  pain  and  on  May  10  and  1 1 was 
given  1,200  r in  air  of  Cobalt-60  therapy  to  meta- 
static areas  of  the  lower  lumbar  spine.  Cyclophospha- 
mide at  that  time  was  discontinued.  The  patient 
grew  weaker,  developed  bronchopneumonia  and  died 
on  May  29,  1962. 

Autopsy  examination  revealed  widespread  vascular 
dissemination  of  the  tumor  throughout  the  lungs, 
liver,  spleen,  kidneys,  bone  (Fig.  6)  and  connective 
tissue.  The  primary  atrial  cardiac  lesion  was  smaller 
than  at  the  time  of  biopsy,  however  the  tumor  had 
extended  locally  to  involve  much  of  the  pericardium 
and  myocardium  in  the  region  of  the  right  ventricle 
and  interventricular  septum.  Most  of  the  metastases 
were  fairly  well  differentiated,  although  in  some  areas 
there  were  compact  masses  of  undifferentiated  spindle 
cells  resembling  fibroblasts.  Bones  of  the  sternum  and 
vertebrae  contained  areas  of  metastases,  but  the  in- 
tervening hematopoietic  tissue  was  quite  hypoplastic, 
presumably  as  a result  of  the  cytotoxic  effect  of 
chemotherapy.  Death  was  at  least  in  part  a result  of 
bronchopneumonia  and  congestive  heart  failure. 


Fig.  4.  Surgical  biopsy  of  right  atrial  appendage. 
Well  differentiated  area  of  tumor  demonstrating 
marked  cellular  pleomorphism.  x500 
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Discussion 

This  case  presented  as  cardiac  tamponade  sec- 
ondary to  an  enormous  pericardial  effusion.  The 
dramatic  improvement  with  pericardiocentesis  and 
administration  of  diuretics  led  us  to  assume  that 
the  patient  had  a “benign”  form  of  pericarditis. 
The  bloody  character  and  the  large  quantity  of 
fluid  withdrawn  from  the  pericardial  sac  probably 
should  have  alerted  us  to  a suspicion  of  neoplasm. 
A review  of  the  literature  by  Williams  reveals, 
however,  that  the  majority  of  cases  of  benign 
pericarditis  have  bloody  pericardial  fluid.  Indeed, 
this  patient  presented  with  many  of  the  features 
generally  ascribed  to  primary  cardiac  tumor,  in- 
cluding superior  vena  caval  syndrome,  heart  fail- 
ure of  obscure  origin  and  hemopericardium.  Ar- 
rhythmias and  precordial  pain  were  notably  ab- 
sent. Harris  has  emphasized  that  bloody  pericar- 
dial effusion  is  common  in  malignant  cardiac 
tumors  and  almost  unheard  of  in  benign  pedun- 
culated growths.  Sudden  death,  classically  a fea- 
ture of  certain  benign  cardiac  tumors,  particularly 
left  atrial  myxoma,  has  not  been  reported  in  any 
case  of  angiosarcoma,  including  the  present  case. 
This  case  also  showed  the  typical  right  atrial  in- 
volvement, seen  in  all  but  two  of  the  reported  cases 
of  hemangioendothelioma.  This  is  again  in  contrast 
to  benign  myxomas  which  are  seen  to  involve 
chiefly  the  left  atriupi. 

We  are  unaware  that  Cobalt-60  teletherapy  has 
been  used  previously  for  hemangioendothelioma 
or  any  primary  heart  tumor.  Conventional  X-ray 
therapy  is  probably  of  equivocal  palliative  value  in 
angiosarcoma  of  any  organ.  The  sustained  ob- 
jective and  symptomatic  response  to  irradiation 
was,  therefore,  somewhat  unexpected.  Despite  de- 
velopment of  widespread  metastatic  disease,  clin- 


Fig.  5.  Surgical  biopsy  of  right  atrial  appendage. 
Poorly  differentiated,  compactly  cellular  area  of 
tumor.  x500 


Fig.  6.  Autopsy  specimen  of  vertebra  demonstrating 
focus  of  tumor  replacing  hematopoietic  tissue  in 
cancellous  area.  xl25 


ical  evidence  of  recurrence  of  tumor  involvement 
of  the  heart  did  not  again  appear.  That  this  re- 
sponse was  merely  palliative  was  manifest  by  the 
early  appearance  of  widespread  osseous  and  cuta- 
neous metastases  and  evidence  of  tumor  involve- 
ment of  the  myocardium  at  necropsy. 

The  use  of  chemotherapy  in  sarcomas,  in  gen- 
eral, is  of  doubtful  palliative  value.  In  malignant 
hemangioendothelioma.  Methotrexate  has  been 
reported  to  be  of  value,  particularly  in  combina- 
tion with  irradiation  therapy.  Our  attempt  at  pal- 
liation with  Cyclophosphamide  was  influenced  by 
Greenspan’s  report  of  its  successful  use  in  meta- 
static angiosarcoma.  There  was  no  evidence  for  a 
subjective  or  objective  response  to  chemotherapy 
in  our  case  despite  the  use  of  the  maximum  toler- 
ated doses.  We  must,  therefore,  conclude  that 
chemotherapy  was  unsuccessful. 

Summary 

A case  of  primary  malignant  hemangioendo- 
thelioma of  the  heart  originating  in  the  right  atrium 
in  a twenty-four-year-old  white  male  is  presented. 
The  case  was  diagnosed  ante-mortem  by  thoracot- 
omy and  biopsy.  To  our  knowledge,  this  is  the 
21st  known  case  in  the  world  literature.  The  case 
presented  with  acute  massive  bloody  hemopericar- 
dium with  tamponade,  and  was  initially  confused 
with  acute  benign  pericarditis.  We  believe  that 
this  is  the  first  reported  case  of  primary  cardiac 
tumor  in  which  irradiation  therapy  resulted  in 
palliation.  Cyclophosphamide  was  used  without 
benefit.  The  necropsy  findings  are  presented.  • 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3y2  times  the  in  vitro  antibacterial  activity' .. .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained/n  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


IDECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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ORGANIZATION 


Abstract  of  Minutes* 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Eighty-Second  Annual  Meeting 
April  14-15,  1964 

The  House  held  two  meetings  at  its  82nd  Annual 
Meeting,  held  in  Carlsbad,  New  Mexico.  In  the  absence 
of  Speaker  John  F.  Conway,  John  Parker,  Vice  Speaker, 
served  as  Speaker  and  Omar  Legant  served  as  Vice 
Speaker  pro  tern.  At  the  first  meeting  all  reports  pub- 
lished in  the  Handbook  and  all  supplemental  reports  and 
resolutions  which  had  been  mimeographed  after  publi- 
cation of  the  Handbook,  as  well  as  verbal  and  typed 
resolutions  introduced  on  the  floor  of  the  House,  were 
referred  to  appropriate  reference  committees. 

FIRST  SESSION 

Tuesday,  April  14,  1964 

The  House  was  called  to  order  at  2:00  p.m.  Albert 
S.  Lathrop  pronounced  the  invocation. 

Sixty-three  delegates  answered  the  roll  call,  including 
certified  substitute  alternates. 

Mrs.  J.  C.  Dotson,  President  of  the  Auxiliary,  ad- 
dressed the  House  briefly  outlining  the  Auxiliary’s  aspi- 
rations and  indicated  that  the  Auxiliary  is  in  need  of 
additional  funds  for  which  she  had  formally  requested 
of  the  Council  that  $5.00  per  member  per  year  be  pro- 
vided the  Auxiliary  for  its  operating  expenses.  Following 
her  remarks  she  introduced  Mrs.  Roy  Goddard,  who 
will  accede  to  the  Auxiliary  presidency  at  this  Annual 
Meeting. 

Fraternal  Delegates  and  Guests 

Vice  Speaker  Parker  introduced  M.  D.  Thomas,  Fra- 
ternal Delegate  from  the  Texas  Medical  Association.  Dr. 
Thomas  presented  greetings  from  the  Texas  Medical 
Association  and  expressed  the  pleasure  of  Southwestern 
Medical  Association  to  have  hosted  the  Sixth  Interim 
Session  of  the  New  Mexico  Medical  Society  in  El  Paso, 
November,  1963.  He  extended  an  invitation  for  our 
Interim  Meeting  to  return  to  El  Paso. 

President  Bunch  introduced  the  President  of  the  Colo- 

*  Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but  not 
reproduced  herein  were  published  in  advance  of  the  meet- 
ing in  the  House  of  Delegates  Handbook  or  were  distributed 
to  all  members  of  the  House  in  mimeographed  form.  Copies 
of  all  reports  are  on  file  in  the  Executive  Office  of  the  Society 
and  in  the  office  of  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  and,  together  with  this 
abstract,  present  in  full  all  proposals  as  well  as  actions  taken 
upon  them. 


rado  Medical  Society,  Vernon  Bolton.  Dr.  Bolton  com- 
mented about  the  similarity  of  business  before  the  Colo- 
rado and  New  Mexico  Societies.  He  stated  the  Colorado 
Medical  Society  has  had  some  applications  and  requests 
from  osteopaths  for  membership.  The  Colorado  consti- 
tution permits  associate  membership,  however  the  de- 
cision remains  with  the  county  societies.  He  indicated 
that  those  osteopaths  who  are  graduates  of  California 
schools  are  making  good  members.  He  invited  our  mem- 
bers to  attend  their  annual  meeting  at  the  Broadmoor 
Hotel,  September  16-19,  1964. 

Vice  Speaker  Parker  introduced  the  “main  expert  at 
mimeographing,”  Mr.  Harvey  Sethman,  Executive  Sec- 
retary of  the  Colorado  Medical  Society,  and  expressed 
the  Society’s  appreciation  to  him  for  his  efficient  assist- 
ance in  the  absence  of  our  Executive  Secretary,  who  was 
unable  to  attend  this  meeting  due  to  illness. 

Mr.  A.  M.  Edwards,  Field  Representative,  AMA, 
was  introduced  to  the  House  by  the  Vice  Speaker. 

President  Bunch  introduced  Mr.  T.  J.  Midkiff,  Presi- 
dent-Elect, New  Mexico  Pharmaceutical  Association. 
Mr.  Midkiff  welcomed  the  convention  to  Carlsbad.  He 
indicated  his  desire  to  expand  a program  of  interprofes- 
sional relations  between  the  two  professions  which  be- 
gan last  year  to  include  members  of  the  legislature.  He 
expressed  his  keen  desire  to  work  together  and  outlined 
the  organizational  structure  of  his  Association. 

Minutes  of  the  Sixth  Interim  Meeting,  held  in  No- 
vember, 1963  and  published  in  the  March  1964  Rocky 
Mountain  Medical  Journal,  were  approved. 

A.  H.  Robins  Award 

President  Bunch  asked  Junius  A.  Evans,  Chairman, 
Public  Relations  Committee,  to  escort  Dr.  and  Mrs. 
Ethelbert  J.  Hubbard,  Dexter,  to  the  rostrum,  and  an- 
nounced to  the  House  that  the  Delegates  had  elected 
Dr.  Hubbard  to  receive  the  1964  A.  H.  Robins  Com- 
munity Service  Award  at  their  meeting  in  November, 
1963.  Dr.  Bunch  summarized  the  many  community  ac- 
tivities of  Dr.  Hubbard  from  the  time  he  came  to  New 
Mexico  in  1911  until  his  forced  retirement  in  1958,  fol- 
lowing a stroke.  Dr.  Hubbard  expressed  his  gratitude  to 
the  Society  for  this  honor. 

President  Bunch  addressed  the  House,  indicating  his 
pleasure  over  all  committees  having  prepared  their  re- 
ports in  time  for  them  to  be  included  in  the  Delegates’ 
Handbook.  He  thanked  the  committee  members  and  the 
officers  of  the  State  Society  for  their  loyal  support  and 
assistance.  Dr.  Bunch  expressed  his  wish  that  each 
member  of  the  Society  would  make  a contribution  to 
AMA-ERF  and  earmark  some  of  it  to  the  University  of 
New  Mexico  Medical  School.  He  mentioned  several  im- 
portant issues  to  be  considered  by  the  reference  com- 
mittees and  urged  the  Delegates’  close  consideration  of 
them. 

Vice  Speaker  Parker  appointed  the  following  to  mem- 
bership on  the  reference  committees: 

A.  Administrative  Matters:  Everet  H.  Wood,  Chairman; 
Allan  L.  Haynes,  John  McGuire,  Sidney  Auerbach,  Howard 
Smith. 
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B.  Legislation  and  Public  Affairs:  David  Post,  Chairman; 
Isaac  Terr.  J.  J.  Lehmann,  Don  K.  Clark,  Albert  S.  Lathrop. 

C.  Miscellaneous  Business:  J.  C.  Dotson,  Chairman;  Gene  R. 
Smith,  T.  B.  Hoover,  C.  E.  Molholm,  Harlan  C.  Pannell. 

SECOND  MEETING 

Wednesday,  April  IS,  1964 

The  House  was  called  to  order  at  2:30  p.m.,  with  65 
Delegates  answering  the  roll  call,  including  accredited 
substitute  alternates. 

Vice  Speaker  Parker  introduced  a most  distinguished 
guest,  Milford  O.  Rouse,  Speaker,  House  of  Delegates 
of  AMA.  Dr.  Rouse  expressed  his  pleasure  at  being 
present  and  invited  the  Delegates  to  attend  the  Annual 
Meetings  of  the  Texas  and  Am.erican  Medical  Associations. 

The  Vice  Speaker  appointed  the  following  Delegates 
to  serve  as  tellers:  Elmo  Anderson,  Chairman;  John 
Muxworthy,  W.  I.  Wagner,  S.  M.  Gonzalez,  Reynaldo 
Deveaux. 

Reference  Committee  on  Administrative  Matters 

The  following  published  reports  considered  by  the 
reference  committee  were  for  information  only,  included 
no  recommendations,  and  required  no  policy  action, 
therefore  were  filed: 

Rocky  Mountain  Medical  Conference  Continuing  Committee 
Membership  Analysis  Report  of  the  Council 
Convention  Site  Committee 
Grievance  Committee 

Convention  Scientific  Program  Committee 
American  Medical  Association  Delegate  Report 
Disaster  Medical  Care 

Items  one  through  eight  of  the  Published  Council  Re- 
port were  adopted  and  included: 


a)  Referred  a proposal  for  leasing  cars  to  members 

to  our  Insurance  Committee; 

b)  Approved  an  authorization  form  for  pharmacists 

to  use  in  releasing  information  contained  on  pre- 
scriptions to  insurance  companies; 

c)  Extended  the  Medicare  Contract:  April  1,  1964  to 

March  3!,  1965; 

d)  Approved  of  a $1,000.00  contribution  to  the  Uni- 

versity of  New  Mexico  Medical  School  Library; 

e)  Approved  the  actions  of  the  President  in  trying  to 

encourage  the  Governor  to  appoint  a study  com- 
mittee to  consider  his  proposal  regarding  trans- 
ferring TB  patients  to  the  Nike-Hercules  Missile 
Site; 

f)  That  no  action  be  taken  regarding  a member’s 

membership  so  long  as  he  abides  by  the  Board 
of  Medical  Examiners’  probation; 

g)  Expressed  the  sentiment  that  members  are  free  to 

give  of  their  services  as  they  elect; 

h)  Referred  to  Constitution  and  By-Laws  Committee 

a request  for  a reduction  in  State  dues  for  mem- 
bers who  are  serving  full  time  as  medical  mis- 
sionaries in  mission  clinics.  An  amendment  was 
presented  by  the  Constitution  and  By-laws  Com- 
mittee to  carry  out  this  request  and  will  be  voted 
on  at  the  1964  Interim  Meeting. 

A statement  concerning  the  intravenous  administra- 
tion of  fluids  (including  blood)  by  professional  regis- 
tered nurses  and  which  was  jointly  prepared  by  this  So- 
ciety, New  Mexico  Hospital  Association  and  New 
Mexico  Nurses’  Association,  was  recommended  by 
Council  and  approved  by  the  Delegates. 

The  Delegates  approved  a substitute  resolution  that 
calls  for  the  mailing  of  the  Delegates’  Handbook  to  all 
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active  members  21  days  prior  to  the  meeting  of  the 
House  of  Delegates. 

The  Necrology  Report  of  the  Council  was  amended 
by  addition  of  the  name  of  Carey  B.  Elliott,  Raton,  Past 
President  of  the  Society,  who  died  April  5,  1964. 

Duties  of  the  Medical-Legal  Committee  were  divided 
with  our  Insurance  Committee  by  an  amendment  to 
Chapter  VIII,  Sections  2 and  3 of  the  By-laws. 

Leland  Evans  and  Earl  Malone  were  asked  to  write  a 
letter  of  appreciation  to  Jess  D.  Hamer,  Phoenix,  for 
his  many  years  (32)  of  continuous  service  as  an  AM  A 
Delegate  from  Arizona,  upon  the  occasion  of  his 
retirement  from  that  body. 

Leland  Evans,  AMA  Delegate,  was  acknowledged  for 
his  thorough  analysis  of  the  AMA  Delegates’  actions 
and  urged  that  his  suggestions  be  followed. 

The  House  approved  a resolution  from  Santa  Fe 
County  which  stated  that  no  member  of  the  New  Mexico 
Board  of  Medical  Examiners  may  serve  on  the  Grievance 
Committee  of  the  State  Society. 

A resolution  from  Chaves  County,  placing  a time 
limit  on  introducing  resolutions  to  be  considered  by  the 
Delegates,  with  one  exception,  was  disapproved. 

The  Delegates  disapproved  of  a Santa  Fe  resolution 
which  stated  that  members  of  the  New  Mexico  Board  of 
Medical  Examiners  shall  be  ineligible  to  serve  on  the 
Council. 

A member  had  requested  the  Council  to  excuse  him 
from  taking  the  Orientation  Course  as  prescribed  by  the 
By-laws;  however,  the  Council  disapproved  the  request 
and  was  concurred  by  the  Delegates. 

The  Council,  serving  as  censors  for  membership-at- 
large  applicants,  recommended  John  B.  Blough,  Embudo, 


for  membership.  The  House  approved  of  the 
recommendation. 

The  Delegates  affirmed  the  Council’s  reappointment 
of  Marcus  Smith  as  the  editor  for  New  Mexico  of  the 
Rocky  Mountain  Medical  Journal. 

The  Delegates  instructed  the  Council  to  notify  the 
seven  dues-delinquent  members  that  if  arrangements 
are  not  made  by  July  1,  1964  for  payment  of  their  dues 
that  they  will  be  dropped  from  membership. 

A member’s  request  to  the  Council  to  have  his  mem- 
bership dues  waived  temporarily  because  of  financial 
hardship  was  granted. 

The  House  concurred  with  the  Council’s  action  of 
renewing  the  employment  agreements  for  one  year  of 
Mr.  Howard  Houk,  Legal  Counsel,  and  Mr.  Bob  Reid, 
Public  Relations  Counsel. 

The  Delegates  requested  that  Mr.  Bob  Reid  submit  to 
the  Public  Relations  Committee  a report  of  his  activities 
and  his  proposals  for  the  coming  year,  and  that  this 
report  be  incorporated  in  the  Committee’s  report. 

The  budget  of  income  ($65,589.15)  and  expenses 
($60,739.00)  and  the  Auditor’s  report  were  approved 
together  with  the  recommendation  that  a committee  of 
the  Council,  with  the  Secretary-Treasurer  serving  as 
chairman,  prepare  a report  for  the  Council  regarding 
the  Society’s  reserve  fund  and  its  recommendations  as 
to  what  constitutes  a sound  reserve. 

A bid  for  printing  1,500  copies  each  of  the  Statement 
of  Principles  Between  Physicians  and  Attorneys  and  the 
Malpractice  Screening  Plan  for  $87.25  was  accepted  by 
the  House. 

The  House  authorized  the  printing  of  2,000  copies  of 
the  Public  Relations  Code  as  requested  by  the  Public 
Relations  Committee. 
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The  Delegates  thanked  John  Torrens,  Chairman, 
Medical-Legal  Committee,  for  presenting  the  question 
regarding  the  Society  contracting  for  a malpractice  in- 
surance policy  to  cover  its  members  who  function  on 
our  Grievance  Committee  and  Medical-Legal  panels; 
that  all  members  be  alerted  to  investigate  their  coverage 
to  determine  if  functions  of  this  nature  are  covered  in 
case  of  suit;  and  that  the  Insurance  Committee  investi- 
gate what  coverage  is  available  to  the  Society  for  its 
members  who  serve  in  such  capacities. 

The  Delegates  requested  the  Committee  of  the  Coun- 
cil who  will  be  concerned  with  reserves  of  the  Society 
to  consider  the  Auxiliary’s  request  for  each  member  of 
the  Society  to  underwrite  the  Auxiliary  at  $5.00  per  So- 
ciety member,  and  the  House  approved  in  principle  the 
financial  support  of  the  Auxiliary. 

The  Educational  Fund  of  the  New  Mexico  Medical 
Political  Action  Committee  received  an  allocation  of 
$1,500.00  from  the  Delegates,  upon  recommendation  of 
the  Council. 

The  Delegates  requested  the  Liaison  Committee  to 
Allied  Professions  and  Voluntary  Health  Agencies  to 
investigate  the  information  that  the  National  Foundation 
may  establish  a Congenital  Defects  Center  in  El  Paso 
and  a request  from  a hearing  aid  service  for  legislation 
requiring  all  hearing  aid  services  to  be  licensed. 

The  President  was  instructed  to  appoint  a committee 
to  consider  the  feasibility  of  establishing  a speakers’ 
bureau. 

The  Public  Health  Committee  will  study  a proposal 
from  the  New  Mexico  Department  of  Public  Health  that 
Public  Health  Service  funds  be  used  to  sponsor  seminars 
to  demonstrate  oral  exfoliative  cytology  technique  and  to 
train  dentists  in  this  technique. 

Rejerence  Committee  on  Miscellaneous  Business 

The  following  published  reports  considered  by  the 
reference  committee  were  for  information  only,  includ- 
ed no  recommendations,  and  required  no  policy  action, 
therefore,  were  filed. 

New  Mexico  Blue  Shield  Report  to  New  Mexico  Physicians’ 

Service 

Liaison  Committee  to  University  of  New  Mexico  School  of 

Medicine 

AMA-ERF  Committee 
Medicine  and  Religion  Committee 
Rocky  Mountain  Medical  Journal 
Liaison  with  Woman’s  Auxiliary 

The  News  Media  Code  and  Report  of  the  Public  Rela- 
tions Committee  were  adopted  by  the  Delegates. 

Corrections  were  made  in  the  general  recommenda- 
tions of  the  report  of  the  Maternal  and  Perinatal 
Mortality  Committee  by  the  Delegates  prior  to  its 
adoption. 

The  Delegates  approved  the  recommendations  of  the 
Rehabilitation  Committee  to  have  more  Sheltered 
Workshops  and  that  more  support  from  communities, 
industries  and  agencies  should  be  sought  with  perhaps 
having  Multiple  Disability  Workshops.  The  Commit- 
tee also  recommended  that  a Rehabilitation  Program 
be  presented  to  the  State  Society. 

The  New  Mexico  Physicians’  Service  report  was 
adopted,  including  a letter  from  Mutual  of  Omaha, 
State  Agent,  R.  C.  Davidson,  which  advised  NMPS 
that  the  company  would  proceed  to  offer  the  improved 
fee  schedules  and  greater  benefits,  as  requested  by  our 
New  Mexico  Physicians’  Service  Board. 

The  Insurance  Committee’s  report  was  accepted.  The 


Report  indicated  the  improvements  in  coverage  of  our 
Disability  Income  programs  with  both  carriers.  The 
Committee  Report  contained  a warning  that  it  may 
be  necessary  to  increase  the  premium  by  25  per  cent  for 
our  Catastrophic  Hospitalization  Program,  due  to  heavy 
losses  for  the  company.  The  Committee  is  continuing 
to  work  on  this  problem  and  will  report  their  findings 
to  the  Interim  House  of  Delegates. 

Reference  Committee  on  Legislation  and 
Public  Affairs 

The  following  published  reports  considered  by  the 
reference  committee  were  for  information  only,  included 
no  recommendations,  and  required  no  policy  action, 
therefore,  were  filed: 

Legislation  and  Public  Policy 

Liaison  Committee  to  Allied  Professions  and  Voluntary  Health 

Agencies 

Accident  Prevention  Committee 

Mental  Health  and  Alcoholism  (majority  and  minority  re- 
ports) 

Medicare  Committee 

The  Public  Health  Committee  Report  was  accepted 
by  the  Delegates,  with  the  exception  of  the  Department 
of  Public  Health’s  outlined  plan  for  an  immunization 
program,  which  was  not  approved.  The  Delegates  de- 
clared that  any  state  immunization  program  should  be 
left  up  to  the  direction  of  the  local  societies  or  individual 
physicians. 

The  Delegates  accepted  the  Report  of  the  Advisory 
Committee  to  the  Department  of  Public  Welfare  after 
amending  the  report  by  deleting  a paragraph  dealing 
with  the  checking  of  hospital  records  by  the  medical 
director  of  DPW.  The  Advisory  Committee  was  request- 
ed to  investigate  this  particular  matter,  since  testi- 
mony before  the  reference  committee  was  not  consistent 
with  the  committee  report. 

The  Delegates  recommended  that  an  annual  direc- 
tory of  Voluntary  Health  Agencies  be  published,  if  the 
cost  of  publication  is  defrayed  by  an  agency  other 
than  the  State  Society. 

Los  Alamos  County  Society  sponsored  a resolution 
which  recommended  the  Governor’s  consideration  of  ap- 
pointing a veterinarian  to  the  State  Board  of  Health.  The 
Delegates  referred  this  resolution  to  the  Public  Health 
Committee  for  study. 

Leland  S.  Evans,  AMA  Delegate,  introduced  a reso- 
lution pertaining  to  H.R.  10041,  “The  Hospital  and 
Medical  Facilities  Amendment  of  1964,”  which  will 
extend  and  enlarge  the  Hill-Burton  Program.  The  Dele- 
gates approved  the  resolution,  which  called  for  ap- 
proval of  the  tenor  of  the  Bill,  however,  opposed 
diagnostic  and  treatment  center  construction  and  any 
language  which  could  be  construed  to  permit  funds  to 
be  appropriated  for  medical  care  and  services. 

Colfax,  San  Miguel  and  Taos  County  Societies  jointly 
sponsored  a resolution  which  directed  that  the  Governor, 
Director  and  Board  Members  of  the  Department  of  Pub- 
lic Welfare,  and  each  legislator,  be  notified  that  the  De- 
partment’s policy  of  determining  the  eligibility  of  hos- 
pitals to  be  paid  for  services  rendered  DPW  clients  on  the 
basis  of  the  need  for  an  adequacy  of  medical  care  on 
which  such  charges  are  based,  is  incurring  rising  deficits 
to  many  hospitals  and  endangering  their  continued  opera- 
tion to  provide  services  to  the  public.  The  Delegates 
voted  to  table  the  resolution  until  the  Interim  Meeting 
of  the  House. 

Three  Past  Presidents,  Earl  Malone,  Leland  Evans 
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and  R.  C.  Derbyshire,  were  appointed  by  President 
Bunch  to  escort  the  new  President,  Omar  Legant,  to  the 
rostrum. 

Dr.  Legant  thanked  the  Delegates  for  the  honor  be- 
stowed upon  him  and  commented  about  some  of  the 
problems  confronting  the  Society  and  requested  the 
support  of  the  membership. 

J.  C.  Dotson,  Los  Alamos,  introduced  a resolution 
which  was  unanimously  and  enthusiastically  passed  by 
the  Delegates,  thanking  the  citizens  of  Carlsbad  and 
the  wives  and  members  of  the  Eddy  County  Medical 
Society  for  the  fine  hospitality  extended  and  thorough 
preparation  for  the  Meeting. 

David  Post,  Albuquerque,  presented  a motion  which 
was  passed  by  the  Delegates  for  the  incoming  Presi- 
dent to  express  the  Delegates’  appreciation  to  the  Ex- 
ecutive Secretary  for  his  excellent  preparations  for  the 
meeting  and  the  Delegates’  sincere  hope  for  a speedy 
recovery. 

The  Delegates  heartily  approved  of  a motion  by 
Leland  Evans  which  expressed  the  gratitude  of  the 
House  to  Dr.  Bunch  for  the  capable  manner  and 
prudent  leadership  he  has  displayed  during  his  tenure 
as  President  of  the  Society. 

Elmo  Anderson,  Chairman  of  the  Tellers,  reported 
that  the  following  members  had  been  elected  to  office; 


President-Elect 

Vice  President 

A.M.A.  Delegate 
(4/15-12/31/64) 

A.M.A.  Delegate 
(1/1/65-12/31/66) 


Robert  P.  Beaudette,  Raton 
T.  Lyle  Carr,  Albuquerque 
Leland  S.  Evans,  Las  Cruces 

Allan  L.  Haynes,  Clovis 


AMA.  Alternate  Delegate  James  C.  Sedgwick,  Las  Cruces 
(4/15/64-12/31/66) 


Councilor,  District  III 

Councilor,  District  IV 

Scientific  Program 
Committee  (1  year) 

Scientific  Program 
Committee  (3  years) 

Scientific  Program 
Committee  (3  years) 

Convention  Site 
Committee 


Board  of  Trustees, 
New  Mexico 
Physicians’  Service 
(2  years) 

(3  years) 


Nominating  Committee 
Council  District  I 


W.  W.  Krldelbaugh,  Albuquerque 
Richard  C.  Sherman,  Alamogordo 
Marcus  J.  Smith,  Santa  Fe 

Harry  D.  Ellis,  Santa  Fe 

Robert  S.  Stone,  Albuquerque 

Stuart  W.  Adler,  Albuquerque 
Martin  Goodwin,  Clovis 
Robert  Mclntire,  Carlsbad 


Alfred  S.  Blauw,  Roswell 
George  Boyden,  Albuquerque 
William  Hossley,  Deming 
William  Minton,  Lovington 
Frank  Parker,  Gallup 
John  Smoker,  Raton 

John  Smoker,  Raton 


Council  District  II 
Council  District  III 
Council  District  IV 
Council  District  V 
Council  District  VI 
Council  District  VU 


Albert  Lathrop,  Santa  Fe 
Randolph  Sellgman,  Albuquerque 
George  Prothro,  Clovis 
C.  Pardue  Bunch,  Artesia 
William  Sedgwick,  Las  Cruces 
Wendell  Peacock,  Farmington 


New  Mexico  Chapter  of  AAGP 


Officers  of  the  New  Mexico  chapter  of  the  American 
Academy  of  General  Practice  participating  in  the  seventh 
annual  Ruidoso  Summer  Clinic,  July  20  through  23,  at  Ruidoso 
are,  left  to  right.  Dr.  Bram  Vanderstok,  Ruidoso,  new  presi- 
dent, Dr.  Walter  J.  Hopkins,  Lovington,  retiring  president. 
Dr.  James  A.  Koch,  Albuquerque,  president-elect.  Dr.  Herschel 
L.  Douglas,  Lovington,  re-elected  secretary-treasurer.  Dr. 
U.  S.  Marshall,  Roswell,  re-elected  delegate  to  the  AAGP, 
and  Dr.  J.  A.  Rivas,  Belen,  delegate.  Not  shown  is  Dr.  Paul 
Fell,  Deming,  new  vice-president. 


University  of  Colorado  Medical 
Center  News 

The  University  of  Colorado  Medical  Center  will 
be  host  to  two  of  19  postgraduate  courses  to  be  spon- 
sored by  the  American  College  of  Physicians  in  the 
United  States  and  Canada  during  1964-65. 

A course  in  cardiopulmonary  diseases  will  be  con- 
ducted at  the  CU  Center  in  Denver  April  26-30, 
1965,  under  the  joint  leadership  of  Dr.  Roger  S. 
Mitchell,  associate  professor  of  medicine  and  di- 
rector of  the  Webb-Waring  Institute  for  Medical  Re- 
search, and  Dr.  S.  Gilbert  Blount,  Jr.,  professor  of 
medicine. 

The  second  Denver  course.  Psychiatry  for  the  In- 
ternist, will  be  presented  June  14-18,  1965,  under  the 
direction  of  Dr.  Herbert  S.  Gaskill,  professor  and 
chairman  of  the  department  of  psychiatry. 

Obituary 

William  James  Bresnahan,  MD,  with  his  wife 
Laurel  was  brutally  murdered  at  a camp  in  the 
mountains  near  Dillon,  Colorado  on  August  4. 

Dr.  Bresnahan  was  born  in  Pine  Bluffs,  Wyoming 
March  25,  1925.  He  attained  the  rank  of  Master 
Sergeant  in  the  U.  S.  Army  with  service  from  1943- 
1946.  He  received  his  BS  degree  from  the  Univer- 
sity of  Denver  in  1950  and  his  MD  degree  from  the 
University  of  Colorado  School  of  Medicine  in  1954. 

After  internship  at  Porter  Hospital  and  the  Boulder 
County  Hospital,  he  entered  practice  in  Louisville, 
Colorado.  In  1956  he  moved  his  practice  to  Broom- 
field, Colorado  where  he  was  practicing  at  the  time 
of  his  death. 

He  was  a member  of  the  Boulder  County  Medical 
Society,  the  Colorado  Medical  Society  and  the  Amer- 
ican Medical  Association. 

He  is  survived  by  two  sons  and  two  daughters. 
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News  From  the  University  of  Utah 
College  of  Medicine 

Dr.  Carlos  Eyzaguirre  has  been  appointed  head 
of  the  Department  of  Physiology  of  the  University 
of  Utah  College  of  Medicine,  it  has  been  announced 
by  Dr.  Kenneth  B.  Castleton,  Dean. 

Dr.  Eyzaguirre  is  professor  of  Physiology  at  the 
Utah  medical  school. 

A native  of  Chile,  he  received  his  MD  degree 


from  the  University  of  Chile  and  later  served  on  the 
faculty  and  as  a research  investigator  at  the  Catholic 
University  of  Chile. 

He  came  to  the  United  States  in  1947,  where  he 
took  graduate  training  at  Johns  Hopkins  University 
Medical  School.  Dr.  Eyzaguirre  was  appointed  assist- 
ant professor  of  Pharmacology  and  Neurophysiology 
at  the  Catholic  University  of  Chile  in  1950  and  as- 
sociate professor  in  1952.  He  returned  to  Johns 
Hopkins  in  1953  on  a Guggenheim  Fellowship. 

He  was  appointed  assistant  research  professor  of 
Physiology  at  the  University  of  Utah  College  of  Med- 
icine in  1957  and  became  a full  professor  in  1962.  He 
succeeds  Dr.  Carlton  C.  Hunt  as  Department  Head. 
Dr.  Hunt  resigned  to  accept  the  Physiology 
Department  chairmanship  at  Yale  Medical  School. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.-TEL.  388-573 1™DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico  Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288  Nuclear  Instrumentation 
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. . .in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Broohridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 
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the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  X 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 

potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PerC0DAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628, ISS  and  2,907,768  I 
Literature  on  request. 

iNDO  LABORATORIES  INC.,Garden  City,  New  York  I 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix* 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
*‘A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
**Hydro  chlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 

disease.”^ 

Less  risk  of 
rauwolfia  side  effects 
'‘The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reserr 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg./hydrochloro- 
thiazide  25  mg.). 

Side  Effects  & 
Precautionary  Measures 
Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects: 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide ; Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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For  Physicians  and  Surgeons 

Now  available  in  the  Rej»i]fblic  Building  where 
space  is  limited  to  Meaicai-Dental  and  affili- 
ated tenants— —centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


We  are  your 
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of  Profexray  X-ray 
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IS  YOUR  INCOME  ADEQUATELY  PROTECTED? 

A LOW  insurance  premium  can  safeguard 
Your  Income  for  your  family  for  years 
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REPORT  OF  THE  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES  AT  113TH 
ANNUAL  MEETING  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

June  21-25,  1964— San  Francisco,  California 

The  113th  annual  convention  of  the  American 
Medical  Association  was  held  in  San  Francisco,  one 
of  America’s  most  picturesque  cities,  June  21-25,  1964. 
The  final  registration  reached  a grand  total  of  49,437, 
including  14,229  physicians.  It  was  an  outstanding 
meeting  and  many  from  Colorado  participated  in 
both  the  business  and  professional  proceedings  of 
the  meeting.  The  main  centers  of  activity  were  Brooks 
Hall  and  the  new  San  Francisco  Civic  Auditorium. 
In  addition,  scientific  sessions  were  held  at  the  High 
School  of  Commerce,  the  Van  Ness  Masonic  Tem- 
ple, and  many  of  the  rooms  of  the  various  hotels  of 
the  city.  The  Fairmont  Hotel  was  the  meeting  place 
for  the  House  of  Delegates  and  related  activities. 

This  year  the  opening  session  was  held  in  the  Ma- 
sonic Temple  on  Sunday,  June  21.  This  was  an  in- 
novation, was  extremely  well  attended  and  all  state 
presidents  were  honored.  Colorado  was,  indeed, 
proud  of  Dr.  Vernon  Bolton.  Both  preceding  and 
following  this  meeting  there  were  many  gatherings 
of  various  specialty  groups  which  were  extremely  well 
attended.  Following  the  opening  session,  the  annual 
meeting  of  the  Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Associations  was  held  in  the 
Gold  Room  of  the  Fairmont  Hotel.  The  President,  Dr. 
Lafe  Ludwig  and  the  President-elect,  Dr.  Raymond 
McKeown,  gave  inspiring  addresses.  The  Hon- 
orable Kenneth  Roberts,  Chairman  of  the  Subcom- 
mittee on  Health  of  the  House  Interstate  and  Foreign 
Commerce  Committee,  and  Clarence  E.  Manion, 
formerly  Dean  of  the  law  school  of  Notre  Dame 
University,  gave  wonderful  presentations. 

Sunday  evening,  June  21,  a famed  psychiatrist 
and  Jewish  theologian  spoke  at  the  meting  on  medi- 
cine and  religion.  Dr.  Wm.  C.  Menninger,  President 
of  the  Menninger  Foundation,  Topeka,  Kansas, 
and  Abraham  J.  Heschel,  Professor  of  Jewish  Ethics 
and  Mysticism  at  the  Jewish  Theological  Seminary 
of  America,  New  York  City,  gave  outstanding  ad- 
dresses. Both  were  accomplished  speakers  and  gave 
convincing  reasons  why  our  two  professions  have 
so  very  much  in  common.  Sunday  was,  indeed,  a full 
and  rewarding  day. 

On  Monday  morning  at  a breakfast  of  the  Arkan- 
sas Medical  Society,  held  in  honor  of  the  officrs  and 
the  American  Medical  Association  Delegates,  Donna 
Axum,  Miss  America  for  1964,  was  introduced.  The 


guest  speaker  was  Dr.  Walter  H.  Judd,  former  Con- 
gressman from  Minnesota.  Dr.  Judd,  as  we  remem- 
ber, was  a physician  and  long-time  political  figure  on 
the  Washington  scene.  He  lived  ten  years  in  China  as 
a medical  missionary.  He  is  a national  authority  on 
foreign  policy  and  a member  of  the  Committee  on 
Foreign  Affairs.  His  talk,  as  usual,  was  refreshing, 
and  he  made  pleas  for  a stronger  foreign  policy  and 
less  centralization  of  government. 

The  Sixth  Annual  American  School  Health  Asso- 
ciation AMA  preconvention  session  was  held  at  7:30 
a.m. — the  opening  meeting.  Many  prominent  physi- 
cians, nurses,  educators  and  others  who  are  inter- 
ested in  the  problem  of  our  nation’s  school  children 
attended  the  session  and  all  derived  a great  deal  of 
good  from  it. 

The  American  College  of  Chest  Physicians  held  a 
meeting  just  preceding  the  regular  session  of  the 
American  Medical  Association.  Some  of  the  topics 
were  new  concepts  in  the  diagnosis  and  treatment 
of  coronary  artery  disease,  geriatric  respiratory 
problems,  new  concepts  of  organ  replacement,  evalu- 
ation of  antianginal  drugs,  and  many  other  subjects. 
There  was  a special  exhibit  on  the  clinical  pathology 
tests  in  health  evaluation  where  physicians  were  ad- 
mitted for  various  laboratory  tests.  We  understand 
it  was  well  patronized. 

During  the  Monday  morning  session  of  the  House 
of  Delegates  the  Distinguished  Service  Award  was 
received  by  Dr.  Irvine  H.  Page,  Director  of  Research 
at  the  Cleveland  Clinic,  for  Investigation  of  Cardiac, 
Vascular  and  Renal  Diseases.  Other  awards  announced 
were  the  AMA  Scientific  Achievement  Award  to 
Professor  Rene  Jules  Dubos,  PhD  of  the  Rocke- 
feller Institute,  New  York  City,  and  the  Joseph 
Goldberger  Award  in  Clinical  Nutrition  to  Dr. 
William  J.  Darby  of  Vanderbilt  University  School  of 
Medicine. 

Approximately  75  resolutions,  in  addition  to  the 
numerous  supplementary  reports  submitted,  were 
studied  and  discussed  by  the  delegates.  These  dealt 
with  tobacco  and  health,  human  rights,  physician- 
hospital  relations,  continuing  medical  education. 
The  cost  of  medical  care,  and  federal  subsidization 
of  prepayment  plans  and  health  insurance  com- 
panies were  among  other  major  subjects  acted  upon 
by  the  House. 

The  American  Medical  Association  clarified  its 
position  on  smoking.  The  doctors  were  urged  to 
caution  the  public  on  health  hazards  of  cigarettes. 

The  House  approved  a strong  stand  on  tobacco 
and  health  by  calling  cigarette  smoking  “a  serious 
health  hazard.”  This  action  was  taken  after  the  refer- 
ence committee  on  Public  Health  and  Occupational 
Health  considered  10  resolutions  and  a Board  of 
Trustees  report  on  the  subject  and  heard  consider- 
able testimony. 

In  adopting  a four-point  reference  committee  re- 
port, the  House  said  “the  American  Medical  Associ- 
ation is  on  record  and  does  recognize  a significant 
relationship  between  cigarette  smoking  and  the  inci- 
dence of  lung  cancer  and  certain  other  diseases.” 

It  urged  that  programs  be  developed  to  disseminate 
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vital  health  education  material  on  the  hazards  of 
smoking  to  all  age  groups  through  all  means  of  com- 
munication. The  House  also  recognized  the  contri- 
bution of  the  Surgeon  General’s  Committee  in  its 
comprehensive  report.  And  it  emphasized  that  a 
joint  committee  of  the  AMA  and  the  National  Edu- 
cation Association  already  has  adopted  a resolution 
urging  elementary  and  secondary  schools  to  include 
programs  on  smoking  and  health  in  their  health  ed- 
ucation curricula. 

The  House  further  recommended  that  the  AMA 
pamphlet,  “Smoking:  Facts  You  Should  Know,” 
should  be  modified  “in  the  light  of  accumulating 
knowledge.” 

Finally,  the  House  said  that  the  delegates  and  the 
Board  of  Trustees  “should  take  great  pride  in  the 
establishment  of  the  research  program  on  tobacco 
and  health  that  is  being  carried  out  by  the  AMA 
Education  and  Research  Foundation.” 

In  adopting  the  report  of  the  AMA-ERF  the 
House  called  attention  to  the  following  statement: 

The  Board  of  Directors  of  AMA-ERF  and  the  Board  of 
Trustees  of  the  AMA  were  clearly  aware  of  the  possibility 
of  criticism  in  accepting  this  grant  (10  million  dollars  from 
several  tobacco  companies).  Against  that  possibility,  how- 
ever, they  weighed  the  potential  benefits  to  the  public  who 
will  continue  to  smoke  and  concluded  that  the  risk  was  in- 
significant by  comparison.  The  only  hope  of  minimizing  the 
hazards  of  smoking  lies  in  research  which  points  to  the 
course  that  the  AMA  as  well  as  others  must  take. 

Perhaps  the  strongest  plea  for  a firm  stand  by  the 
American  Medical  Association  was  voiced  by  two 
Florida  physicians.  Dr.  DeWitt  Daughtry  of  Miami 
stated  that  the  number  of  doctors  who  smoke  has 
dropped  by  60  per  cent  in  the  last  nine  years.  He  felt 
that  it  was  up  to  physicians  to  tell  people  that  this 
has  happened  and  why  it  happened. 

The  American  Medical  Association  again  ex- 
pressed its  opposition  to  professional  discrimination 
against  negro  physicians.  A resolution  passed  by 
the  House  of  Delegates  states  that  the  association  is 
“unalterably  opposed  to  the  denial  of  membership, 
privileges  and  responsibilities  in  county  medical  so- 
cieties and  state  medical  associations  to  any  duly  li- 
censed physician  because  of  race,  color,  religion, 
ethnic  affiliation  or  national  origin.”  The  resolution 
further  calls  for  AMA  members  to  “exert  every  effort 
to  end  every  instance  in  which  such  equal  rights, 
privileges  or  responsibilities  are  denied.”  It  does  not, 
however,  recommend  specific  action  in  cases  where 
discrimination  is  known  to  exist.  On  the  whole,  the 
policy  statement  is  worded  more  strongly  than  the 
AMA’s  previous  position  on  human  rights,  first 
enunciated  in  1950  and  reiterated  last  year  at  At- 
lantic City  and  at  the  December  Clinical  Meeting  in 
Portland,  Oregon. 

Conclusions  and  recommendations  in  a significant 
and  extensive  report  on  physician-hospital  relations 
were  adopted  by  the  House.  Prepared  by  the  Coun- 
cil on  Medical  Services’  Committee  on  Medical  Fa- 
cilities, the  report  stresses  the  “imperative  need  for 
the  medical  profession  to  assume  responsibility  for 
the  quality,  continuity,  and  availability  of  profes- 


sional services  and  for  the  coordination  of  these  ser- 
vices with  the  other  essential  supportive  aspects  of 
health  care.” 

The  report’s  recommendations  are  designed  to 
serve  as  guidelines  for  physicians  in  meeting  the  prob- 
lems involved  in  the  changing  patterns  of  care  such 
as:  appointment  of  salaried  chiefs  of  staff;  appoint- 
ment of  salaried  heads  of  clinical  departments;  ap- 
pointment of  salaried  directors  of  medical  education; 
employment  of  salaried  physicians  for  outpatient  and 
emergency  departments;  use  of  salaried  physicians  to 
provide  care  ordinarily  provided  by  interns  and  resi- 
dents; and  utilization  of  closed-panel  prepayment 
medical  care  programs  by  hospitals. 

The  report  also  includes  a review  of  the  develop- 
ment of  AMA’s  policy  on  physician-hospital  rela- 
tions, a study  of  the  relation  of  policy  to  actual  prac- 
tice, and  an  investigation  of  the  factors  influencing 
change — including  graduate  education,  medical  fi- 
nance, expansion  of  hospital  functions  and  regulation 
of  medical  care. 

Authorization  was  made  by  the  House  to  estab- 
lish an  AMA-sponsored  survey  and  accreditation 
program  in  continuing  medical  education.  In  the 
program  attention  will  be  concentrated  on  institutions 
and  organizations  offering  courses  rather  than  on  in- 
dividual courses,  and  appraisal  of  an  institution’s  or 
organization’s  program  will  be  carried  out  only  at  its 
request. 

Eventually,  approved  institutions  or  organizations 
will  be  so  designated  in  the  Council’s  annual  lists  of 
“Continuing  Education  Courses  for  Physicians,”  and 
when  all  institutions  which  wish  to  list  their  courses 
have  had  the  opportunity  to  be  considered  for  ap- 
proval, only  courses  of  approved  institutions  and  or- 
ganizations will  be  included  in  the  annual  list.  Pro- 
grams will  be  surveyed  by  a Review  Committee  on 
Continuing  Medical  Education. 

A four  volume  report  of  the  AMA  commission 
on  the  Cost  of  Medical  Care  was  received  by  the 
delegates,  and  the  House  concurred  with  the  Board 
of  Trustees  that  the  conclusions  and  recommenda- 
tions of  the  Commission  will  be  studied  and  a report 
will  be  made  to  the  House  for  its  consideration  at 
the  1964  Clinical  Convention. 

The  four  volumes  include  a General  Report  on 
factors  involved  in  medical  care  costs,  a full  report 
on  “Professional  Review  Mechanisms,”  another  on 
“Significant  Medical  Advances,”  and  one  on  “Chang- 
ing Patterns  of  Hospital  Care.”  In  its  report  the 
Board  said  that  the  Commission  “is  aware  that  its 
efforts  will  not  result  in  a magic  reduction  in  the 
price  of  medical  and  hospital  services.  It  does  be- 
lieve, however,  that  its  study  has  produced  a con- 
siderable amount  of  new  and  relevant  information 
which  will  serve  as  a basis  for  better  understanding 
by  the  public  and  the  medical  profession  of  this 
complex  subject.” 

The  House  reaffirmed  the  AMA  policy  favoring 
federal  grants  for  “bricks  and  mortar” — funds  for 
construction  and  renovation  of  medical  schools,  hos- 
pitals, related  institutions,  and  mental  health  centers 
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— but  urged  that  the  “advantages  and  desirability 
of  multiple  source  financing  be  kept  clearly  in  mind.” 
The  House  also  was  informed  by  the  Board  that  it  is 
appointing  a commission  to  conduct  a broad  study 
of  the  role  of  federal  support  of  medical  research. 

The  House  went  on  record  as  opposing  federal 
subsidization  of  prepayment  plans  and  health  insur- 
ance companies,  and  it  asked  for  an  AMA  study  of 
the  development  of  state  programs  which  utilize  pre- 
payment plans  or  health  insurance  companies  in  the 
implementation  of  state  programs  of  medical  aid  to 
the  aging  under  the  Kerr-Mills  law. 

A proposal  to  poll  all  AMA  members  concerning 
compulsory  Social  Security  for  self-employed  phy- 
sicians was  rejected  by  the  House.  In  addition  the 
House  concurred  with  the  reference  committee  in 
opposing  polls  of  the  membership  on  issues  of 
“great  or  even  moderate  importance”  because  the 
House  members  express  the  majority  sentiments  of 
their  constituents  on  all  questions  coming  before  the 
House. 

An  expanded  program  on  medical  ethics  was  en- 
dorsed by  the  House.  The  program  will  be  designed 
to  educate  physicians  and  the  public  on  what  medical 
ethics  mean  to  them  and  how  medical  ethics  affect 
them.  The  Judicial  Council,  working  with  the  Board 
of  Trustees,  will  determine  the  means  by  which  this 
expanded  program  is  to  be  implemented. 

Approval  was  given  to  a change  in  the  Bylaws  to 
allow  the  House  to  set  the  hour  and  day  of  election 
of  AMA  officers  at  the  Aimual  Convention.  This 
was  adopted  early  in  the  House  session  and  made  it 
possible  to  have  the  nominations  on  Wednsday  after- 
noon and  the  elections  on  Thursday  morning. 

A three-point  communications  program  designed 
to  improve  the  public  relations  position  of  the  medi- 
cal profession  was  endorsed  by  the  House  on  recom- 
mendation of  the  AMA  Committee  on  communica- 
tions. The  program  includes  a redoubling  of  efforts 
by  county  and  state  societies,  closer  liaison  with 
media  personnel  and  prompt  information  to  state 
societies  on  AMA  news  releases  and  testimony. 

In  considering  a wide  variety  of  resolutions  and 
reports,  the  House  also: 

Approved  the  creation  of  the  Section  on  Allergy  on  recom- 
mendation of  the  Board  of  Trustees. 

Approved  a comprehensive  inquiry  of  the  causative  fac- 
tors for  the  sharp  increase  in  syphilis  and  gonorrhea  and 
urged  the  AMA  to  "take  leadership  in  educational  and  re- 
search measures  designed  to  control  and  eliminate  syphilis.” 

Approved  a national  conference  on  areawide  planning  of 
hospitals  and  related  health  facilities,  to  be  sponsored  imder 
the  auspices  of  the  AMA. 

Agreed  to  continue  and  broaden  studies  on  the  problems 
of  unwed  mothers,  illegitimacy  and  other  related  matters 
and  to  develop  positive  preventive  programs. 

Supported  a position  statement  on  protecting  children 
against  physical  abuse  and  called  for  legislative  guidelines 
to  the  states  relative  to  legislation  on  this  matter. 

Asked  the  Board  of  Trustees  to  investigate  establishment 
of  a wire  communications  system  between  AMA  headquar- 
ters in  Chicago  and  offices  of  state  medical  associations. 

Referred  to  the  Council  on  Medical  Service  a resolution 
condemning  the  practice  by  some  hospitals  of  adopting 
constitutions  which  deny  staff  privileges  to  physicians  not 
eligible  to,  or  certified  by,  specialty  bodies  or  societies. 

Agreed  with  the  Board  that  a forum  for  representatives 
of  national  medical  specialty  societies  and  the  American 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure  I j 
would  also  suit  her  very  well  ' 

For  suitably  gradual,  physiologic  i 
hypotensive  treatment  • 


HYDROMQX 

QUINETHAZONE -TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,*-2jist  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  he 
helpful  in  some  cases  ©f  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 
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and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J,  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


CYANAMID  COMPANY,  Pearl  River.  N.  ¥. 


Academy  of  General  Practice  be  held  on  November  1,  1964, 
in  Chicago. 

Approved  a resolution  calling  for  the  publication  of  the 
proposed  nominees  for  standing  conunittees  (councils)  of  the 
House  be  submitted  in  advance  of  the  Annual  Convention, 
preferably  in  the  House  of  Delegates  Handbook. 

Recommended  that  the  Board  of  Trustees  use  the  talents 
of  Dr.  Edward  R.  Annis,  immediate  past  president,  and 
other  qualified  spokesmen  for  medicine  with  appropriate 
remuneration. 

Asked  the  Committee  on  Insurance  and  Prepayment  Plans 
of  the  Council  on  Medical  Service  to  consider  a revision  of 
simplified  health  insurance  claims  forms. 

Recommended  that  the  Board  of  Trustees  approve  the 
establishment  of  an  ad  hoc  study  on  family  practice  as  pro- 
posed by  the  Council  on  Medical  Education. 

Agreed  with  the  change  of  the  name  of  the  Council  on 
Medical  Education  and  Hospitals  to  the  Council  on  Medical 
Education. 

Requested  clarification  of  the  ethical  and  legal  limitations 
of  physicians  participating  in  court-ordered,  pre-trial  psy- 
chiatric examinations. 

Urged  the  AMA  to  continue  its  vigorous  opposition  to  tax 
regulations  discriminating  against  “professional  associations” 
and  “professional  corporations,”  and  its  support  of  legisla- 
tion which  seeks  to  provide  tax  equality  with  business  cor- 
porations for  “professional  associations”  and  “professional 
corporations.” 


Dr.  Edward  R.  Annis  of  Miami,  Florida,  outgoing 
AMA  president,  told  the  special  Sunday  afternoon 
opening  session  that  a greater  effort  is  needed  in 
the  areas  of  continuing  medical  education  and  health 
education  programs.  He  also  urged  state  and  county 
medical  associations  to  bolster  their  paid  executive 
personnel  to  help  carry  out  local,  state  and  national 
projects.  Dr.  Annis  called  for  an  increase  in  AMA 
dues  and  later  the  House  referred  the  question  of  a 
dues  increase  to  the  Board  of  Trustees  for  study  and 
for  a report  at  the  1964  Clinical  Meeting  in  Miami. 

President  Welch,  in  his  inaugural  address  Tues- 
day night,  said  that  medicine  must  be  united  if  it  is 
“to  serve  the  public  in  the  future  to  the  high  degree 
that  it  has  in  the  past.”  He  stressed  that  American 
physicians  must  be  “standing  strong  and  firm  with  a 
heart  and  a conscience  tuned  to  public  need,  with  a 
respect  for  the  rights  and  privileges  of  the  individual, 
and  with  an  abiding  faith  in  our  free  competitive  sys- 
tem of  medical  practices.” 

In  keeping  with  Dr.  Welch’s  address  on  “Unity  in 
Medicine”  presidents  or  their  representatives  from 
29  medical  specialty  organizations  were  honored 
guests  at  the  ceremony. 

Speaking  at  the  Wednesday  session.  Dr.  Welch 
pointed  up  the  growing  alliance  between  medicine 
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and  research — an  alliance  rooted  in  truth,  knowledge 
and  the  freedom  to  search  them  out.  He  called  these 
“the  greatest  assets  available  for  human  development 
and  human  well-being.”  Dr.  Welch  also  enumerated 
the  important  projects  of  the  AMA  in  the  past  year 
such  as  mental  health,  continuing  medical  education, 
tobacco  and  health,  and  AMA-ERF,  the  Institute  of 
Biomedical  Research. 

In  addition  to  Dr.  Ward,  the  new  president-elect, 
the  following  officers  were  named: 

Dr.  Carlton  Wertz  of  Buffalo,  Vice  President;  Dr. 
Milford  O.  Rouse  of  Dallas,  speaker  of  the  House, 
and  Dr.  Walter  C.  Bornemeier  of  Chicago,  vice 
speaker. 

Dr.  Robert  C.  Long  of  Louisville  was  re-elected  to 
the  Board  of  Trustees  for  a three-year  term,  and  Dr. 
Alvin  J.  Ingram  of  Memphis  was  elected  to  a three- 
year  term,  replacing  Dr.  R.  B.  Robins  of  Camden, 
Arkansas. 

Elected  to  the  Judicial  Council  was  Dr.  Charles  C. 
Smeltzer  of  Knoxville,  Tenn. 

Named  to  the  Council  on  Medical  Education  were 
Drs.  William  P.  Longmire  of  Los  Angeles  and 
William  A.  Sodeman  of  Philadelphia. 

Elected  to  the  Council  on  Medical  Service  was  Dr. 
John  Rumsey  of  San  Diego,  and  re-elected  was  Dr. 
Willard  A.  Wright  of  Williston,  N.  D. 

Dr.  William  A.  Hyland  of  Grand  Rapids,  Michigan 
was  re-elected  to  the  Council  on  Constitution  and 
Bylaws. 

On  Wednesday  afternoon  the  Alumni  of  the  Uni- 
versity of  Colorado  School  of  Medicine  honored  our 
new  Dean,  Dr.  John  Conger,  at  a gala  cocktail  party 
at  the  Sir  Francis  Drake  Hotel.  Over  100  members 
attended. 

Alumni  and  faculty  members  of  the  University  of 
Colorado  School  of  Medicine  had  prominent  roles  in 
the  113th  annual  convention  of  the  American  Medi- 
cal Association.  Dr.  George  S.  Tyner,  Associate 
Dean  and  also  president  of  the  Colorado  Ophthal- 
mological  Society,  was  elected  as  alternate  delegate 
of  the  AMA’s  Section  on  Ophthalmology,  succeeding 
Dr.  Harold  F.  Falls  of  Ann  Arbor,  Michigan. 

Twenty-two  faculty  members  and  alumni  contrib- 
uted to  the  scientific  portion  of  the  week’s  program 
as  essayists,  panelists,  discussants  and  exhibitors: 

Dr.  Thomas  E.  Starzl,  Professor  of  Surgery,  was  one  of  the 
leaders  of  the  section  on  organ  transplantation  of  the  Fourth 
Multiple  Discipline  Research  Forum  on  June  24.  He  served 
as  a panelist  for  the  first  portion  of  the  program  and  later 
presented  a paper,  “Late  Results  After  Renal  Transplanta- 
tion,” on  results  to  date  in  the  C.U.  Medical  Center’s  kidney 
transplant  series. 

Dr.  S.  Gilbert  Blount,  Professor  of  Medicine,  presented  a 
June  24  paper  on  “Aortic  Valvular  Disease:  The  Selection  of 
Patients  for  Surgery.” 

Major  General  Carl  W.  Tempel,  Clinical  Professor  of  Medi- 
cine, delivered  a paper  June  23  on  “The  Responsibility  of 
the  Physician  in  Tuberculosis  Control.” 

Dr.  Robert  W.  Virtue,  Professor  and  head  of  the  Division 
of  Anesthesiology,  is  vice  chairman  of  the  AMA’s  Section 
on  Anesthesiology,  which  held  its  sessions  on  June  22,  23 
and  24. 

A joint  paper  on  “Intraocular  Pressure  Changes  Artificial 
Kidney  Therapy”  was  presented  June  24  by  Dr.  Visith 
Sitprija,  assistant  in  medicine;  Dr.  Philip  P.  Ellis,  Associate 
Professor  and  head  of  the  Division  of  Ophthalmology;  and 
Dr.  Joseph  H.  Holmes,  professor  of  medicine. 

(Concluded  on  page  56) 
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In  Diverticulosis  and  Diverticulitis... 
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“Diverticulosis  ...  a low-roughage  diet  is  advisable Constipation  is  avoided,  preferably  by 

the  daily  use  of  Metamucil, 

“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 

Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 
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Dr.  Henry  N.  Claman,  Assistant  Professor  of  Medicine, 
read  a paper  on  ‘‘The  Thymus — Its  Immunological  Functions.” 

Dr.  Dorothy  M.  Stillwell,  Assistant  Professor  of  Physical 
Medicine,  reported  on  ‘‘Physical  Medicine  in  the  Treatment 
of  Rheumatic  Disease”  to  the  Section  on  Physical  Medicine. 

Dr.  Constantine  J.  Falliers,  Assistant  Clinical  Professor  of 
Pediatrics,  was  co-author  with  Dr.  Elliott  F.  Ellis  of  Gaines- 
ville, Florida,  of  a paper  on  “Corticosteroids  in  Varicella: 
Experience  of  a Decade  1953-1963.” 

Dr.  Arthur  R.  Woodburne,  Associate  Clinical  Professor  of 
Dermatology,  served  as  discussion  leader  during  one  of  the 
sessions  of  the  Section  on  Dermatology,  and  Dr.  Alan  Hurst, 
Assistant  Clinical  Professor  of  Medicine,  was  one  of  three 
panelists  in  a discussion  on  “New  Concepts  in  the  Manage- 
ment of  Respiratory  Allergy.” 

Alumni  who  contributed  to  the  program  included: 

Dr.  Cameron  E.  Berry,  ‘58,  San  Francisco,  co-author  of  a 
paper  on  “Automation  and  Chemicals  and  Electrophoresis” 
which  was  color  telecast  from  San  Francisco  General  Hos- 
pital to  the  convention  hall;  Dr.  J.  Maxwell  Chamberlain, 
‘33,  New  York  City,  panelist,  “New  Concepts  in  the  Man- 
agement of  Tumors  of  the  Lung  and  Mediastinum”;  Dr. 
Glenn  M.  Clark,  ‘48,  Memphis,  discussant,  “Treatment  of 
Rheumatic  Diseases  With  Indomethacin.” 

Dr.  H.  Dumont  Clark,  ‘28,  Denver,  panelist,  “Geriatric 
Respiratory  Problems”;  Dr.  William  A.  H.  Rettberg,  ‘35, 
Denver,  co-exhibitor,  “The  Second  Age  of  Plasma”;  Dr. 
William  Roemmich,  ’45,  Baltimore,  exhibitor,  “A  Concept  of 
Disability  Evaluation”;  Dr.  Robert  A.  Rubenstein,  ‘59,  Phila- 
delphia, co-author,  “Ophthalmic  Ointment  Bases  in  the 
Anterior  Chamber.” 

Dr.  Robert  B.  Sawyer,  ‘58,  Fort  Sam  Houston,  Texas,  co- 
author, “Dextran  Therapy  in  Thrombophlebitis”  and  co- 
exhibitor, “Long-term  Cannulation  for  Hemodialysis”;  Dr. 
George  Z.  Williams,  ’31,  Bethesda,  Maryland,  co-organizer, 
exhibition  of  a functioning  clinical  pathology  laboratory; 
and  Dr.  Joseph  A.  Witt,  ’47,  San  Francisco,  chairman,  color 
television  panel  on  “Current  Applications  of  Stereotactic 
Surgical  Techniques.” 

KENNETH  C.  SAWYER 
Senior  Delegate 
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—THE  ALL  NEW 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Aids  to  Ethics  and  Professional  Conduct  for  Student  Radio- 
logic  Technologists:  By  James  Ohnysty,  RT  (ARRT),  CSRT. 
Springfield,  111.,  1964,  Thomas.  129  p.  Price:  $3.75. 

Antimicrobial  Agents  and  Chemotherapy.  1963.  Proceedings  of 
the  3d  Interscience  Conf.  Washington,  D.C.  American  Soc.  for 
Microbiology,  cl964.  806  p.  Price:  $12.48. 

Appraisal  of  Current  Concepts  in  Anesthesiology:  Edited  by 
John  Adriani,  MD.  St.  Louis,  1964,  Mosby.  279  p.  Price: 
$10.75. 

Cancer  of  the  Female  Reproductive  Organs:  By  Alfred  I. 
Sherman,  MD.  St.  Louis,  1963,  Mosby.  338  p.  Gift,  Colo.  Di- 
vision American  Cancer  Society. 

Cancer  of  the  Uterus  From  Gross  Appearances  to  Ultrastruc- 
ture: By  Carlo  Sirtori,  MD  and  Ettore  Morano,  MD.  2d  ed. 
Springfield,  111.,  1963,  Thomas.  383  p.  Gift,  Colo.  Division 
American  Cancer  Society. 

Christopher’s  Textbook  of  Surgery:  Edited  by  Loyal  Davis, 
MD.  8th  ed.  Philadelphia,  1964,  Saunders.  1481  p.  Price: 
$18.50. 

Computer  Applications  in  Medicine:  By  Edward  E.  Mason, 
MD.  PhD  and  William  G.  Bulgren,  MD.  Springfield,  111., 
1964,  Thomas.  171  p.  Price:  $6.75. 

Diet  and  Bodily  Constitution:  CIBA  Foundation.  Boston,  1964, 
Little.  120  p.  Gift. 

Early  Diagnosis  of  Congenital  Abnormalities:  By  R.  W. 
Smithells,  MB,  BS,  MRCP,  DCH.  Philadelphia,  1963,  Davis. 
198  p.  Price:  $4.75. 

The  Economics  of  American  Medicine:  By  Seymour  E.  Harris. 
New  York,  1964,  Macmillan.  508  p.  Price:  $8.50. 

Infection  in  Hospitals:  Epidemiology  and  Control:  Edited  by 
R.  E.  O.  Williams  and  R.  A.  Shooter.  Philadelphia,  1963,  Davis. 
355  p.  Price:  $10.50. 

The  Motor  Endplate:  By  Sumner  I.  Zacks,  MD.  Philadelphia, 
1964,  Saunders.  321  p.  Gift,  Saunders. 

Physiologic  Principles  of  Surgery:  Edited  by  Leo  Zimmerman. 
MD  and  Rachmiel  Levine,  MD.  2d  ed.  Philadelphia,  1964, 
Saunders.  858  p.  Price:  $20.00. 

Surgery  of  Arthritis:  Edited  by  Robert  A.  Milch,  MD,  FACS. 
Baltimore,  1964,  Williams  and  Wilkins.  280  p.  Price:  $11.50. 
Viruses,  Nucieic  Acids,  and  Cancer,  Seventeenth  Annual  Sym- 
posium on  Fundamental  Cancer  Research:  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Texas.  Baltimore. 
1963,  Williams  and  Wilkins.  659  p.  Gift,  Colo.  Division  Amer- 
ican Cancer  Society. 
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Colorado  Medical  Society 

OFFICERS — 1983-S4 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 

President:  Vernon  L.  Bolton,  Colorado  Springs. 
President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  R.  Bull,  Grand  Junction. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1865. 
Constitutional  Secretary;  Howard  T.  Robertson,  Denver,  1966. 

Additional  Trustees;  Harold  D.  Palmer,  Denver,  1964;  John 
C.  Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver, 
1985;  J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1963-64~Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Cans,  Lewistown. 
Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt.  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone,  259-2585. 

Nevada  State  Medical  Association 

OFFICERS— 1963-64— -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  Is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  III,  Eeno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Keno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff.  Eeno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790, 
Reno.  Telephone  323-6788. 


Standing  Committees 

ARRANGEMENTS  AND  PROGRAM:  Charles  D.  Banning, 
Chairman,  Reno;  John  W.  Brophy,  Reno;  Edwin  Cantlon, 
Reno:  Richard  D.  Grundy,  Carson  City:  Donald  F.  Guisto, 
Reno;  Gilbert  G.  Lenz,  Reno;  Harry  J.  McKinnon,  Las  Vegas; 
Adolf  Rosenauer,  Reno;  Silas  E.  Ross,  Jr.,  Reno;  Richard  C. 
Sheretz,  Reno;  Paul  J.  Kowallek,  Reno. 

CONSTITUTION  AND  BY-LAWS:  Wesley  W.  Hall.  Chairman, 
Reno;  Eugene  Bastien,  Elko;  John  W.  Denser,  Babbitt;  Joseph 
M.  George,  Jr.,  Las  Vegas;  John  M.  Moore,  Ely;  Lowell  J. 
Peterson,  Reno. 

MILITARY  AND  VETERANS  AFFAIRS;  Clinton  S.  Maupm, 
Chairman,  Mercury:  Alan  J.  Roche,  Co-chairman,  Sparks; 
William  R.  Feltner,  Reno;  Everett  C.  Freer,  North  Las  Vegas; 
S.  N.  Landis,  Reno. 

INSURANCE  (NIC  AND  INDUSTRIAL  HEALTH):  Arthur  S. 
Scott,  Chairman,  Reno;  Joseph  M.  George,  Jr.,  Co-chairman, 
Las  Vegas;  John  W.  Callister,  Reno;  Charles  D.  Lanning, 
Keno;  William  M.  Tappan,  Keno;  Richard  C.  Laub,  Las  Vegas; 
Richard  C.  Sheretz,  Reno;  Lome  M.  Phillips,  Henderson. 
LEGISLATIVE:  V.  A.  Salvadorlni,  Chairman,  Eeno;  Thomas 
S.  White,  Co-chairman,  Boulder  City;  Fred  M.  Anderson, 
Reno;  Richard  W.  Brown,  Reno;  Wesley  W.  Hall,  Reno; 
Kenneth  F.  Maclean,  Reno;  George  A.  Miners,  Henderson; 
John  M.  Read,  Elko;  Richard  A.  Petty,  Carson  City. 
MENTAL  HEALTH  COUNCIL:  V.  A.  Salvadorini,  Chairman, 
Reno,  1964;  Richard  W.  Brown,  Co-chairman,  Eeno,  1966; 
Robert  E.  Bailey,  East  Ely,  1964;  Henry  H.  Luster,  Las  Vegas, 
1964;  William  D.  O’Gorman,  Las  Vegas,  1966;  Richard  A.  Petty, 
Carson  City,  1965;  John  M.  Read,  Elko,  1966;  Richard  C. 
Sheretz,  Eeno,  1965;  Thomas  S.  White,  Boulder  City,  1965. 
PUBLIC  HEALTH  ADVISORY;  Mortimer  S.  Falk,  Chairman, 
Reno;  Hugh  C.  Follmer,  Co-chairman,  Las  Vegas;  Harold  L. 
Boyer,  Las  Vegas;  Edwin  Cantlon,  Reno;  James  M.  Greear, 
Jr.,  Keno;  Richard  D.  Grundy,  Carson  City;  Thomas  K.  Hood, 
Elko;  Francis  M.  Keman,  Beno;  John  E.  Palmer,  Reno; 
Kermit  J.  Ryan,  Las  Vegas;  V.  A.  Salvadorini,  Reno;  John 
M.  Saycich,  Las  Vegas;  Robert  L.  Stewart,  Reno;  William 
Welsh,  Gabbs. 

a.  Tuberculosis:  Harry  J.  McKinnon,  Chairman,  Las  Vegas; 
John  R.  Ervin,  Co-chairman,  Reno;  Reed  J.  Anderson,  East 
Ely:  Eugene  H.  Bastien,  Elko;  Frederick  L.  Coddington,  Reno; 
Horace  R.  Getz,  Reno;  Thomas  F.  Keyes,  Las  Vegas;  Charles 
J.  Kildulf,  Las  Vegas;  William  R.  King,  Carson  City;  Robert 
Locke,  Reno. 

b.  Cancer  Commission:  Thomas  K.  Hood,  Chairman,  Elko, 
1964;  Harold  L.  Boyer,  Secretary,  Las  Vegas,  1965;  Fred  M. 
Anderson,  Eeno,  1965;  Jolm  W.  Callister,  Reno,  1964;  James 
Y.  Clarke,  Las  Vegas,  1965;  Nicholas  F.  Grenfell,  Las  Vegas, 
1965;  Daniel  J.  Hurley,  Eeno,  1965;  V.  A.  Salvadorini,  Keno, 
1966;  Richard  C.  Sheretz,  Eeno,  1966;  Robert  M.  Taylor,  Las 
Vegas.  1966. 

c.  Rural  Health  and  Medical  Survey;  Hoyt  B.  Miles,  Chair- 
man, Reno:  Edward  H.  Kopf,  Co-chairman,  Las  Vegas;  Robert 
E.  Bailey,  East  Ely;  A.  J.  Dingaeci,  Fallon;  Hugh  G.  Follmer, 
Las  Vegas:  John  S.  Gaynor,  Elko;  Mark  B.  Raymond,  Sparks; 
John  R.  Weisser,  Babbitt;  B.  A.  Winne,  Reno. 

PUBLIC  RELATIONS:  Roderick  D.  Sage,  Chairman,  Reno; 
Robert  V.  Broadbent,  Eeno;  Richard  W.  Brown,  Reno;  James 
Y.  Clarke,  Las  Vegas;  Hugh  S.  Collett.  Elko;  James  N.  Greear, 
Jr.,  Reno:  Richard  D.  Grundy,  Carson  City;  Gerald  W.  Jones, 
Las  Vegas;  Leo  D.  Nannini,  Reno. 

FINANCE:  James  N.  Greear,  Jr.,  Chairman,  Reno;  Wesley  W. 
Hall,  Reno;  William  M.  Tappan,  Reno;  Thomas  S.  White, 
Boulder  City. 

OBITUARY;  C.  David  Lambird,  Chairman,  Sparks;  Mary  H. 
Fulstone,  Smith  Valley;  Clare  Woodbury,  Las  Vegas. 

Special  Committees 

AGING:  Francis  M.  Kernan,  Chairman,  Eeno;  Paul  J.  Del 
Giudice,  Elko;  Karl  S.  Hazeltine,  Henderson;  Harry  H.  Luster, 
Las  Vegas;  Harold  K.  Miller,  Henderson;  Robert  K.  Myles, 
Eeno;  John  B.  Simons,  Las  Vegas. 

ALCOHOLISM:  William  D.  O’Gorman,  Chairman,  Las  Vegas: 
James  W.  Decker,  Reno;  Charles  E.  Fleming,  Jr.,  Reno;  Jack 
S.  Hirsh,  Las  Vegas;  Richard  A.  Petty,  Carson  City. 

BLOOD  BANK:  James  Y.  Clarke,  Chairman,  Las  Vegas:  John 
W.  Callister,  Reno;  Joseph  R.  Fouts,  Las  Vegas;  Nicholas  P. 
Grenfell,  Las  Vegas;  V.  A.  Salvadorini,  Keno. 

BUILDING:  Wesley  W.  Hall,  Chairman.  Reno;  Robert  C. 
Crosby,  Reno;  Edwin  Cantlon,  Reno;  Leslie  A.  Moren,  Elko. 
HOSPITAL;  Kenneth  F.  Maclean,  Chairman.  Reno;  John  W. 
Callister,  Reno;  James  Y.  Clarke,  Las  Vegas;  Hugh  S.  Collett, 
Elko;  V.  E.  Elliott,  Fallon;  Lome  M.  Phillips,  Henderson. 


58 


Rocky  Mountain  Medical  Journal 


CRIPPLED  CmLDREN’S  ADVISORY:  Emanuel  Berger,  Chair- 
man, Reno;  Kermit  J.  Ryan,  Co-chairman,  Las  Vegas;  John 
W.  Brophy,  Reno;  J.  Malcolm  Edmiston,  Reno;  John  R.  Ervin, 
Reno;  Ralph  W.  Hemington,  Las  Vegas;  M.  J.  Kirkeeng,  Las 
Vegas;  Ernest  W.  Mack,  Reno;  George  F.  Magee,  Reno; 
William  E.  Pasutti,  Reno;  Jack  P.  Sargent,  Reno;  John  P. 
Watkins,  Las  Vegas. 

MATERNAL  AND  CHILD  HEAI.TH:  I.  Maternal  Health— 
Paul  O.  Wiig,  Chairman,  Reno;  Donald  I.  Mohler,  Reno; 
William  D.  Swackhamer,  Henderson;  Louise  B.  Tyrer,  Reno. 
II.  Infant  and  Child  Health — John  M.  Saycich,  Chairman,  Las 
Vegas;  Eugene  H.  Bastien,  Elko;  Mary  H.  Fulstone,  Smith 
Valley;  John  M.  Moore,  East  Ely;  John  E.  Palmer,  Reno; 
Silas  E.  Ross,  Jr.,  Reno;  Glenn  W.  Tueller,  Las  Vegas. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman,  Reno; 
Chester  C.  Lockwood,  Co-chairman,  Las  Vegas;  Frederick  D. 
Elliott,  Reno;  Donald  I.  Mohler,  Reno;  Daniel  J.  Hurley,  Reno; 
Leroy  Wollever,,Las  Vegas;  O.  H.  Christofferson,  Las  Vegas; 
Gilbert  G.  Lenz,  Reno. 

MEDICAL  ADVISORY  TO  VOCATIONAL  REHABILITATION: 

Richard  A.  Petty,  Chairman,  Carson  City;  Richard  W.  Brown, 
Reno;  Charles  J.  Kilduff,  Las  Vegas;  Robert  K.  Myles,  Reno; 
Lowell  J.  Peterson,  Reno;  William  B.  Ririe,  East  Ely;  Adolf 
Rosenauer,  Reno;  Roger  C.  Seyferth,  Elko. 

NEVADA  MEDICAL  CARE,  INC.:  Earl  N.  Hillstrom,  Presi- 
dent, Reno;  John  M.  Read,  First  Vice  President,  Elko;  Lome 
M.  Phillips,  Second  Vice  President,  Henderson;  Joseph  M. 
George,  Jr.,  Secretary-Treasurer,  Las  Vegas;  John  M.  Moore, 
Member-at-large,  East  Ely. 

NEVADA  PHYSICIANS  SERVICE,  INC.;  Earl  N.  Hillstrom, 
President,  Reno;  Arthur  E.  Scott,  Vice  President,  Reno; 
William  M.  Tappan,  Secretary-Treasurer,  Reno;  Joseph  M. 
George,  Jr.,  Las  Vegas;  Richard  D.  Grundy,  Carson  City; 
Charles  D.  Laiming,  Reno;  George  A.  Miners,  Henderson; 
John  M.  Moore,  East  Ely;  Lome  M.  Phillips,  Henderson;  John 
M.  Read,  Elko;  Peter  Rowe,  Reno;  Richard  C.  Sheretz,  Reno. 
MEDICAL  ASSISTANTS  ADVISORY:  Richard  C.  Sheretz, 
Chairman,  Reno;  Chester  C.  Lockwood,  Co-chairman,  Las 
Vegas;  Wesley  W.  Hall,  Reno;  Robert  E.  Bailey,  East  Ely; 
Richard  D.  Grundy,  Carson  City;  Leslie  A.  Moren,  Elko. 
PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  Vernon  Cantlon,  Chairman,  Reno;  Fred  M. 
Anderson,  Reno;  Robert  E.  Bailey,  East  Ely;  James  Y.  Clarke, 
Las  Vegas;  Hugh  S.  Collett,  Elko;  Richard  D.  Gmndy,  Carson 
City;  Louis  E.  Lombardi,  Reno;  Harold  L.  Miller,  Henderson; 
Lowell  J.  Peterson,  Reno;  Thomas  S.  White,  Boulder  City. 
PUBLIC  SAFETY  (Includes  Athletics  and  School  Health, 
Home  and  Highway,  etc.):  Frank  A.  Russell,  Chairman,  Reno; 
William  R.  King,  Co-chairman,  Carson  City;  Reed  J.  Anderson, 
East  Ely;  Paul  J.  Del  Giudice,  Elko;  Lynn  B.  Gerow,  Reno. 
MEDICINE  AND  RELIGION:  J.  Stephen  Phalen,  Chairman, 
Reno:  Harold  S.  Miller,  Co-chairman,  Las  Vegas;  John  W. 
Brophy,  Reno;  Joseph  M.  George,  Jr.,  Las  Vegas;  John  M. 
Moore,  East  Ely;  John  M.  Read,  Elko;  Henry  Stewart,  Carson 
City. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Joseph  M. 
George,  Jr.,  Chairman,  Las  Vegas,  1968;  Gilbert  G.  Lenz, 
Reno,  1966;  Harry  J.  McKinnon,  Las  Vegas,  1967;  William  M. 
Tappan,  Reno,  1965;  Adrien  Ver  Brugghen,  Las  Vegas,  1964. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1%5  Annual  Session. 

President:  Omar  Legmt,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 


Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1963-64— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 
Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Wilford  G.  Blesinger, 
SpringviUe. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst,  Ogden. 

Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward. 

Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal: 
Mr.  Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  St.,  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS— 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyeime. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur 
R.  Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyerme. 

Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
im. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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WANT  AOS 


WANT  A GOING,  PROFITABLE  PRACTICE?  Fully  equipped 
modem,  air-conditioned  office,  with  x-ray,  laboratory,  minor 
surgery,  and  adequate  parking.  Close  to  hospitals  and  shop- 
ping centers.  Physician  going  abroad.  Available  immediately. 
Nearly  100%  collection  on  accounts.  Practice  functioning  to 
earn  profitable  living  from  the  first  day.  A good  chance  to 
move  up  with  minimal  effort  or  investment.  Dr.  Robert  M. 
duRoy,  4101  E.  Wesley  Ave.,  Denver,  Colorado.  757-3307. 

8-4-3 


V/ ANTED — General  Practitioner  to  associate  with  established 
G.P.  in  Wyoming.  Medical  clinic  building  completely 
equipped:  hospital  facilities,  salary  leading  to  partnership. 
Write  Box  8-1-2,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Ave.,  Denver,  Colorado  80218.  8-1-2 


INTERNIST — Board  Certified  or  Board  Eligible,  to  associate 
with  two  internists  in  12-man,  well  established,  Denver 
group.  New  building,  excellent  facilities  including  hospitals. 
Salary  2 years,  then  partnership.  Write  Medical  Director, 
Colorado  Clinic,  2090  So.  Downing  St.,  Denver,  Colo.  80210. 

9-5-1 


FOR  SALE  OR  LEASE:  Doctors’  office  building,  1845  High 
St.,  Denver.  Suitable  1-3  doctors.  Available  November  1, 
1964.  Call  388-3683  9-4-1 


OPPORTUNITY  FOR  GENERAL  PRACTICE— age  35  to  55 
preferred.  Eastern  Montana  Ranching  area.  Sixteen  bed 
modern  hospital.  Office  space  furnished.  Dahl  Memorial  Hos- 
pital Association,  Ekalaka,  Montana.  8-7-2 


LOCUM  TENENS — General  practice,  1755  Gilpin  Street,  Den- 
ver. Mid-September  through  October  1964.  Attractive  fi- 
nancial arrangements.  Call  399-2242,  Dr.  W.  S.  Prenzlau.  7-5-3 


EMERGENCY  ROOM  COVERAGE— Physicians  needed  to 
staff  a modem  well-equipped  emergency  room  in  a JCAH 
approved  382  bed  hospital:  42  hour  week,  salary  open, 
liberal  benefits.  Growing  city  in  ideal  climate.  Contact: 
John  P.  Mitchell,  Jr.,  Personnel  Director,  1012  Gold,  S.E,  Tel. 
243-9411.  New  Mexico  license  required.  9-2-1 


INDUSTRIAL  PHYSICIAN  for  Medical  Director— Utah,  di- 
vision major  company  in  Salt  Lake  City.  New  position. 
Prefer  physician  with  training  or  experience  in  industrial 
medicine.  Full  time:  salary  open.  Excellent  fringe  benefits. 
Under  age  45  preferred.  Reply  to  Box  9-3-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218 

9-3-1 


MEDICAL  OFFICFr— BROOMFIELD,  COLORADO.  1500  sq.  ft. 

modem  fully  equipped  suite  in  select  shopping  area  with 
adequate  parking  facilities.  Four  examining  rooms,  minor 
operating  room,  private  reception  area  and  doctor’s  office. 
Completely  air-conditioned.  Excellent  established  practice 
with  gross  $40-45,000.  Call  or  write  Dr.  Samuel  6.  Novak, 
Medical  Arts  Building,  No.  14  Garden  Center,  Broomfield. 
466-7306  or  466-3951.  S-G-TF 


STAFF  PSYCHIATRIST,  Board  Eligible  or  Certified,  for 
402-bed  GM&S  Hospital  with  Mental  Hygiene  Clrtiic.  Salary: 
$11,725  to  $17,210  depending  on  experience  and  qualifications. 
U.  S.  citizenship  and  licensure  required.  Write  Chief  of 
Staff,  VAH,  Tucson,  Arizona.  7-1-3 


EARNEST  DRUG 

Registered  Trade  Mark 

217  1 6th  Street 

BOB'S  PLACE 

Trade  Mark  ^ Jqj.  Service 

Prescription  Specialists 

Telsphonss  Kfystene  4-7237— KEysfone  4-3265 

FRiSH-ClIAN-COMPLITi 

TEXACO  PRODUCTS 

PRESCRIPTION  STOCK 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

Free  Delivery 

Quality  Drugs  Courteous  Service 

Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


Newton  Optical 
Company 

Catering  t© 

Medical  Profession  Patronage 


309  ! 6th  Street 
Denver  2 


Telephone 

534-8714 
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FOR  SALE — Solo  practice  in  Central  Wyoming  town  of 
about  4,000.  Good  office  and  hospital  facilities.  Reply  to 
Box  7-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  7-3-3 


EXCELLENT  OPPORTUNITY  for  physicians  to  establish  or 
relocate  in  the  Green  Moiintain  area  of  suburban  Denver. 
Green  Mountain  Medical  Center,  a $300,000  fully  air-condi- 
tioned medical  building  now  under  construction  will  be  ready 
for  occupancy  October  1,  1964.  Located  at  345  So.  Union  Blvd. 
at  W.  Alameda.  This  is  an  excellent  practice  opportunity  for 
all  specialties  of  medicine  and  general  practice.  Only  a 15- 
minute  drive  from  Lutheran,  St.  Anthony  and  Beth  Israel 
Hospitals.  This  is  the  only  medical  facility  for  the  Green 
Mountain  area,  which  has  a current  population  in  excess  of 
12,000.  For  leasing  information  contact  Dr.  Jacobson,  11971 
W.  Alameda,  985-1239  or  238-3047.  8-5-3 


G.P.  ASSOCIATE  NEEDED:  Join  two  established  doctors 
with  a practice  that  has  grown  to  the  point  that  it  is  imper- 
ative they  have  another  MD.  50-bed  hospital;  new,  modem 
building  with  equipped  office  waiting  for  the  right  man.  Small 
town  in  Southwestern  part  of  Colorado,  serving  entire  San 
Luis  Valley  and  elsewhere.  Ideal  living  conditions.  Reply  to 
Box  8-6-2,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-6-2 


MONTANA:  Family  doctor  and  Internal  Medicine — practice 
established  18  years;  thriving  Medical  Center;  two  close 
excellent  hospitals.  Well-equipped  office,  x-ray  and  labora- 
tory, with  complete  files.  Reasonable  rent,  air-conditioned 
building:  gross  income  over  $25,000  each  of  last  five  years. 
Terms  arranged.  Excellent  recreational  area  and  schools. 
Moving  out  of  state.  Reply  to  Box  9-1-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

9-1-1 


NiW  PROFESSIONAL  BUILDING 

Location^ — Ralston  Road  and  Dover — Arvada,  Colorado 

Approximately  1700  square  feet— can  be  partitioned  and 
finished  to  your  needs 
Hot  water  heat  and  air-conditioner 
Ample  parking 

To  be  completed  October  I,  1964 
For  further  information  please  call: 

Or.  R.  Wayne  Winter 
10777  West  64th  Ave. 

424-5850  (Res.)  424-4567  (office) 

Dr.  Walter  H.  Winter 
6110  Dudley  St. 

424-8318  (Res.)  424-4567  (office) 


CONDOMINIUM 

OR  LIAS! 

WEST  ALAMEDA 
MEDICAL  PLAZA 

NOW  READY  FOR  OCCUPANCY 

ALL  ONE  STORY  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  | 

20  acres  landscaped  grounds  I John  W.  Myers,  m.d.,  Medical  Director 
Favorable  year-round  climate  | 


for  September,  1964 


61 


SPECIFY 

THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 
EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’DonneU,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Ames  Company,  Inc.,  Cover  III 

Bob’s  Place,  Inc.,  60 
Burroughs  Wellcome  & Co.,  56,  64 

Central  Bank  & Trust  Co.,  20 
Children’s  Hospital  Association,  10 
Ciba  Pharmaceutical  Co.,  46-47 
City  Park-Brookridge  Dairy,  44 
Cocks-Clark  Engraving  Co.,  56 
Colorado  X-Ray,  11 
Corset  Shop,  48 

Denver  Convalescent  Center,  57 
Denver  Optic  Company,  59 
Deseret  Pharmaceutical  Co.,  62 

Earnest  Drug  Company,  60 
Emory  John  Brady  Hospital,  62 
Endo  Laboratories,  45 


Frontier  Airlines,  16 

Garrett-Bromfield  and  Co.,  57 
Geigy  Pharmaceuticals,  12 
Glenbrook  Laboratories,  15 

H.B.A.  Life  Insurance  Co.,  54 

Kincaid’s  Pharmacy,  60 

Lederle  Laboratories,  7,  38,  52-53 
Lilly,  Eli  and  Company,  22 
Loma  Linda  Foods,  18 
Lov-e  Brassieres,  6 

Mutual  of  Omaha,  48 

Newton  Optical  Company,  60 

Parke,  Davis  & Company,  Cover  H 

Picker  X-Ray,  Rocky  Moxmtain, 
Inc.,  44 

Public  Service  Company,  57 


Republic  Building  Corporation,  48 

Robins,  A.  H.,  Company,  Inc., 

4-5,  19 

Roche  Laboratories,  Cover  IV 

Sandia  Ranch  Sanatorium,  61 
Searle  & Company,  55 
Shadford-Fletcher  Optical  Co.,  63 
Smith,  Kline  & French 
Laboratories,  1 

Technical  Equipment,  48 

Vaughn,  C.  and  Co.,  56 

U.  S.  Vitamin  & Pharmaceutical 
Corp.,  40-41 

Wallace  Laboratories,  8-9,  13,  17, 
21,  51 

West  Alameda  Medical  Plaza,  61 
Winter  Building,  61 
Winthrop  Laboratories,  3 


3705  E.  Colfax 
(Medical  Center) 
355-0202 


COLFAX 


303  Josephine 
355-0033 


BOULDER 


/ LAKEWOOD 
2530  Youngfield 
\ 233-9093  / 


MM 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality!  ^ 


^2465  S.  Downing  j 
LITTLETON  777-2424  / 

6200  S.  Broadway 
798-6888 


RECOMMEND  WITH  CONFIDENCE 

Shadford-Fletcher 

EYEWEAR 
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ANY  PAIN 

not  severe  enough 
to  require  morphine 
is  an  indication  for 

‘Empirin’^Gompound 
with  Codeine 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


LA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Rocky 

Mountain 

Medical 


COLORADO  • MONTANA  • NEVADA  • 
NEW  MEXICO  • UTAH  • WYOMING  • 


tk  id  iddue 

Nevada  State  Medical  Association 
Annual  Session  Program 


Our  Cover  Calls  for  Action 


Delinquency  and  Sociopathy 


Our  Dual  Responsibility 


Community  Health  Week,  Oct.  18-24 


Volume  61  • Number  10 


Table  of  contents  page  2 


Jlust  Ready  From  Saunders! 


^ DOCTOR'S  E/\SACCOUNT  RECORD  SYSTEM  i 

Saves  time  and  effort  in  maintaining  your  financial  records 


The  Doctor's  Eosaccount  Record  System  is  a brand  new 
way  to  ease  the  burden  of  your  financial  record  keeping. 
It  enables  you  or  your  office  assistant  to  maintain  a 
see-at-a-glance  report  on  income  and  expenditures, 
keep  a central  source  of  information  for  income-tax 
time,  and  hold  the  time  and  expense  required  for 
professional  audit  to  a minimum — all  with  less  time 
and  effort.  The  system  is  eontained  in  two  convenient 
ledgers;  one  for  disbursements  (sufficient  for  two  years’ 
average  practice),  and  one  for  income  (sufficient  for 
one  year’s  average  practice).  Recording  of  expenditures 
is  simplified  by  clearly  labelled  columns  covering: 
Salaries — Rent — Drugs  and  Medical  Supplies — Instru- 
ments— Utilities — Stationery — Taxes  and  Insurance — 
Cost  of  Auto,  Furniture  and  Equipment — plus  eleven 


other  categories.  Columns  are  provided  for  house 
expenses  of  the  physician  whose  office  is  in  his  resi- 
dence ...  an  especially  bothersome  problem  when 
computing  deductible  expenses.  The  Income  Volume 
helps  you  keep  a daily  record  of:  Date  and  Time — 
Patient — Professional  Service — Charges — Receipts — Ver- 
ification of  Transfers  to  Patients'  Cards — Bank  Deposits 
— plus  daily,  monthly,  and  yearly  totals.  These 
records  are  expressly  set  up  for  the  specific  requirements 
of  a medical  practice.  All  instructions  necessary  appear 
on  a single  page  in  the  front  of  each  volume. 

Two  volumes  in  a flexible  cover.  Disbursements  Volume,  96  pages, 
10'*'  X 12^;  Income  Volume,  256  pages,  10"  x 12".  Set — About  $9.50. 

Neiv—Just  Ready! 


\ Hughes'  PEDIATRIC  PROCEDURES  \ 

Hundreds  of  hints,  helps  and  shortcuts  in  methods  of  child  care 


Here  are  clear,  step-by-step  instructions  to  help  you 
perform  a wide  range  of  technical  procedures  necessary 
in  the  management  of  children.  Augmented  by  helpful 
illustrations,  the  procedures  range  from  inspection  of 
the  ear  to  venous  cutdown.  In  an  uncomplicated,  straight- 
forward manner  Dr.  Hughes  tells  you:  the  best  sites 
for  venipuncture  in  infants;  the  equipment  necessary 
for  exchange  transfusions;  sizes  of  needles  for  bone 
marrow  aspiration  and  biopsy;  how  to  insert  a naso- 
gastric tube;  hazards  and  complications  of  abdominal 
paracentesis;  method  of  cardiac  massage  for  infants, 
for  small  children;  for  older  children;  etc.  The  pro- 
cedures explained  include  both  routine  and  special 
measures:  taking  the  temperature — measurement  of  blood 


pressure — intravenous  transfusion — subcutaneous  injec- 
tions— tuberculin  skin  tests — bone  marrow  aspiration — 
lumbar  puncture — tracheostomy — percutaneous  liver  bi- 
opsy— enemas — bandaging — nonsuture  skin  closure — col- 
lection of  sweat  for  the  diagnosis  of  cystic  fibrosis  of  the 
pancreas.  Valuable  information  is  contained  on  re- 
straining the  infant  or  child — dental  health — com- 
municable diseases — methods  of  reducing  pain  of 
injections,  etc.  This  manual  will  help  you  ease  the 
stress,  strain  and  trauma  involved  in  performing  these 
procedures  on  your  young  patients. 

By  Walter  T.  Hughes,  M.D.,  Assistant  Professor  of  Pediatrics. 
University  of  Louisville  School  of  Medicine,  Louisville,  Kentucky, 
About  256  pages,  6^"  x 9^",  with  about  127  illustrations.  About 
$8.00.  Neiv—J ust  Ready! 


^Bates&  Christie's  RESPIRATORY  FUNCTION  IN  DISEASE^ 


Aid  in  problems  ranging  from  ventilation  measurement  to  respiratory  failure 


Drs.  Bates  and  Christie  brilliantly  delineate  today’s 
useful  knowledge  about  pulmonary  physiology  in  this 
timely  volume  on  the  lung.  The  authors  begin  by 
reviewing  and  illuminating  the  methods  available  for 
studying  lung  function,  and  outlining  the  anatomy 
and  values  for  the  normal  lung.  They  point  out  the 
advantages  and  disadvantages  of  current  methods. 
They  clearly  describe  changes  in  pulmonary  function, 
as  a consequence  of  age  or  obesity  and  in  different 
body  positions.  What  is  known  about  pulmonary 
adaptation  to  altitude  and  to  exercise  is  outlined. 
The  major  sections  of  the  book  describe  individual 
disease  entities  of  the  lung — covering  clinical  features, 
radiologic  features,  and  pathology.  The  authors  provide 
exhaustive  explanation  of  the  pathophysiologic  effects 


of  each  disorder  on  overall  pulmonary  function.  Special 
stress  is  placed  on  pulmonary  emphysema  in  all  its 
forms,  on  chronic  bronchitis  and  respiratory  failure,  on 
lung  diseases  caused  by  physical  and  chemical  agents, 
and  on  the  seeondary  effects  of  heart  disease.  Detailed 
ca.se  presentations  of  54  patients  augment  the  text. 


By  David  V.  Bates,  M.D.,  (Cantab.),  M.R.C.P.  (London),  Asso- 
ciate Professor  of  Medicine,  McGill  University;  Director,  Respiratory 
Division,  Joint  Cardiorespiratory  Service,  Royal  Victoria  Hospital 
and  Montreal  Children’s  Hospital;  and  Ronald  V.  Christie,  M.D. 
(Edinburgh),  M.Sc.  (McGill),  B.Sc.  (London),  Sc.D.  (Dublin), 
F.A.C.P.,  F.R.C.P.  (London),  F.R.C.P.  (C),  Professor  and  Chairman 
of  the  Department  of  Medicine,  McGill  University;  Physician-in- 
Chief,  Royal  Victoria  Hospital.  With  the  assistance  of  Margaret 
E.  Becklake,  Richard  E.  Donevan,  Robert  G.  Eraser.  J.  A. 
Peter  Pare,  W.  M.  Thurlbeck.  About  560  pages.  7"  x 10",  illus- 
trated. About  $15.00.  New — Jusi  Ready! 
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Rocky  Mountain  Medical  Journal 


Publication  rules 
and  suggestions  to  authors 


1.  Who  may  sumbit  articles.  The  Rocky  Moun- 
tain Medical  Journal  ordinarily  accepts  only  articles 
prepared  by  members  of  the  state  societies  we  serve, 
by  guest  speakers  at  the  official  meetings  of  these 
state  societies,  and  by  guest  speakers  at  local  meet- 
ings within  our  region.  Subjects  of  wide  general  in- 
terest, rather  than  those  relating  to  narrow  specialty 
problems,  are  preferred. 

2.  Method  of  preparation.  All  material  for  pub- 
lication (yes,  all,  from  scientific  articles  down  to 
the  smallest  item  of  organization  news)  must  be 
typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  each  page  con- 
secutively numbered,  and  preferably  on  standard 
8 Vi  X 11  inch  plain  white  paper.  Carbon  copies  are 
not  acceptable;  material  must  be  original  typewrit- 
ing, on  paper  heavy  enough  to  permit  editing  (“onion 
skin”  or  similar  extra-thin  paper  cannot  be  accepted). 

In  all  scientific  material,  the  title  of  the  article 
and  the  author’s  name,  city  and  state  must  appear 
at  the  top  of  the  first  page.  Second  and  subsequent 
pages  should  be  identified  in  the  upper  left-hand 
corner  with  the  consecutive  page  number  and  auth- 
or’s surname.  Titling  or  signing  of  organization  news 
items,  editorials,  and  other  nonscientific  material  is 
a matter  of  choice  to  be  determined  by  the  appropri- 
ate state  editor  and  the  author  or  source  of  the  ma- 
terial. 

If  physician  authors  possess  more  than  one  degree, 
the  MD  only  is  used.  Lesser  degrees  of  non-MD 
authors  or  co-authors  may  be  used. 

3.  Where  to  submit  material.  All  material  sub- 
mitted for  publication  must  be  sent  to  the  appropriate 
editor  for  the  state  in  which  the  material  originates. 

Editors  for  each  state,  with  their  mailing  addresses, 
are  listed  monthly  on  the  “mast-head”  page  of  the 
Journal  (the  second  page  in  the  front  advertising 
section).  Scientific  articles,  case  reports  and  any 
other  scientific  material  should  be  sent  to  the  Scien- 
tific Editor  for  that  state.  Editorials,  presidential  ad- 
dresses, correspondence,  society  news,  announce- 
ments, programs,  personal  items,  and  all  other  non- 
scientific material  should  be  sent  to  the  Associate 
Editor  for  that  same  state. 

4.  Acceptance  or  rejection.  The  appropriate  editor 
will  (1)  tentatively  accept  the  article,  (2)  return  it 
to  the  author  with  suggestions  for  revision,  or  (3) 
reject  it.  Material  he  approves  he  will  edit  and  for- 
ward to  the  publication  office  in  Denver  for  final 
checking  and  scheduling.  An  article  which  meets  this 
Journal’s  publication  standards  and  has  been  tenta- 
tively accepted  by  the  appropriate  editor  of  any  one 
of  our  six  states  will  be  rejected  by  the  publication 
office  in  Denver  only  ( 1 ) in  the  event  of  duplication 
or  near  duplication  of  material  too  recently  pub- 
lished or  of  material  already  accepted  and  awaiting 


publication  from  another  of  the  six  states,  or  (2) 
because  space  limitations  make  it  unlikely  that  the 
Journal  can  publish  the  material  within  a reason- 
able time  (i.e.,  inability  to  publish  scientific  ma- 
terial within  one  year  of  acceptance,  or  to  publish 
nonscientific  material  while  it  is  timely). 

5.  Order  of  publication.  Ordinarily,  articles  will 
be  published  in  the  order  of  their  receipt  by  the 
publication  office  in  Denver.  Articles  whose  value 
is  seasonal,  whose  value  would  be  lost  if  publica- 
tion were  delayed,  or  which  reflect  priority  of 
original  research,  are  given  special  consideration. 
State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization  announcements  are 
given  priority  and  are  published  in  the  next  available 
space.  Aside  from  these  considerations,  scientific 
articles  and  case  reports  normally  will  appear  in  the 
Journal  between  three  and  twelve  months  following 
acceptance. 

6.  Length  of  articles.  Scientific  papers  should  be 
“boiled  down”  not  to  exceed  ten  pages  of  double- 
spaced typewritten  standard  8V2  x 11  inch  sheets. 
Shorter  papers  are  more  acceptable  to  editors  and 
readers,  and  earlier  publication  is  probable.  Every 
journal  is  in  competition  for  the  reader’s  time,  and 
condensation  is  the  order  of  the  day.  For  this  reason, 
and  because  of  financial  and  space  limitations,  we 
request  that  copy  be  “boiled  down”  to  the  greatest 
extent  consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations 
or  “cuts,”  usually  up  to  six,  will  ordinarily  be  ac- 
cepted within  our  own  publication  budget  if  the 
Editorial  Board  believes  they  enhance  the  value  of 
the  article.  Clear  photos,  simple  diagrams  or  line 
drawings  in  black  on  white,  printing  rather  than 
writing,  reproduce  well  in  the  Journal.  Cuts  should 
be  mounted  separately,  and  the  paper  or  cardboard 
mounts  should  be  the  same  size  as  that  upon  which 
the  article  is  typed.  Each  should  have  its  captions 
below:  Fig.  1,  Fig.  2,  etc.,  with  a short  descriptive 
sentence. 

8.  Tables.  Tables  should  be  simple,  presenting 
only  brief  relevant  data,  amply  spaced.  Each  should 
have  its  number  and  title  above;  Table  1,  Title; 
Table  2,  Title;  etc.  Long,  large,  or  complicated  tables 
ordinarily  are  not  acceptable. 

9.  Case  reports.  When  carefully  prepared,  case 
reports  are  popular  with  our  readers.  They  should 
be  introduced  with  a brief  general  statement  con- 
cerning the  condition  or  disease,  telling  why  the 
case  is  presented.  The  case  report  follows  (repro- 
duced in  smaller  type)  with  its  separate  heading, 
CASE  REPORT  or  CASE  1,  CASE  2,  etc.  Make  it 
brief,  including  only  relevant,  positive  laboratory 
and  other  data.  Patients’  names,  initials,  and  hos- 
pital numbers  are  unimportant;  age,  sex,  and  some- 
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times  occupation  are  significant.  Minimize  the  number 
of  dates;  then  make  it  month,  date,  year — as  Feb- 
ruary 9,  1963;  not  2/9/63.  In  conclusion,  after  the 
case  presentation  itself  (again  for  large  type)  re- 
view or  sum  it  up  under  a heading  such  as  Discussion, 
Comment,  Summary  or  Conclusion.  When  in  doubt, 
refer  to  past  issues  of  our  Journal  and  note  the  style 
of  an  article  similar  to  the  one  you  are  preparing. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at 
the  bottom  of  the  first  typewritten  page  of  the  article 
should  state  the  Society  and  date  of  presentation, 
and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will 
be  added  according  to  simplicity,  editorial  policy 
and  discretion. 

1 1 . References.  Reference  lists  rarely  add  to  the 
value  of  an  article  for  the  majority  of  readers,  but 
many  authors  are  sensitive  about  their  references — 
especially  long  studious  ones  and  those  indicating 
other  publications  by  the  same  author.  Mechanically, 
they  are  unjustified  consumers  of  time,  space  and 
money.  We  will  make  every  elfort  to  publish  some  of 
the  short  reference  lists,  not  to  exceed  twelve  items. 
Longer  ones  will  be  deleted.  Incidentally,  the  proper 
heading  is  “References,”  not  “Bibliography.”  The 
latter  implies  that  the  list  includes  everything  in  the 
literature  upon  the  subject. 

12.  Editorials.  We  would  like  to  have  many  more 
submitted  by  our  State  editors  and  by  the  member- 
ship at  large.  Readers  must  get  tired  of  thunder  from 
the  publication  headquarters  in  Denver;  frankly,  we 
do  too!  Speak  out,  and  we’ll  sign  your  name,  your 
initials,  or  respect  your  request  for  anonymity,  as 
you  choose.  If  you  don’t  like  something  we  do  or 
say,  please  let  us  in  on  it;  we  could  even  stand  to 
hear  about  it  if  something  happens  to  please  you. 
Perhaps  a “Letter  to  the  Editor”  would  help  you 
get  something  off  your  mind.  We’re  asking  for  it  and 
we  have  a place  to  put  it — in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  of  a scientific  article 
ready  for  publication  are  submitted  by  the  Journal 
to  the  author,  and  prompt  correction  and  return  of 
the  proof  are  essential.  Authors  should  correct  typo- 
graphical, grammatical,  or  rhetorical  errors  which 
might  still  remain,  but  authors  are  not  privileged  to 


reinsert,  or  rewrite  sentences,  paragraphs,  tables, 
etc.,  which  an  editor  may  have  deleted  or  con- 
densed or  paraphrased.  In  other  words,  when  an 
article  reaches  the  galley-proof  stage,  the  author  may 
not  re-edit  his  article;  that  is  the  privilege  of  the 
Journal’s  editors.  In  the  event  an  author  is  con- 
vinced the  editors  have  misunderstood  his  meaning 
or  have  inadvertently  changed  his  meaning  by  their 
editing,  he  should  take  the  matter  up  by  corre- 
spondence immediately  and  ask  for  reconsideration. 
Unauthorized  re-editing  or  rewriting  by  an  author 
of  an  article  in  galley  proof  will  result  in  rejection 
of  that  article  even  though  it  may  have  previously 
been  accepted. 

14.  Reprints.  A majority  of  authors  desire  re- 
prints of  their  articles  for  later  personal  distribu- 
tion. The  printing  firm  handling  this  Journal  pro- 
vides reprints  on  a nonprofit  cost  basis,  but  if  re- 
prints are  desired  they  must  be  ordered  at  the  time 
the  author  submits  his  corrected  proof  of  the  article 
in  advance  of  original  publication.  (See  Rule  No. 
13  above,  regarding  proofs.)  A reprint  order  blank 
providing  full  details  is  attached  to  the  galley  proof 
when  it  is  mailed  to  the  author. 

15.  These  regulations  are  the  result  of  long  ex- 
perience and  periodic  consultations  of  your  Editorial 
Board  and  staff  on  behalf  of  a better  Journal  and 
greater  national  identity  for  Rocky  Mountain  med- 
icine. Cooperation  of  physicians  in  this  region  will 
make  our  Rocky  Mountain  Medical  Journal  even 
better  than  colleagues,  other  editors,  and  the  AMA 
tell  us  it  is.  Delays  in  publication,  disappointments, 
and  misunderstandings  will  be  minimized. 

16.  Our  Journal  is  copyrighted.  Our  Journal  and 
most  of  the  comparable  state  and  regional  medical 
journals  which  are  owned  by  state  medical  societies 
have  granted  each  other  continuing  copyright  per- 
mission so  that  articles  can  be  copied  or  quoted 
with  proper  credit  to  the  journal  where  it  first  ap- 
peared. Our  Journal  does  not  grant  such  copyright 
permission  to  commercial  or  privately  owned  pub- 
lications regardless  of  their  local,  state  or  national 
distribution.  Duplication  of  our  material  by  publica- 
tions of  the  latter  type,  even  with  change  of  title 
and  minor  changes  in  the  body  of  the  article,  is 
poor  policy,  unethical,  and  will  not  be  tolerated. 
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I In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

I nimibs  the  pam...not  the  patient 
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A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains—and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-]-Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Somsf  Compound  # 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomsfCompound+Codeine 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 
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W A S H I N G T O N 

A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

Physician  ownership  of  pharmacies  is  ethical  as 
long  as  the  patient  is  not  exploited,  the  American 
Medical  Association  told  Congress. 

Robert  B.  Throckmorton,  AM  A general  counsel, 
testified  before  the  Senate  Subcommittee  on  Anti- 
trust and  Monopoly  that: 

“The  ownership  of  a pharmacy  by  a physician 
cannot  in  itself  be  equated  with  exploitation.  The 
confidence  and  trust  that  the  patient  reposes  in  his 
doctor — to  use  his  knowledge,  his  skill,  his  judge- 
ment in  prescribing  medicines,  and  his  understand- 
ing of  the  patient’s  financial  problems — preclude  a 
blanket  charge  of  physician-pharmacy-exploitation. 

“It  would  be  a disservice  to  the  public  and  to  the 
medical  profession  if  from  these  hearings  there  is- 
sued the  unwarranted  impression  that  physicians 
could  not  be  trusted  to  own  pharmacies  or  to  carry 
on  their  professional  practices  in  other  more  im- 
portant respects  without  exploiting  their  patients.  It 
would  be  unfortunate  ...  if  a small  incidence  of 
violations  and  alleged  violations  came  to  be  ac- 
cepted as  ‘proof  of  widespread  unethical  practices.” 

Throckmorton  pointed  out  that  both  the  AMA 
House  of  Delegates  and  the  AMA  Judicial  Council 
had  ruled  that  it  is  not  wrong,  per  se,  for  a physician 
to  have  a financial  interest  in  a pharmacy.  However, 
he  added,  the  AMA  House  of  Delegates  last  year 
adopted  flat  prohibitions  against  physician  owner- 
ship in  a drug  repackaging  company  or  controlling 
interest  in  a pharmaceutical  company  while  engaged 
in  the  practice  of  medicine.  He  said  that  there  were 
relatively  few  cases  of  such  ownership. 

Throckmorton  said  that  less  than  two  per  cent  of 
the  nation’s  280,000  physicians  have  any  financial 
interest  in  drug  repackaging  companies. 

“Most  physicians  who  acquired  financial  interests 
in  repackaging  firms  prior  to  the  AMA  statement  of 
policy  acted  in  good  faith,”  he  said.  “Unless  they 
were  a part  of  the  tattered  fringe  of  practitioners  who 
intended  to  exploit  their  patients,  they  had  no  reason 
to  believe  that  they  were  engaging  in  any  unethical 
act.  Many  of  these  physicians  who  still  retain  their 
ownership  can,  at  the  most,  be  censored  only  for 
‘good  faith  misbehavior.’  However,  any  continued 
ownership,  beyond  a reasonable  period  of  time  to 
permit  severance  without  undue  hardship,  should 
call  for  the  institution  of  prompt  disciplinary  action 
within  the  ranks  of  medicine.” 

* * * 

Congressional  prospects  brightened  for  legislation 
exempting  community  and  other  non-profit  blood 
banks  from  the  antitrust  laws. 

The  chief  counsel  of  the  Senate  Antitrust  and 
Monopoly  Subcommittee,  Bernard  Finsterwald,  Jr., 


said  he  believed  Congress  eventually  would  approve 
this  legislation,  backed  by  the  AMA. 

The  bill  was  introduced  by  Sen.  Edward  Long 
(D.,  Mo.)  after  a Federal  Trade  Commissioner  ex- 
aminer ruled  that  community  blood  banks  are  sub- 
ject to  antitrust  laws  and  charged  the  Kansas  City 
area  community  blood  bank  with  restraint  of  trade 
by  refusing  to  purchase  blood  from  commercial, 
profit  firms. 

Dr.  Gunnar  Gundersen,  chairman  of  the  AMA 
Blood  Bank  Committee  and  a past  president  of  AMA, 
told  the  Senate  subcommittee  that: 

“The  AMA  views  with  great  concern  the  recent 
decision  of  the  hearing  examiner  of  the  Federal 
Trade  Commission  finding  that  human  whole  blood 
is  a commodity  or  article  of  commerce  and  as  such 
is  subject  to  ‘trade’  and  ‘commerce’  within  the  mean- 
ing of  those  terms  as  used  in  the  Federal  Trade  Com- 
mission Act.  The  import  of  this  decision  is  fraught 
with  many  dangers  and  creates  serious  problems  for 
the  physician.  Based  upon  this  decision,  the  phy- 
sician’s and  hospital’s  freedom  of  choice  in  selecting 
blood  is  severely  restricted,  lest  they  be  deemed  in 
restraint  of  trade.” 

* * * 

Congress  sent  to  the  White  House  a record  $1 
billion  budget  for  the  National  Institutes  of  Health. 

All  told,  the  bill  contained  $6.5  billion  for  the 
HEW  Department’s  activities  during  the  current 
fiscal  year. 

The  lawmakers  provided  $1  million  for  the  long- 
delayed  environmental  health  center  but  specified 
that  it  be  located  no  closer  than  50  miles  from  the 
Washington,  D.C.  area.  The  Administration  sought 
to  have  the  center  located  in  the  Washington  suburbs 
at  Beltsville,  Md. 

Congress  approved  $222.6  million  for  the  Hill- 
Burton  program  of  Federal  aid  for  hospital  con- 
struction, $110.8  million  for  Federal  aid  to  medical 
education,  and  $8  million  for  tuberculosis  control 
activities. 

As  the  measure  finally  cleared  Congress,  the  HEW 
total  was  $603  million  less  than  the  Administration 
requested,  but  $942  million  more  than  the  House 
had  originally  voted. 

* * * 

A five-year,  $283  million  program  of  federal  aid 
to  spur  the  training  of  nurses  was  signed  into  law  by 
President  Johnson. 

The  measure,  supported  in  principle  by  the  Amer- 
ican Medical  Association,  provides  for  construction 
grants  for  collegiate  schools  of  nursing,  for  grants  to 
help  defray  the  cost  of  nurses  training,  for  trainee- 
ships  for  advanced  training  and  student  loans. 

The  new  law  authorizes  $35  million  over  four 
years  as  grants  to  assist  in  the  construction  of  new 
facilities  for  collegiate  schools  of  nursing,  or  for  the 
replacement  or  rehabilitation  of  existing  facilities  of 
that  type. 

It  also  provides  for  $55  million  in  four  years  for 
the  construction  of  new  facilities  for  associate  de- 
gree or  diploma  schools  of  nursing,  or  for  their  re- 
placement or  rehabilitation. 


8 


PAIN  RELIEF 

comes  :in:m 
le^s^fOr^ti'Qu^^ 


PERCODAN 


in  moderate  to 
moderately  severe  pain, . . 


Each  scored  yellow  PERCODAN*  Tablet  containSi4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin.  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  X 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose~1  tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications—The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PerC0DAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 
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THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  i : 
the  appetite,  excessive  weight  gain,  mood  swings-  ^ 
these  were  some  of  the  problems  that  used  to  confror 
physicians  when  they  wanted  to  prescribe  steroids  fr 
dermatoses.  For  patients  already  overweight,  or  wil 
edema  associated  with  cardiovascular  disease,  ( : 
those  who  were  tense  and  anxious,  steroid  treatmer  i 
could  aggravate  their  problems.  But  with  the  advef 
of  ARISTOCORT®  Triamcinolone,  many  of  thes 
patients  became  “steroid-treatable.”  The  reason: 
only  did  this  steroid  provide  gratifying  symptomatic 
relief,  but  it  did  so  without  the  penalty  of  overstimii 
lation  of  the  appetite,  excessive  weight  gain,  salt  an 
water  retention,  edema,  and  undesirable  euphori; 
And  these  benefits  have  been  confirmed  for  othc 
patients  with  steroid-susceptible  disorders,  as  well  c 
those  formerly  untreatable. 


f tide  Effects:  Since  it  may,  under  some  circumstances, 

I reduce  many  of  the  unwanted  effects  common  to  ail 
I ortisone-like  drugs,  discrimination  should  always  be 
xercised  in  administering  ARISTOCORT®  Triamcino- 
>ne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
lurpura,  G.l.  ulceration,  increased  intracranial  pres- 
ijure  and  subcapsular  cataract.  Corticosteroids  gen- 
erally may  mask  outward  signs  of  bacterial  or  viral 
infections.  Catabolic  effects  to  watch  for  include 
liuscle  weakness  and  osteoporosis.  Weight  loss  may 
iccur  early  in  treatment  but  is  usually  self-limiting. 
fontraindications:  While  the  only  absolute  contra- 
hdications  are  tuberculosis,  herpes  simplex  and 
thicken  pox,  there  are  some  relative  contraindications 
Ipeptic  ulcer,  acute  glomerulonephritis,  myasthenia 

t 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 

Aristpeorf 

Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 
CYANAMID  COMPANY,  Pearl  River,  New  York 

272-4 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  h 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

B.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


L 


Deprol' 

meprobamate  400  mg.  -I-  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

“A  disease  is  an  abstraction.  The  patient  is  the 
concrete  reality.  Disease  are  alterations  for  the  worse 
in  the  individual”  (M.  Kelley). 

Clinical  data 

A 55-year-old,  well  nourished  housewife  had  com- 
plained of  generalized  chest  pain,  headache,  nausea 
and  vomiting  of  two  weeks’  duration,  considered 
to  be  migraine  because  of  previous  known  episodes. 
Her  past  history  included  a hysterectomy  and  oopho- 
rectomy, mild  peripheral  rheumatoid  arthritis  and 
hypertension.  Her  medicine  cabinet  bulged  with 
medrol,  chloraquin,  darvon,  librium,  atarax  and  com- 
pazine. 

By  the  time  of  admission,  she  had  become  acutely 
ill  with  grunting  dyspnea,  cough,  high  temperature, 
rapid  respirations  and  elevated  pulse  and  blood  pres- 
sure. There  was  dullness  over  the  right  upper  lobe. 
The  elevated  white  blood  count  and  toxic  marrow 
changes  were  in  keeping  with  the  clinical  impression 
of  lobar  pneumonia. 

X-ray  study 

The  chest  film  (Fig.  1)  substantiated  the  diagnosis 
and  pneumococci  were  grown  from  the  sputum. 
While  under  heavy  penicillin  therapy,  an  additional 
zone  of  pneumonia  developed  in  the  left  lung  cen- 
trally; later  the  right  upper  lobe  pneumonia  began 
to  excavate  (Fig.  2,  eight  days  after  admission). 
Repeat  culture  now  unmasked  a staphylococcus  aure- 
us, coagulase  positive:  prostaphylin  was  given  and  the 
patient  recovered  slowly.  Complete  radiographic  res- 
olution did  not  occur  till  six  weeks  later. 


Fig.  1 


Fig.  2 

Epicrisis 

An  old-fashioned  pneumococcus  pneumonia  was 
abruptly  transformed  into  a virulent  staphylococcus 
pneumonia,  with  abscess  formation  (or,  in  the  jargon, 
a pneumatocoele).  This  is  another  example  of  the 
changing  pattern  of  disease  that  we  are  seeing  all 
too  frequently  today.  The  numerous  obscure  envi- 
ronmental factors  which  interact  in  a complex  pa- 
tient living  in  a complex  world  remind  us  again  that 
a disease  such  as  pneumonia  is  really  an  abstraction 
— it  is  the  patient  who  is  an  entity,  and  if  the  climate 
is  appropriate,  anything  can  happen. 

A cknowledgement 

I am  indebted  to  Dr.  Richard  Angle,  Santa  Fe, 
N.  M.,  for  permission  to  use  this  clinical  material. 
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The  second  observance  of  Community  Health  Week  will  be  held  in  this  month 
of  October.  It  is  an  important  occasion  for  all  of  us — and  one  on  which  we 
should  capitalize  to  the  highest  possible  degree. 

The  medical  profession  has  a story  to  tell — a remarkable  story  of  enormous 
progress  in  the  health  field  and  of  the  new  achievements  and  conquests  that  are 
occurring  almost  daily.  The  primary  goal  of  Community  Health  Week,  as  envi- 
sioned by  the  House  of  Delegates  of  the  American  Medical  Association  in  au- 
thorizing the  program  is  to  focus  public  attention  at  the  community  level,  on  the 
health  progress  and  medical  advances  that  have  been  made.  The  accent  should 
be  on  the  quality  of  each  community’s  health  services  and  facilities. 

Don’t  miss  this  opportunity  to  tell  your  story  and  to  invite  both  public  and  pri- 
vate health  agencies  to  participate  in  Community  Health  Week  and  to  be  your 
full  partners  in  developing  the  most  appropriate  local  program  for  the  obser- 
vance. 
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Just  turned  hypertensive 


i\  ff^|gj|||||^||^||||[||||N|||0 

A 15  nun.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMQX- 

QUINETHAZONETABIEIS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg.'  ^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 

INAMID  COMPANY,  Pearl  River,  N.  Y. 


should  be  made  through  John  L.  Gwinn,  MD,  Sec- 
retary-Treasurer, Childrens  Hospital,  4614  Sunset 
Blvd.,  Los  Angeles  27,  California. 

Course  in  Laryngology  and 
Bronchoesophagology 


Blood  Volume  in  Clinical  Medicine 

Plans  have  been  completed  for  SYMPOSIUM  II — 
BLOOD  VOLUME  IN  CLINICAL  MEDICINE  to 
be  held  October  30,  1964,  at  the  International  Hotel, 
Los  Angeles,  California. 

More  than  400  physicians  from  the  United  States 
will  discuss  recent  developments  in  blood  volume 
measurement  techniques  and  application  of  data  to 
clinical  medicine  in  the  symposium  sessions. 

For  further  information,  contact  George  C. 
Henegar,  MD,  Associate  Professor  of  Surgery,  North- 
western University  Medical  School,  Chicago,  Illinois, 
who  will  serve  as  chairman. 

Los  Angeles  Radiological  Society 

The  Seventeenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  Biltmore  Hotel, 
Los  Angeles,  California,  on  Saturday,  January  30 
and  Sunday,  January  31,  1965. 

An  outstanding  program  has  been  prepared  featur- 
ing the  following  speakers:  Professor  Olle  Olsson, 
University  clinics,  Lund,  Sweden;  Donald  L.  McRae, 
MD,  McGill  University,  Montreal,  Canada;  Harry 
Z.  Mellins,  MD,  State  University  of  New  York, 
Downstate  Medical  Center,  Brooklyn,  New  York; 
Vincent  P.  Collins,  MD,  Baylor  University,  Houston, 
Texas;  and  Dr.  Eric  Samuel,  Edinburgh,  Scotland. 

The  conference  fee  of  twenty-five  dollars  ($25.00) 
will  include  two  luncheons  and  panel  discussions 
with  the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  radiological  residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  fare  tickets  for  the 
luncheons  and  dinner-dance  will  be  available  to 
Residents  in  Radiology. 

Hotel  reservations  may  be  made  directly  by  con- 
tacting the  Convention  Manager,  Biltmore  Hotel, 
Los  Angeles,  California.  Conference  reservations 


November  9 through  21,  1964 

The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine  at  the  Medical  Center, 
will  conduct  a postgraduate  course  in  Laryngology 
and  Bronchoesophagology  from  November  9 through 
21,  1964,  under  the  direction  of  Paul  H.  Holinger, 
MD.  It  will  be  held  at  the  new  Illinois  Eye  and  Ear 
Infirmary,  1855  West  Taylor  Street,  Chicago. 

Registration  will  be  limited  to  15  physicians  who 
will  receive  instruction  by  means  of  animal  demon- 
strations and  practice  in  bronchoscopy  and  esoph- 
agoscopy,  diagnostic  and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  University  of  Illi- 
nois College  of  Medicine,  1853  West  Polk  Street, 
Chicago,  Illinois  60612. 

Arizona  Heart  Association 

The  Eighth  Annual  Cardiac  Symposium  of  the 
Arizona  Heart  Association  will  be  held  on  January 
29  and  30,  1965,  at  the  Arizona  Biltmore  Hotel  in 

Phoenix.  Program  speakers  will  be: 

Dr.  C.  Walton  Lillehei  Dr.  S.  Gilbert  Blount,  Jr. 
Minneapolis,  Minnesota  Denver,  Colorado 

Dr.  Aubrey  Leatham  Dr.  Thomas  W.  Mattingly 
London,  England  Washington,  D.  C. 

9th  Annual  Meeting  of  the 
Medical  Society  of  the  United 
States  and  Mexico 

Mountain  Shadows — Phoenix,  Arizona 

December  9-12,  1964 

For  information,  write:  James  Nauman,  MD, 
1603  N.  Tucson  Blvd.,  Tucson,  Arizona. 


Gain  Valuable  Insight  from  these  New  Books 


fust  Published! 

STEREOSCOPIC  MANUAL  OF  THE 
OCULAR  FUNDUS  IN  LOCAL 
AND  SYSTEMIC  DISEASE 

This  is  the  first  book  to  cover  this  subject  by  utilizing 
stereoscopic  photographs  which  add  a third  dimensional 
view  of  the  fundus — depth.  By  illustrating  the  normal 
fundus  as  well  as  abnormal  pathologic  condition  of 
the  fundus  with  superb  full  color  stereophotographs,  it 
can  be  a valuable  diagnostic  tool  for  you. 

By  FREDERICK  C.  BLODI,  M.D.,  and  LEE  ALLEN.  132  pages, 
8'/2"  X H",  with  6 line  drawings,  95  photomicrographs,  105  stereo- 
scopic views  on  15  reels,  View-Master®  compact  viewer.  $32.50. 


New  4th  Edition! 

Campbell's  OPERATIVE  ORTHOPAEDICS 

This  two-volume  edition  of  the  classic  reference  is 
the  only  work  in  English  to  discuss  almost  the  entire 
field  of  orthopaedic  surgery  in  such  graphic  detail.  Of 
the  1,535  illustrations,  510  are  new. 

Edited  by  A.  H.  CRENSHAW,  M.D.,  Memphis,  Tenn.  I%3,  4th 
edition,  2 volumes,  1778  pages,  7'/*"  n IO'/2",  with  1535  illustra- 
tions, including  9 in  color.  Price,  $57.50. 

CONTACT:  John  Korsen,  10671  Livingston  Dr.,  Denver,  our  profes- 
sional representative  in  your  area. 

THE  C.  V.  MOSBY  Company— Publishing 
3207  Washington  Blvd.  St.  Louis,  Mo.  63103 
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FOR  YOUR 
EUDERL.Y 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabauate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


18th  Clinical  Convention  of  the  AMA 

Miami  Beach,  Florida— Nov.  29-Dec.  2, 1964 

America’s  favorite  wirrter  playground 
becomes  the  classroom  for  America’s 
practicing  physicians  — offering  you  in 
four  days  a comprehensive,  compact  post- 
graduate course  in  the  most  recent  develop- 
ments in  medical  science. 

Plan  to  attend  — register  now  — and  be  on 
hand  in  Miami  Beach’s  modern,  air-conditioned  Audi- 
torium and  Exposition  Hall  convenient  to  all  the 
luxurious  seashore  hotels. 

BREAKFAST  ROUNDTABLE  DISCUSSION:  Carcinoma  of  the 
Thyroid  • Rectal  Polyps  • Cosmetic  Surgery  • Peptic  Ulcer 
Treatment  • Problems  of  Terminal  Illness  • Comprehensive 
Health  Appraisal.  SCIENTIFIC  SESSIONS:  Rehabilitation  of  the 
Handicapped  • Iatrogenic  Diseases  • Hypertension  • Pulmonary 
Emphysema  • Nuclear  Medicine  • Public  Health  • Aviation  Medicine 
• Depressive  States  • Cardiac  Arrhythmias  • Advanced  Breast  Cancer 
• Gastrointestinal  Diseases  • Autoimmune  Diseases  • Pyelonephritis  • 
Vascular  Occlusive  Diseases.  THREE-SESSION  COURSE  IN  OBSTETRICS  FOR 
THE  GP  . CLOSED  CIRCUIT  TELEVISION  . MOTION  PICTURE  PREMIERES  • 275 
SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


The  complete  scientific  program,  plus  forms  for  advance  registration  and  hotel  accommodations,  will  be  featured  in  JAMA  October  26 

DON’T  MISS  THE  WINTER’S  BIGGEST  MEDICAL  MEETING 
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New  excitement  Joins  Frontier's 


Luxurious  and  Mighty.  Sleek.  Swift.  Smooth. 
Hushed!  Brand  new  excitement,  inside  and  out- 
designed  and  destined  to  increase  your  total  flying 
pleasure.  Smartly-styled  in  Frontier's  rich  new  flying 
colors.  Superb  performance  . . . smooth,  quiet  flights 
now  100  miles  an  hour  faster.  The  secret?  Depend- 
ability-proved 3750  horsepower  jet-prop  Allison 
engines!  One  more  exciting  thought:  try  iti  At  your 
pleasure  now.  And  remember,  all  of  Frontier's  money- 
saving flight  plans  are  also  available  on  the  580: 
Special  Family  Fare  Plan  . . . Youth  and  Military  dis- 
counts . . . Group  and  Excursion  fares  . . . and  all  the 
rest.  Ask  about  them! 


. / 


FRONTIER  FUIES  TO  DENVER  / EL  PASO 
KANSAS  CITY  / JACKSON  / GREAT  FALLS  / M 


/ PHOENix  / TUCSON  / SALT  LAKE  CITY 
NOT  / RAPID  CITY  and  most  every  place  In  between! 


and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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EDITORIALS 


JJe  lived  thousands  of  miles  from  us.  We  saw 
him  only  two  or  three  times  a year  at  national 
meetings.  Yet  for  many  years  we  knew  that  he  was 
a close  and  very  real  friend.  So  did  thousands  of 
others. 

First  of  all,  Dr.  Norman  A.  Welch 
was  a great  doctor,  an  eminent  internist. 
Many  knew  that  he  had  long  been  an 
outstanding  leader  and  had  held  high  of- 
fices in  more  than  one  national  medical 
organization.  True,  he  was  also  a noted  parlia- 
mentarian and  an  expert  presiding  officer,  an  im- 
pressive public  speaker  and  a respected  spokes- 
man for  medicine.  And  finally,  he  had  been  in- 
augurated only  last  June  as  President  of  the 
American  Medical  Association  and  thereby  had 
reached  the  highest  pinnacle  of  prominence  that 
can  come  to  an  American  physician. 

But  to  every  person  who  had  ever  dealt  with 
him,  whether  as  a patient,  consultant,  local  state 
or  national  colleague,  employee,  associate  in  the 
AMA  House  of  Delegates,  or  officer  or  staff 
member,  he  was  first  and  foremost  a friend.  And 
he  had  also  earned  from  colleagues  near  and  far 
that  ultimate  respect  one  physician  can  accord  an- 
other when  they  said  of  him  that  he  was  “a  doc- 
tor’s doctor.” 

His  collapse  the  evening  of  September  2 at 
Jackson  Lake  Lodge,  Wyoming,  only  minutes  be- 
fore he  was  to  attend  the  aimual  banquet  of  the 
Wyoming  State  Medical  Society  as  its  guest  speak- 
er, was  a tragedy  to  his  lovely  wife  who  was  with 
him,  to  his  five  children  in  the  Boston  area,  and  to 
the  profession  of  Wyoming  assembled  in  the  same 
hotel.  His  death  some  twenty-four  hours  later 
from  the  massive  intracerebral  hemorrhage  that 
had  felled  him  turned  tragedy  into  permanent  loss, 
not  only  to  family  and  friends  but  to  the  American 
Medical  Association,  to  every  state  and  county 
medical  society,  to  all  of  us;  yes,  to  America. 

But  the  American  Medical  Association  still 
stands,  and  pauses  in  its  manifold  activities  and 
services  to  America  and  to  the  profession  it  rep- 
resents only  long  enough  to  pay  final  homage  to 


Our 

Loss 


its  departed  leader,  just  as  did  the  American  Gov- 
ernment after  an  assassin’s  bullet  took  the  life  of 
a United  States  President  last  November.  Last 
June  the  AMA  House  of  Delegates  elected  Dr. 
Donovan  F.  Ward  of  Dubuque,  Iowa,  as  its  Pres- 
ident-elect, to  assume  office  next  summer  at  the 
annual  convention  in  New  York  City.  Now,  Dr. 
Ward  is  President,  automatically,  and  will  carry 
the  full  duties  and  heavy  burdens  of  that  office 
until  late  next  June.  At  the  AMA’s  Clinical 
Convention  in  Miami  Beach  the  end  of  this  No- 
vember, the  House  of  Delegates  will  choose  a 
President-elect  to  succeed  President  Ward. 

Dr.  Ward’s  heart  is  very  heavy,  and  in  this 
hour  he  needs  the  help  and  support  of  all  of  us. 
We  trust  that  every  member  will  give  it  in  full 
measure. 


J^ECENTLY  A MAJOR  American  pharmaceutical 

firm  was  successful  in  suing  a former  employee 

for  selling  secrets  of  research  and  production  of 

an  antibiotic  to  an  Italian  drug  manufacturer — 

however,  not  until  long  after  the  Itahan  firm, 

whose  research 

- . T . ••  and  development 

Legitimate  Intervention  ^ j .1. 

costs  had  thus 

By  Federal  Government  ^een  paid  by  the 

American  com- 
petitor, had  underbid  the  same  firm  in  a large 
sale  of  this  drug  back  to  the  United  States  govern- 
ment. This  was  an  ironical  development  during 
the  period  when  our  drug  companies  were  being 
investigated  and  harassed  by  a committee  of  Con- 
gress whose  members  were  reluctant  to  realize 
that  a major  cost  of  any  drug  is  in  research  and 
methods  and  who  were  eager  to  introduce  Federal 
regulations  into  the  activities  of  the  drug  industry. 

Vigorous  protests  by  many  persons  and  or- 
ganizations are  now  being  made  against  purchases 
by  our  government  of  foreign  drugs  produced  on 
the  basis  of  formulae  and  methods  stolen  from 
ethical  American  manufacturers.  Piracy  of  in- 
dustrial secrets  is  a very  important  problem  to 
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American  industrialists.  Chemical,  drug,  electron- 
ic, petroleum  and  rubber  products  are  especially 
vulnerable  to  this  type  of  stealing,  because  an  ex- 
perienced employee  can  carry  in  his  head  the  es- 
sentials of  a formula  or  method.  The  Federal 
government  should  block  these  activities,  not 
participate  in  them! 

A few  months  ago.  Governor  Mark  O.  Hatfield 
of  Oregon  brought  to  public  attention  a similar 
problem  in  industry  in  which  the  government 
penalizes  the  inventor  and  developer  of  a process 
rather  than  protecting  him.  He  reported  an  elec- 
tro-scientific firm  on  the  west  coast  which  after 
much  expense  and  effort  developed  a measuring 
instrument.  The  Federal  government  bought  one 
of  these,  allowed  another  firm  to  copy  it,  and  has 
since  bought  over  five  million  dollars  worth  of 
the  instrument  from  this  latter  firm.  This  is  ap- 
parently a legal  procedure  since  there  is  an  old 
law  which  provides  that  a manufacturer  can  copy 
a patented  product  if  he  sells  it  only  to  the  govern- 
ment. The  law  was  orginally  designed  to  assure 
that  the  government  could  get  rapid  production 
of  necessary  products  during  war  time. 

These  are  areas  where  the  government  is  not 
protecting  the  constitutional  rights  of  individuals 
— areas  of  “legitimate”  intervention  by  Federal 
government  into  private  enterprise.  Big  government 
seems  more  anxious  to  expand  into  new  areas  of 
supervision  and  control  than  to  perform  its  con- 
stitutional functions  of  protecting  the  rights  and 
property  of  its  citizens. 
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HE  REARING  OF  a human  child  is  a singular 
phenomenon.”  This  sentence,  from  an  article  in 
this  issue  of  the  Journal,  is  more  than  an  interesting 
observation.  In  the  connotation  that  mishaps  in 
the  period  of  infancy  and  early  childhood  are  the 

basis  of  sociopathy,  this 


Delinquency— 

A Medical  Problem 


statement  is  sobering 
and  provocative.  There 
is  no  counterpart  in  na- 
ture to  the  rearing  of 
the  human.  There  is  no  recognizable  psychiatric 
behavior  in  other  animals  living  in  their  natural 
state.  The  increase  in  delinquency  and  crime  is 
of  deep  concern  to  many.  Every  physician  should 
be  particularly  aware  of  this  problem  of  our 
civilization  because  in  many  respects  it  is  a med- 


ical one.  We  invite  your  attention  to  the  article  by 
Ira  L.  Howell,  MD,  entitled  Delinquency  and 
Sociopathy. 


THOUGHTFUL  American  citizen  can  afford 
indifference  toward  the  duty,  privilege,  and  obli- 
gation to  cast  his  vote.  Nor  can  any  business  or 
profession  fail  to  examine  its  stake  in  the  outcome 
of  the  election.  Physicians  particularly  are  becom- 
ing better  citizens  as 
they  realize  the  impli- 
cations of  increasing 
governmental  controls. 
It  is  the  health  and 
lives  of  our  people,  the  quality  and  greatness  of 
our  profession,  that  we  are  striving  to  preserve. 
Rights  of  the  individual  and  inspiration  of  free 
enterprise  are  to  be  defended. 

Be  sure  you  are  registered,  and  vote.  Remind 
your  friends  and  your  patients  to  trek  to  the  polls 
and  be  counted! 


Our  Cover 
Calls  for  Action* 


* We  are  indebted  to  the  Automatic  Voting  Machine  Com- 
pany of  Jamestown,  New  York  for  the  sharp,  meaningful, 
and  truly  American  photograph  on  our  cover. 


R.ISING  HOSPITAL  COSTS  bring  about  various  re- 
actions among  patients.  Some  of  them  are  humor- 
ous, many  bitter,  other  irate — all  deadly  serious. 
A frugal  German  farmer  brought  his  bill  to  the 
surgeon’s  office  and  questioned  each  item.  In- 
cidentally, the  code  designa- 
tions are  not  easily  deciphered 
by  an  occasional  “interpreter.” 
“What’s  this  one  of  $3.50?” 
said  he.  “That  was  for  that 
nausea,”  replied  the  surgeon,  “don’t  you  remem- 
ber being  sick  to  your  stomach,  apparently  from 
the  anesthetic?”  “Listen,  Doc,  I wasn’t  that  nau- 
seated,” came  his  pungent  reply. 

Another  retort  within  recent  memory  came 
from  the  surgeon  himself.  He  asked  the  nurse  for 
one  cotton  applicator.  She  handed  him  one,  re- 
posed between  her  thumb  and  forefinger  while 
asking  the  patient’s  name  and  room  number.  Fol- 
lowing a moment  of  unbelief,  the  doctor  asked  if 
she  was  serious,  and  could  it  be  that  the  hospital 
would  require  the  clerical  steps  to  record  and  col- 


Increments  in 
Medical 
Service  Costs 
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lect  another  charge  for  such  an  item.  An  affirma- 
tive answer  followed. 

This  figures!  We  recall  that  no  longer  are  stitch 
sets,  gauze,  and  bandages  readily  available  for 
the  asking.  A “tray”  must  be  requisitioned  and 
charged  to  the  patient,  even  for  the  most  minor 
maneuver.  The  nurse  or  an  aide  makes  a trip  to 
Central  Supply  for  a gauze  bandage  or  dab  of 
ointment. 

Here’s  one  suggestion.  We  doctors  could  agree 
to  be  unperturbed  by  these  little  items — if  patients 
are  credited  with  the  food  they  do  not  or  cannot 
eat! 

Most  of  us  are  still  on  the  patient’s  side,  for 
they  are  the  reason  for  our  existence  as  a pro- 
fession. Even  small  abuses  of  them  and  their  pock- 
etbooks,  with  over-utilization  of  insurance  and 
ancillary  services,  contribute  to  rising  costs  of 
medical  care  and  the  advent  of  bureaucratic  in- 
tervention. 


The  Krebiozen 
Episode  and 
Cancer  Research 


The  Food  and  Drug  Administration  of  the 
Department  of  Health,  Education  and  Welfare 
has  finally  settled  the  Krebiozen  controversy  by 
their  announcement  that  it  has  no  value  in  the 
treatment  of  cancer.  It  consists  of  a well-known, 
non-beneficial  agent,  cre- 
atin,  but  some  lay  approval 
apparently  will  exist  for 
some  time  because  of  its 
appeal  to  many  people. 

Naturally,  the  question  arises  as  to  why  there 
was  so  much  delay  in  coming  to  the  official  con- 
clusion, and  the  reason  usually  given  is  the  repu- 
tation of  its  principal  sponsor.  While  this  un- 
doubtedly was  a large  factor,  the  main  reason  for 
withholding  of  a decision  lies  in  the  present  ap- 
proach to  the  cancer  theory.  This  theory,  which 
considers  a virus  becoming  accepted  as  a gene, 
is  an  obvious  attempt  to  explain  the  absence  of 
viruses  in  human  cancer  tissue.  In  cancer  research, 
at  this  time,  the  virus  concept  is  thoroughly  or- 
ganized and  systematized  but  is  completely  with- 
out any  facts.  Nothing  has  been  proven  that 
viruses  are  able  to  enter  cells  and  become  inte- 
grated as  genes,  and  there  is  no  certain  proof  that 
they  are  even  associated  with  human  cancer. 

The  theory  of  cancer  etiology  considers  cancer 
to  be  a group  of  diseases.  The  cause  is  being  pri- 


marily sought  in  the  virus  field  and  consists  of  an 
attempt  to  relate  the  molecular  structure  of  nucleic 
acid  to  that  of  viruses.  Because  viruses  are  able 
to  invade  cells  and  influence  the  cellular  metab- 
olism, it  is  thought  that  these  changes  might  be 
responsible  for  malignant  diseases.  The  assump- 
tion that  the  virus  is  accepted  by  the  cell  as  a 
gene  and  the  cell’s  genetic  mechanism  reproduces 
a caneer  cell  in  which  no  virus  can  be  detected,  is 
a theory  without  basis  and  has  no  counterpart  in 
nature. 

The  race  to  solve  the  secret  of  life  is  largely 
responsible  for  the  current  direction  of  cancer 
research.  If  living  cells  can  be  reproduced  from 
nucleic  acid,  it  is  hoped  that  some  chemical  alter- 
ation in  its  molecule  may  be  found  which  will 
eventually  ehminate  the  occurrence  of  cancer. 
This  concept  is  an  oversimphfication  of  the 
resemblance  of  viruses  to  nucleic  acids. 

Because  of  its  chemical  approach  to  the  cancer 
problem  many  are  inclined  to  accept  the  Krebi- 
ozen theory.  If  Krebiozen  had  not  had  this  back- 
ground, it  could  probably  have  never  made  any 
headway  as  there  has  been  insufficient  evidence 
offered  in  its  support,  either  in  the  form  of  chem- 
ical analysis  or  visible  results. 

The  direction  of  the  beliefs  of  individuals  are 
largely  responsible  for  their  attitude  and  this  ap- 
plies to  any  field.  The  reason  this  approach  pro- 
duced so  wide  a following  can  be  explained  by  its 
relation  to  the  popular  theories  of  cancer  etiology. 

Henry  G.  Hadley,  MD* 

* From  the  Research  Foundation,  Inc.,  4601  Nichols  Ave., 
S.W.,  Washington,  D.  C. 


The  Last  Word 


Blessed  Are  The  Poor;  They’ll  Elect  Me.” 
So  said  an  editorial  writer  for  the  Chicago 
Tribune,  who  brandished  his 
pen  against  the  practicalities 
of  President  Johnson’s  “War 
on  Poverty.”  Observing  that 
poverty  cannot  be  budgeted 
out  of  existence,  the  writer  recalled  the  sand-on- 
the-beach  quotation  of  Alice  in  Wonderland: 

“If  seven  maids  with  seven  mops 
Swept  it  for  half  a year, 

Do  you  suppose,”  the  walrus  said, 

“That  they  could  get  it  clear?” 

• — Oklahoma  State  Medical  Journal 
March  1964 
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one  of  the  fundamental  drugs  in  medicine 
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Our  dual  responsibility 

Samuel  B.  Childs,  MD,  Denver 


The  modern  doctor  must  not  only 
provide  diagnosis  and  treatment,  but 
act  as  the  careful  fiscal  agent  to  conserve 
his  patient* s medical  dollars. 

A YEAR  AGO  when  I was  made  the  President-Elect 
of  the  Colorado  Medical  Society,  I recall  remark- 
ing that  considerable  preparation  was  necessary 
for  the  individual  assuming  the  presidency  of  this 
Society.  That  remark  must  rate  as  the  major 
understatement  of  all  times! 

I had  no  conception  of  the  breadth  and  the 
scope  of  the  undertakings  with  which  organized 
medicine,  on  the  local,  the  state,  and  the  national 
levels,  is  engaged. 

The  intent  of  all  this  endeavor  is  directed  to 
one  goal:  that  the  optimum  conditions  be  fur- 
thered for  the  most  effective  functioning  of  the 
three  great  interrelated  parts  of  medicine,  namely 
teaching,  research  and  patient  care.  And  with  the 
goal  that  under  this  broad  canopy  a proper  niche 
may  be  found  by  each  of  the  7,362  individuals 
who  have  earned,  in  1964,  their  degrees  as  Doc- 
tors of  Medicine;  whether  their  peculiar  skills  are 
best  suited  to  the  mathematical  disciplines  of  the 
sciences,  the  niceties  of  the  hberal  arts,  or  in  the 
practice  of  medicine.  To  all  of  these  incumbents 
in  our  profession,  we  are  in  a position  to  offer  a 
hearty  welcome.  It  is  our  present  task  to  preserve 
this  heritage,  this  unencumbered  opportunity  to 
participate  in  the  finest  medicine  in  the  World. 

Recently  a meeting  was  held  at  the  American 
Medical  Association  Headquarters  in  Chicago  for 
presidents  and  presidents-elect  of  the  several 
states’  societies.  More  than  forty  attended.  The 
purpose  of  the  meeting  was  to  provide  a liaison 
between  the  AMA  and  the  states’  associations, 

♦ Presidential  Address  delivered  September  19,  1964,  before 
the  94th  Annual  Session,  Colorado  Medical  Society,  Broad- 
moor Hotel,  Colorado  Springs. 


and  to  discuss  some  of  the  problems  which  arise 
in  the  conduct  of  the  multiple  activities  of  the  state 
societies.  Many  topics  were  discussed  and,  for 
your  information,  may  I fist  some  which  are  ger- 
mane to  our  Colorado  Medical  Society? 

For  instance:  The  planning,  development,  and 
conduct  of  our  annual  or  semi-annual  scientific 
sessions,  a great  task  in  itself.  The  writing,  editing, 
business  management  and  printing  of  state  med- 
ical journals  . . . and  their  financing,  inasmuch  as 
many  of  these  publications  must  be  subsidized  by 
our  organizations. 

Our  relationships  with  state  agencies  and  in- 
stitutions; we  must  maintain  constant  communica- 
tions to  minimize  the  misunderstandings  which 
nevertheless  do  occur.  Witness  recent  difficulties 
regarding  the  Old  Age  Pension  Medical  Care 
Plan,  and  problems  arising  in  regard  to  the  Crip- 
pled Children’s  program.  And  we  are  now  de- 
veloping operational  plans  for  the  Medical  As- 
sistance for  the  Aged  program  under  the  Kerr- 
Mtlls  law. 

Then  there  are  the  numerous  proposals  relating 
to  health  care  which  are  introduced  annually  in 
each  assembly  of  our  State  Legislature.  We  intro- 
duce our  own  proposals  for  improved  medical  and 
health  legislation  periodically,  and  some  bills 
which  are  inimical  to  the  private  practice  of  med- 
icine occasionally  are  introduced. 

Liaison  problems  seem  to  be  everywhere,  and 
with  all  the  allied  medical  services.  With  pharma- 
cists, pharmacies,  and  their  organizations.  With 
nurses  and  their  organizations.  With  dentists,  vet- 
erinarians, osteopaths.  With  the  many  voluntary 
health  agencies  including  those  devoted  to  the 
problems  of  individual  diseases.  Each  contact  re- 
quires that  some  one  in  our  profession,  usually  a 
committee,  devote  time  and  effort,  sometimes 
money,  to  present  Medicine’s  position  to  others. 
Thereby  staff  work,  correspondence,  telephoning 
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and  other  follow  up  work  immediately  is  aug- 
mented. 

This  is  not  all  of  the  liaison  work  your  state 
medical  society  and  its  county  components  must 
undertake.  We  are  responsible  for  the  creation  of 
the  Blue  Shield  Plan,  and  we  staff  its  important 
committees.  We  must  maintain  close  cooperation 
with  Blue  Cross,  with  hospitals,  and  with  their 
associations.  We  integrate  the  affiliations  between 
our  county  units  and  the  American  Medical  As- 
sociation. 

To  many  of  the  one  thousand  meetings  spon- 
sored annually  by  the  AMA  your  state  society  is 
urged  to  send,  and  does  send,  representatives.  The 
topics  . . . you  name  them  . . . include  mental 
health,  emergency  medical  service,  automotive 
safety,  health  education  in  pubhc  schools,  prob- 
lems of  medical  licensure,  internship  studies.  The 
AMA  conducts  a conference  on  practically  all 
fields  of  medical  interest. 

We  are  vitally  interested  as  practicing  phy- 
sicians in  our  relationships  with  the  medical 
schools  which  gave  each  of  us  our  professional  be- 
ing. We  offer  our  support  as  volunteer  faculties. 
We  request,  in  turn,  the  support  of  organized 
medicine  by  their  full-time  faculties.  We  need  all 
of  the  best  brains  and  hands  which  can  be  made 
available  to  our  endeavor. 

Finally,  we  have  increasingly  important  rela- 
tionships to  develop  and  maintain  with  the  press, 
the  radio,  and  television.  Public  communication 
surpasses  aU  other  forms  of  communication  in 
speed  and  impact  upon  individuals. 

All  of  these  topics  are  on  the  agenda  for  the 
committees  of  this  Society  for  the  coming  year.  I 
submit  to  some  of  our  cynical  friends  that  the 
chief  function  of  a medical  association  is  not 
merely  to  see  that  its  members  make  a respectable 
living! 

Of  all  of  these  problems  with  which  organized 
medicine  is  currently  engaged,  one  particularly  ap- 
pears to  require  more  detailed  comment.  I refer  to 
the  careful  stewardship  and  judicious  expenditure 
by  the  profession  of  the  patient’s  medical  dollar. 
These  dollars  are  not  infinite  in  number,  nor  are 
they  elastic.  They  are  being  subjected  to  severe 
stresses.  Every  doctor  readily  shoulders  his  re- 
sponsibility in  the  diagnosis  and  treatment  of  his 
patients’  medical  ailments;  some  doctors  have  not 
realized  as  yet  that  the  medical  profession  has  a 
dual  role,  and  a double  responsibility.  The  doctor 
is  also  the  fiscal  agent  of  his  patient’s  medical 
finances.  He  must  expend  his  patient’s  medical 


resources  wisely  and  conserve  them  when  pos- 
sible. The  rising  costs  of  health  care,  principally 
in  hospital  costs  but  also  in  the  costs  of  all  other 
health  services  and  supplies,  present  a challenge 
to  the  profession  which  we  plan  to  meet.  If  not, 
the  current  rates  charged  by  Blue  Cross,  by  Blue 
Shield,  and  by  other  voluntary  insurance  plans 
must  rise  inexorably. 

The  average  daily  cost  per  patient,  per  day,  in 
one  general  hospital  in  metropolitan  Denver,  under 
constant  conditions  for  the  period,  has  risen  in  the 
following  manner:  1961 — $35.36;  1962 — $38.05; 
1963 — $41.30;  and  for  seven  months  of  1964 — 
$43.39  ...  an  increase  of  22.8  per  cent  in  less 
than  four  years.  This  figure  coincides  with  the 
national  scale  which  shows  an  annual  rise  of  from 
5 to  7 per  cent  per  year.  From  1961  through  1963 
a breakdown  shows  that  payroll  costs  at  this  hos- 
pital increased  13  per  cent,  while  goods  and  ser- 
vices showed  a cost  increase  of  15  Vi  per  cent. 

The  rising  costs  of  “bricks  and  mortar,”  food, 
lodging  and  labor  hardly  can  be  assigned  to  the 
medical  profession. 

But  the  over-utilization  of  hospital  facilities,  ex- 
tra days  in  the  hospital,  unnecessary  hospitaliza- 
tion, unnecessary  and  redundant  laboratory  tests 
can  be  so  assigned.  The  physician  must  under- 
stand that  teaching  programs  in  community  hos- 
pitals are  a desirable  obligation,  but  that  there  is 
no  proviso  in  the  funds  of  voluntary  health  insur- 
ance to  pay  for  laboratory  procedures  which  are 
of  intellectual  interest  alone.  This  fact  must  be  re- 
called to  the  attention  of  our  house  staffs. 

In  this  campaign,  in  this  entrenchment,  we 
need  reserves  and  reinforcements.  We  have  them. 
The  Colorado  Hospital  Association  is  concerned 
equally  by  this  rising  cost  scale,  and  has  initiated 
a pilot  program  in  two  hospitals  to  identify  the 
unit  cost.  This  project  requires  a major  revision  in 
cost  accounting  practices  but  offers  promise.  The 
pilot  study  indicates  that  the  present  assignments 
of  some  charges  are  inaccurate,  for  example,  that 
laboratory  charges  are  too  high  and  maternity 
charges  are  too  low.  Cost  identification  must  pre- 
cede correction. 

Our  great  ally,  of  course,  is  the  American  pub- 
lic. The  prevention  of  inflation  in  medical  dollar 
values  is  a vital  issue  to  our  patients.  Their  co- 
operation is  a virtual  certainty  once  our  com- 
munications to  them  have  established  the  facts. 
It  is  our  obligation,  individually  and  collectively, 
to  publicize  these  facts,  and  for  each  of  us,  as  phy- 
sicians, to  honor  our  “double  responsibility.”  • 
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Delinquency  and  sociopathy* 

Ira  L.  Howell,  MD,  Denver 


For  the  physician  to  contend  that 
delinquency  is  a sociologic  problem  rather 
than  a medical  one  is  only  an  attempt  to 
avoid  the  responsibility  for  a particularly 
knotty  problem. 

Of  all  aspects  of  human  behavior,  the  problem 
of  moral  derehction  remains  the  most  enigmatical. 
No  satisfactory  solution,  or  hope  for  solution,  has 
yet  been  found.  It  is  impossible  to  estimate  ac- 
curately the  monetary  cost  of  the  attempts  to  con- 
trol this  problem,  and  it  is  impractical  to  calculate 
the  cost  in  frustration  and  grief  to  those  directly 
and  indirectly  concerned.  No  one  is  exempt  from 
the  effect  or  threat  posed  by  the  problem  of  soci- 
opathy. 

There  is  an  attempt  to  differentiate  between  de- 
linquency and  crime,  considering  delinquency  to 
be  a psychologic  default,  and  crime  to  be  a judicial 
one.  This  distinction  is  artificial,  for  if  any  dif- 
ference between  the  two  exists,  it  is  quantitative — 
both  are  forms  of  antisocial  behavior  motivated 
by  rebellion.  For  the  physician  to  contend  that  de- 
linquency is  a sociologic  problem  rather  than  a 
medical  one  is  only  an  attempt  to  avoid  the  re- 
sponsibility for  a particularly  knotty  problem.  Ap- 
pearances notwithstanding,  both  the  delinquent 
and  the  criminal  belong  in  the  classification  of 
sociopathy  which  includes  addicts  (of  alcohol  as 
well  as  of  other  drugs),  sexual  deviates,  and  mal- 
contents. The  sociopath  is  incapable  of  exhibiting 
true  loyalty  to  any  person,  group,  or  code.  The  in- 
dividual may  appear  callous,  hedonistic,  and  de- 
void of  sound  judgment.  Most  often,  he  lacks  a 
sense  of  responsibility,  is  incapable  of  good  emo- 
tional control,  develops  dependency  on  others  and 
may  gravitate  to  drug  peddhng,  prostitution,  pan- 
dering, forgery,  larceny,  gambling,  and  raekets; 
he  may  resort  to  assault,  rape,  embezzlement,  and 
murder;  and  he  may  exhibit  abnormal  sex  be- 
havior, pyromania,  kleptomania,  and  pathologic 
lying.  The  more  clever  and  more  dangerous  may 
present  pohshed  manners,  neat  appearance,  and 

♦ From  the  Research  Department  of  Moimt  Airy  Foundation 
Hospital,  Denver.  A list  of  17  references  has  been  deleted 
because  of  space  limitations. 


may  excel  in  pretense,  covering  falsehood  with  a 
cloak  of  utter  innocence. 

Paradoxical  nature 

Over  the  years  straightforward  reasoning,  based 
upon  objective  observation  and  simple  deduction, 
has  shed  little  light  upon  the  dynamics  of  psy- 
chiatric disease.  There  have  been  many  criticisms 
of  psychoanalysis  and  its  founder,  but  we  are  in- 
debted to  Freud,  for  his  work  has  led  to  an  arousal 
of  special  interest  in  the  role  of  the  parents  in  the 
production  of  emotional  disease,  in  the  dynamic 
nature  of  psychiatric  illness,  in  the  paradoxical 
nature  of  emotional  maladjustment,  and  in  the  un- 
derstanding of  the  fact  that  very  httle,  if  any, 
human  behavior  is  accidentally  determined.  Fairly 
intent  scrutiny  of  the  sociopath  does  little  more 
than  confuse  the  observer.  The  delinquent’s  be- 
havior appears  senseless  and  bizarre  until  we  find 
the  key  to  unlock  the  paradoxes  which  motivate 
his  actions. 

To  blame  the  development  of  sociopathy  on 
horror  comics,  television  programs  depicting  vio- 
lence, influence  of  bad  company,  or  other  extra- 
domiciliary  influence  is  delusory.  To  base  cor- 
rective measures  upon  such  fallacious  reasoning  is 
scientifically  naive,  and  can  lead  only  to  failure. 
Our  search  for  a key  may  entail  some  mental  gym- 
nastics, for  the  human  mind  is  not  endowed 
with  the  capacity  to  fathom  Nature’s  secrets  easily, 
and  some  of  our  most  satisfactory  solutions  of 
scientific  problems  have  followed  the  discovery 
that  some  facts  that  appear  obviously  true  are 
false. 

Parental  influences 

The  rearing  of  a human  child  is  a singular  phe- 
nomenon. In  some  respects,  it  is  like  the  feeding 
of  a cybernetics  machine  in  preparation  for  its 
function  as  an  electronic  computer.  The  new-born 
child  is  devoid  of  experiences  and  relationships 
with  the  outer  world,  and  although  he  possesses 
some  instinctual  mechanisms  for  survival  and 
potential  instincts  for  development,  the  protoplasm 
of  his  nerve  cells  is  relatively  unmodified  by  stim- 
uli from  without.  His  future  patterns  of  reaction  to 
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his  world  will  be  determined  by  the  type,  quantity, 
and  arrangement  of  the  stimuli  he  receives.  The 
protoplasm  of  the  ganglion  cells  is  peculiar  in  that 
a stimulus  modifies  its  nature  more  or  less  per- 
manently, and  the  earliest  modifications  may  re- 
main more  indelible  than  those  that  follow.  For 
proper  mental  and  emotional  growth  in  the  child, 
much  material  must  be  fed  into  this  biologic  com- 
puter; trial  and  error  are  necessary;  relationships 
and  associations  of  ideas  must  be  built. 

It  is  no  wonder  that  those  having  to  do  with 
this  unique  process  may  become  confused  as  to  the 
best  ways  and  means  of  handling  the  job.  Many 
believe  that  the  duty  of  the  parent  is  to  mold  the 
personality  and  character  of  the  child;  but  this  is 
not  true,  for  the  material  is  most  often  absorbed 
indirectly.  We  do  not  teach  a child  to  talk,  walk, 
act,  or  react.  These  behavior  patterns  are  influ- 
enced and  modified  by  persons  in  the  child’s  en- 
vironment, but  far  more  strongly  by  imitation 
than  by  direct  instruction — ^the  child  will  do  as 
the  parent  does,  rather  than  as  the  parent  says. 
Parents  vary  greatly  in  their  feelings  of  responsi- 
bility toward  the  care  of  their  children,  but  the  ma- 
jority have  more  desire  than  knowledge.  At  best, 
the  job  of  properly  guiding  the  child  is  difficult, 
for  guidance  often  entails  actions  which  are  de- 
priving and  frustrating  to  the  child.  Many  behavior 
patterns  are  motivated  by  personally,  inborn  in- 
stincts which  brook  no  interference.  Parental  at- 
titudes have  a subtle  way  of  influencing  the  child. 

The  basic  difference  between  the  psychiatrically 
ill  and  the  psychiatrically  well  person  is  a matter 
of  adaptation  or  adjustment  to  the  environment, 
and  good  adjustment  depends  upon  the  subject’s 
capacity  to  direct  himself.  The  ultimate  goal  of 
child-rearing  is  the  production  of  individuals  capa- 
ble of  satisfactory  self-direction.  The  purpose  of 
home  care,  practical  training,  and  academic  learn- 
ing is  to  provide  the  individual  with  knowledge, 
practice,  and  wisdom  of  such  kind  and  amount  that 
he  may  make  proper  self-reliant  decisions  which 
enable  him  to  adapt  to  his  environment  in  those 
many  situations  where  his  instincts  fail  to  guide 
him.  During  the  process  of  such  education,  the 
individual  develops  certain  self-attitudes  which  in- 
fluence his  motivational  direction,  and  this  mo- 
tivational direction  in  turn  acts  as  a point  of  ref- 
erence by  which  his  behavior  is  regulated.  The  ag- 
gregate of  self-attitudes  is  sometimes  called  the 
censor  or  conscience,  but  in  reality,  the  group  of 
attitudes  includes  more  than  these.  The  organiza- 
tion of  the  self-attitudes  is  fashioned  from  the  raw 


materials  presented  to  the  child  by  the  parents  or 
parent  substitutes;  these  consist  of  parental  at- 
titudes toward  the  child,  attitudes  toward  their 
own  environments,  and  these  in  turn,  depend  upon 
the  parental  self-attitudes.  Except  in  those  cases 
in  which  the  child’s  environment  has  been  un- 
usually stressful  during  gestation  or  early  life,  the 
organization  of  the  self-attitudes  probably  starts 
to  develop  at  about  age  three  years,  the  age  at 
which  he  begins  to  verbalize  freely  and  effectively 
— the  age  at  which  he  begins  to  outstrip  the  other 
animals  mentally. 

Although  clearly-defined  self-attitudes  do  not 
develop  before  verbalization,  the  need  for  self- 
esteem is  an  instinctual  drive  which  appears  early 
and  is  similar  to  the  need  for  proper  temperature, 
air,  water,  food,  freedom  from  pain  and  discom- 
fort, and  other  less  obvious  ones.  The  individual 
does  not  outgrow  this  need  any  more  than  he  does 
the  need  for  companionship.  Because  of  a lack  of 
physical  development,  mental  growth,  and  experi- 
ence, the  infant  or  young  child  can  do  very  little 
without  aid  from  parents— he  has  no  way  of  earn- 
ing or  incorporating  enough  self-esteem  into  his 
organization  of  self-attitudes.  It  is  for  this  reason 
that  the  mother’s  unconditional  love  is  extremely 
important.  The  mother  must  feel  that  the  only 
reason  she  needs  to  think  the  child  is  perfectly 
wonderful  is  that  it  is,  and  that  it  is  hers.  If  for  any 
reason,  intentional  or  unintentional,  she  fails  to 
provide  the  child  with  an  attitude  of  “no  matter 
what  you  do  or  don’t  do,  you  are  mine,  you  are 
marvelous,  and  I love  you  just  because  you  are 
you,  and  I am  certain  you  could  do  no  wrong,” 
his  chances  of  developing  healthy  self-attitudes  are 
jeopardized.  The  mother  who  is  neglectful  of  her 
child  is  no  more  at  fault  than  the  mother  who  de- 
mands or  expects  too  much  of  her  charge.  The 
father’s  role  is  less  important,  and  it  comes  into 
play  later  in  the  child’s  development.  Since  the 
father’s  influence  is  necessary  to  maturate  and 
moderate  the  mother’s  work,  the  father’s  love 
should  be  conditional.  “When  you  are  good,  I 
will  love  you.” 

This  necessary  difference  of  parental  roles  often 
causes  misunderstanding  between  mother  and 
father,  with  friction  and  contention  between  the 
parents—for  which  the  child  pays  dearly.  A de- 
manding mother  or  an  all-forgiving  father  may 
confuse  him  severely.  This  situation  is  often  found 
in  the  background  of  homosexuals.  An  “unholy 
alliance”  in  which  an  emotionally  immature  moth- 
er promotes  a conspiracy  with  her  child  to  deceive 
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and  oppose  the  father  is  conductive  to  the  develop- 
ment of  disrespect  for  authority — the  most  im- 
portant ingredient  of  sociopathy.  A situation  in 
which  both  parents  are  too  permissive  is  con- 
ducive to  the  child’s  incapacity  to  meet  adult  prob- 
lems in  a realistic  manner;  if  both  parents  are  too 
demanding  (academic  and  religious  areas  are  the 
most  common)  the  child  may  exhibit  rebellion 
similar  to  the  neurotic  reaction  in  dogs  encoun- 
tered by  Pavlov  in  his  conditioned  reflex  experi- 
ments. 

Because  of  this  tendency  for  the  two  extremes 
of  parental  treatment  of  the  child  to  produce  sim- 
ilar results  (neglect  and  excessive  demands  or 
over-concern),  many  are  confused  as  to  just  what 
constitutes  proper  treatment  of  the  child.  Because 
parental  hostility  may  prove  harmful,  we  can  see 
how  some  have  mistakenly  concluded  that  cor- 
poral punishment  is  harmful  to  the  child’s  psyche, 
and  have  recommended  the  sparing  of  the  time- 
honored  rod.  But  corporal  punishment  properly 
administered  is  the  safest  form  of  punishment.  The 
fat-cushioned  gluteal  region  contains  no  particu- 
larly delicate  structures,  whereas  the  sensitive 
psyche  can  be  damaged  tremendously  by  frequent 
scoldings  and  lectures  of  parental  disapproval  over 
a long  period  of  time,  particularly  when  the  child 
has  made  an  effort  to  please.  “Reasoning  with  the 
child”  is  seldom  more  than  the  parent’s  verbalized 
self-frustrations  coming  from  his  own  self-pity, 
self-doubt,  or  guilt,  and  is  most  frequently  a puni- 
tive rather  than  a disciphnary  measure.  It  is  most 
vicious  because  of  its  unrecognized  contagious 
nature. 

Dynamics 

To  repeat,  superficial  observation  of  the  socio- 
path reveals  that  he  has  no  feelings  for  others,  he 
has  no  conscience,  and  that  he  is  often  egotistical 
and  conceited;  but  deeper  study  shows  that  these 
outward  appearances  are  false,  as  is  most  of  his 
personality.  Although  he  fights  hard  to  hide  it, 
even  from  himself,  he  has  an  overgrown  conscience 
which  overwhelms  him;  his  guilt  feelings  envelope 
him;  his  display  of  conceit  is  only  a disguise  for  a 
great  amount  of  self-hate  in  the  form  of  self-doubt. 

To  understand  him,  two  psychological  mecha- 
nisms common  to  aU  humans  must  be  understood. 
The  first  of  these  is  projection.  This  is  the  process 
by  which  the  individual  projects  the  feelings  he 
has  for  himself  outwardly  onto  people  and  ob- 
jects in  his  environment.  Some  2,500  years  ago, 
Theognis  said,  “He  who  mistrusts  most  should  be 


trusted  least.”  A more  modern  expression  is  “The 
jealous  bridegroom  never  looks  behind  the  door 
unless  he  has  been  there  himself.”  When  we  see 
“A”  venting  his  anger  onto  “B,”  we  usually  think 
that  “A”  is  angry  with  “B”  because  of  some  act  of 
“B’s”;  but  if  we  consider  that  “A”  is  angry  with 
“A”  and  is  projecting  that  anger  outwardly  onto 
“B,”  we  will  be  more  nearly  correct — and  we  will 
better  understand  human  behavior.  Why  is  “A” 
angry  with  “A”?  The  failure  to  have  any  one  or 
more  instinctual  needs  satisfied  with  resulting  frus- 
tration (pain,  fatigue,  discomfort)  may  create 
self-anger  which  can  then  be  projected.  Discom- 
fort resulting  from  failure  to  obtain  proper  tem- 
perature, oxygen,  water,  food,  companionship,  and 
self-esteem,  may  induce  self-dissatisfaction  which 
may  induce  self-pity,  self-doubt,  or  guilt.  A vicious 
circle  is  easily  established.  The  sociopath  is  par- 
ticularly addicted  to  self-torture,  and  often  cannot 
stand  a state  of  well-being.  We  are  now  beginning 
to  understand  the  important  paradox  of  the  socio- 
path— he  is  not  motivated  toward  actions  and 
situations  beneficial  or  pleasant  to  himself;  he 
seeks  frustration  in  the  form  of  pain,  torture,  and 
self-abasement.  Since  this  leads  to  an  unnatural 
situation  contrary  to  instinctual  needs  there  is 
little  wonder  that  his  search  for  punishment  for 
his  guilt  is  clouded  by  some  attempts  to  avoid 
some  pain  even  while  he  is  seeking  it  (ambiva- 
lence). 

For  the  lack  of  a better  term,  I shall  call  the 
second  important  psychological  mechanism  a dis- 
turbed point  of  reference.  A point  of  reference, 
being  an  important  landmark,  may  act  as  a guide- 
post,  and  when  it  is  disturbed,  all  that  which  is 
referred  to  it  may  become  disturbed.  Self-preserva- 
tion is  Nature’s  first  law;  self-protection  and  self- 
interest  are  of  paramount  importance  to  the  indi- 
vidual and  are  indispensible  for  good  adjustment. 
When  the  motivational  guidepost  is  turned  180 
degrees  from  its  proper  position,  we  find  our  sub- 
ject moved  by  self-destruction,  self-mutilation,  and 
self-punishment.  With  satisfaction  of  instinctual 
needs  and  freedom  from  frustration,  the  point  is 
moved  automatically  toward  the  pole  of  self-in- 
terest and  a happy  frame  of  mind;  with  frustra- 
tion, the  pole  is  automatically  pushed  in  the  direc- 
tion of  self-punishment  or  self-destruction.  In  the 
sociopath  more  than  in  others,  the  frustration  of 
bad  conscience  and  self-rejection  produce  severe 
displacement;  self-hate  is  aggravated  and  the  need 
for  self-punishment  follows,  and  these  are  pro- 
jected on  the  environment  (rather  than  onto  the 
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self  as  is  done  in  the  person  with  depressive  re- 
action). 

Approach  the  sociopath  with  a question  con- 
cerning his  conscience,  and  he  will  go  to  great 
lengths  to  prove  to  you  and  himself  that  he  has 
none  (usually  considering  its  presence  to  be  a 
sign  of  weakness).  When  he  tells  you  that  he  is 
most  ashamed  of  his  prison  record,  and  that  the 
most  painful  type  of  punishment  he  can  have  is 
to  be  deprived  of  his  liberty,  ask  him  why  has  he 
been  sent  to  prison  three  times  for  burglary,  and 
he  will  tell  you  that  he  does  not  know,  and  he  will 
probably  be  telling  the  truth.  When  you  point  out 
to  him  that  he  is  trying  to  punish  himself,  he  will 
probably  agree  with  you.  Many  sociopaths  are 
deeply  religious  but  dislike  to  reveal  this  char- 
acteristic. 

The  idea  that  guilt  precedes  a wrongful  act  may 
sound  strange  at  first  thought.  However,  unless  we 
understand  that  guilt  and  the  feeling  of  a need  for 
punishment  precede  or  lead  to  a licentious  act,  we 
can  never  comprehend  why  thirty-nine  persons 
have  confessed  (some  several  times)  in  the  case 
of  an  unsolved  murder  of  thirteen  years’  standing. 
The  fact  that  the  subject  is  oblivious  of  his  own 
compulsion  to  bring  punishment  to  himself,  and 
the  fact  that  the  period  during  which  guilt  exists 
before  the  sinister  act  is  committed  is  either  of 
short  duration  or  is  remote  in  time,  may  account 
for  obscurity  of  the  true  circumstances. 

Without  a true  understanding  of  the  psycho- 
logical mechanisms  of  projection  and  the  dis- 
turbed point  of  reference,  we  can  never  under- 
stand why  a seventeen  year  old  daughter  of  a well- 
fixed  rancher  compulsively  steals  money  which  she 
could  have  for  the  asking.  We  cannot  understand 
why  the  safe-cracker  leaves  his  billfold  at  the 
scene  of  his  crime.  We  cannot  understand  why  a 
certain  habitual  criminal,  although  intelligent  and 
capable  of  reasoning,  has  spent  80  per  cent  of  his 
adult  life  in  prison.  We  cannot  understand  why 
a criminal  murders  three  members  of  the  family  of 
his  benefactor  after  robbing  them,  until  we  un- 
derstand that  he  was  projecting  his  own  self-hate 
onto  his  friends— he  announced  to  the  press  that 
he  placed  no  value  on  his  own  life.  At  times  the 
sociopath  appears  to  be  relentless  in  his  search  for 
self-punishment,  and  if  his  mild  infractions  are 
overlooked  or  pardoned,  he  commits  greater  and 
greater  offenses  until  punishment  is  forthcoming. 

With  an  understanding  of  parental  influence, 
the  mechanism  of  projection,  and  that  of  a dy- 
namic self-hate,  the  sociopath’s  development  and 


behavior  appear  to  be  less  enigmatic.  The  broken 
home  is  not  the  only  bad  home;  the  neglectful 
parent  is  not  the  only  bad  parent;  and  the  influ- 
ence of  poverty,  undesirable  companions,  and 
habit,  may  be  only  incidental.  The  sociopath’s  be- 
havior no  longer  appears  to  be  accidental.  The 
criminal  can  no  longer  be  considered  to  be  a “moral 
imbecile”  or  a “moral  idiot”;  there  is  nothing 
wrong  with  his  reasoning  or  his  ability  to  know 
“right  from  wrong”;  he  is  trying  to  expiate  guilt 
for  which  there  may  have  been  no  original  crime 
or  default. 

The  sociopath  may  work  against  great  odds  and 
overcome  tremendous  handicaps  with  accomplish- 
ments worthy  of  a genius,  only  to  toss  all  of  his 
gains  over  his  shoulder  in  an  apparently  senseless 
gesture  when  success  is  eminent  or  when  his  guilt 
mounts.  The  alcoholic  who  goes  on  a binge  short- 
ly after  his  physician  has  warned  him  of  the 
threatened  danger  of  continued  insults  to  his  body 
is  not  stupid;  his  excuses  for  having  digressed  are 
spurious  and  usually  deceive  both  the  patient  and 
his  doctor;  the  real  reason  is  that  he  is  addicted, 
not  so  much  to  a drug,  but  to  both  self-torture  and 
to  the  repeated  escape  from  a flagellating  con- 
science. The  sexual  deviate  and  the  immoral  are 
often  indulging  in  self-debasement  in  an  attempt 
to  obtain  their  “just  due.”  The  wayward  daughter 
will  often  admit  that  her  illegitimate  pregnancy 
was  not  wholly  from  a stroke  of  misfortune,  but 
that  is  was  partly  for  self-torture  and  partly  for 
revenge  upon  her  parents.  The  “ne’re-do-well” 
who  seems  to  be  hounded  by  misfortune  does  not 
appear  too  inadequate  or  inept  when  we  realize  he 
is  trying  to  thwart  himself.  The  man  who  chooses 
a hazardous  occupation  may  be  playing  a serious 
game  with  fate.  The  teenager  who  says  he  resorts 
to  drugs  or  unconventional  behavior  “just  for 
kicks”  is  deluding  himself — the  real  reason  is  self- 
punishment. The  sociopath’s  disrespect  for  law, 
ethics,  and  authority  merely  externalizes  his  self- 
disrespect; his  assaultiveness  and  aggressiveness 
only  express  self-hate;  his  lying,  kleptomania,  and 
insincerity  are  forms  of  aggressiveness.  He  can 
show  no  loyalty,  he  injures  those  closest  to  him, 
and  he  cannot  accept  kindness  or  love  because 
he  has  no  positive  or  accepting  attitudes  toward 
himself.  His  loyalty  cannot  be  purchased  by  fair 
treatment  or  consideration. 

Treatment 

The  present  trend  toward  building  bigger  and 
better  recreational,  punitive,  and  rehabilitation 
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programs  for  the  potential  and  actual  criminal  is 
predicated  upon  the  false  premise  that  the  de- 
linquent is  capable  of  proper  response  to  kindness 
and  consideration.  Practically  speaking,  those  in- 
dividuals and  agencies  concerned  with  the  lighten- 
ing of  the  burden  of  the  criminal  often  defeat  their 
own  purpose  and  even  frustrate  the  objects  of  their 
intended  good  will.  Those  who  indulge  in  morality 
lectures  for  the  benefit  of  the  sociopath  do  even 
worse. 

As  with  any  disease,  preventive  measures  offer 
the  best  hope.  Any  effective  prophylactic  measures 
in  the  treatment  of  sociopathy  must  of  necessity 
begin  in  the  home,  for  there  is  where  the  original 
problem  always  starts.  We  must  recognize  that  the 
most  harmful  etiologic  force  in  psychiatric  disease 
is  the  mother’s  rejection,  often  shown  in  the  form 
of  hostility  toward  the  child.  This  is  frequently 
cleverly  disguised,  and  may  be  manifest  as  over- 
concern, burdening  of  the  child  with  the  mother’s 
problems  (physical  or  emotional),  disapproval 
and  criticism  “for  the  child’s  own  good”  (attempt 
to  rear  the  perfect  child),  and  in  many  other  ways. 
The  behavior  toward  the  child  is  determined  by 
the  state  of  adjustment  or  maladjustment  of  the 
parent.  Chronic  unhappiness,  hypochondriasis, 
undue  guilt,  alcoholism,  depressive  mood,  or 
schizoid  thinking  in  a parent  are  all  prima  facie 
evidence  that  the  child  will  be  cheated  of  his  most 
valuable  birthright. 

Curative  measures  must  be  directed  toward  re- 
building the  patient’s  self-concepts.  Self-pity,  self- 
doubt, self-dissatisfaction,  and  self-guilt  seldom 
exist  because  of  factual  reasons.  Feelings  of  in- 
adequacy and  the  so-called  “inferiority-complex” 
are  almost  never  based  upon  real  inadequacy  or 
true  inferiority.  The  individual  most  often  can  ac- 
cept his  real  shortcomings  (if  mother  did)  with 
equanimity  and  at  the  same  time  beat  himself 
into  a depression  because  of  a fancied  short-com- 
ing created  and  nurtured  by  his  imagination.  It  is 
for  this  reason  that  a direct  approach  based  upon 
factual  observations  is  ineffective  in  treatment. 
Brainwashings  started  by  parents  at  an  early  age 
and  perfected  by  the  subject  cannot  be  swept  un- 
der the  rug  easily.  Attempts  to  “talk  the  patient 
out”  of  his  twisted  views  by  suggestion  or  auto- 
suggestion have  not  been  successful. 

All  forms  of  psychotherapy,  regardless  of  the 
approach  of  the  therapist,  depend  upon  the  quan- 
titative improvement  of  self-esteem  in  the  subject 
being  treated.  Self-image  can  be  improved  in  many 
ways.  Good  fortune,  accomplishment,  acceptance 


by  others,  and  “religious  revelation”  are  some  of 
the  environmental  forces  which  may  effect  a 
change  in  the  individual’s  feelings  toward  himself. 
But  none  of  these  can  be  controlled  by  the  patient 
for  a prolonged  period  of  time.  The  only  satis- 
factory method  of  manipulating  self-attitudes  is 
to  motivate  the  patient  to  generate  his  own  self- 
esteem by  using  the  same  mechanism  that  created 
his  false,  unhealthy  self-attitudes  in  the  first  place 
— his  own  thought  processes.  Belief  depends  upon 
ideas  expressed  in  words,  thought,  or  imagination. 
Ideas  for  a belief  may  come  from  objective  obser- 
vations of  the  individual,  but  more  commonly  they 
come  in  the  form  of  words  expressed  by  an  out- 
sider, and  as  with  suggestion,  they  do  not  become 
effective  until  they  are  espoused  by  the  individual 
himself.  Once  a belief  is  crystalized,  the  owner 
goes  to  great  length  to  find  evidence  to  justify  its 
existence.  By  parental  acts  of  commission  or  omis- 
sion, the  child  is  made  to  believe  that  he  is  un- 
worthy, inferior,  or  unfortunate;  he  next  works 
hard  at  proving  himself  to  be  this  way  or  in  creat- 
ing situations  unconsciously  planned  to  punish 
himself  for  his  imagined  sins;  and  when  the  ther- 
apist first  tries  to  take  away  his  belief,  the  subject 
reacts  much  in  the  same  way  as  one  who  has  just 
been  told  his  religious  beliefs  are  in  error.  It  is 
surprising  how  much  quick  solid  improvement  in 
mood  can  be  produced  by  convincing  the  patient 
to  stop  criticizing  himself  for  twenty-four  hours, 
but  this  is  not  always  easy,  for  some  patients  are 
not  aware  of  their  vicious  habit  of  self-criticism. 
As  a rule  it  is  not  too  difficult  to  convince  the  pa- 
tient of  the  need  to  change  his  self-attitudes,  for 
most  often  he  is  in  agreement  once  he  is  told,  and 
it  is  not  hard  to  get  him  to  improve  his  self-at- 
titudes— the  difficult  part  is  to  keep  him  from  re- 
verting to  his  old  ways  which  are  essentially  con- 
ditioned reflexes.* 

Summary 

The  sociopath  with  his  insincere,  irresponsible, 
and  bizarre  behavior  has  been  a social  enigma  for 
as  long  as  history  has  been  recorded.  Paradoxical 
aspects  of  the  disorder  veil  its  true  nature.  As 
with  other  psychiatric  conditions,  parental  influ- 
ences are  responsible  for  the  individual’s  un- 
healthy self-attitudes  and  his  incapacity  for  good 
self-direction.  Successful  treatment  of  the  socio- 
path has  been  reported  from  time  to  time,  but 

* Resumes  of  histories  of  fifteen  patients  treated  by  attempted 
alteration  of  imhealthy  self-attitudes  have  been  deleted  be- 
cause of  space  limitations.  Six  of  these  responded  poorly  or 
not  at  all,  nine  were  improved,  three  highly  satisfactorily. 
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many  modern  textbooks  describe  the  condition  as 
unmodifiable.  The  sociopath  is  often  described  as 
having  no  conscience,  but  this  is  erroneous — he 
has  too  much.  To  understand  this,  one  must  un- 
derstand the  sociopath’s  sadism  as  projected  mas- 
ochism, and  its  distorting  effect  upon  his  instincts 
and  motivational  drive,  as  well  as  his  incapacity 


Why  nutritional  quackery  flourishes  in 
modern  America  is  authoritatively  and 
entertainingly  presented. 

There’s  a sucker  born  every  minute,  according 
to  P.  T.  Barnum.  Or,  if  you  like  a more  elegant 
rendering,  you  can  quote  Voltaire  who  said  that 
quackery  was  born  when  the  first  knave  met  the 
first  fool.  And  then  you  can  return  to  the  cynical 
comment  of  the  man  in  the  street,  that  for  every 
gullible  victim,  there  are  two  sharpers  out  to  take 
him.  In  a nutshell,  this  is  why  nutritional  quack- 
ery, along  with  other  forms  of  charlatanism,  con- 
tinues to  thrive. 

Quackery  is  not  limited  to  medicine.  The  fi- 
nancial quack,  the  intellectual  charlatan,  even 
the  rehgious  racketeer,  is  well  known.  Underly- 
ing all  forms  of  flimflam  is  the  spirit  of  larceny  in 
the  hearts  of  many — the  unconscious  wish  of  the 
subject  to  get  something  for  nothing.  Without  the 
greed  of  the  victim  the  financial  trickster  would 
starve;  without  the  credulity  of  the  dilettante  the 
intellectual  faker  would  fade  away;  without  the 
spiritual  blindness  of  the  dupe  the  religious  frauds 
would  be  impossible. 

Something  for  nothing  continues  to  be  an  ir- 
resistible lure  to  many  persons,  despite  their  in- 
tellectual realization  that  no  such  thing  exists.  The 
trading  stamp  is  a determining  factor  in  the  buy- 
ing habits  of  many  shoppers,  who  know  quite  well 
that  they  are  paying  for  it.  I cite  this,  not  as 
quackery,  but  as  an  example  of  the  shrewd  psy- 
chological approach  of  modem  salesmanship. 
There  is  no  better  salesman  in  the  world  than  the 

* Presented  at  the  Conference  on  Medical  and  Nutritional 
Quackery  of  the  Food  and  Drug  Administration  (Denver 
District)  and  the  Colorado  Medical  Society,  Denver,  May  8, 
1964.  Dr.  Bauer  is  Director  Emeritus,  Department  of  Health 
Education,  American  Medical  Association. 


to  enjoy  “prosperity.”  The  sociopath  is  a victim  of 
his  own  self-generated  guilt,  but  his  behavior  de- 
ceives both  the  subject  and  tlie  observer.  Prophy- 
laxis must  begin  in  the  home  during  infancy  and 
childhood.  Treatment  should  be  directed  toward 
altering  the  patient’s  masochism  by  first  altering 
his  self-image  and  self-attitudes.  • 


One  born  every  minute* 

W.  W.  Bauer,  MD,  Chicago 

quack,  though  he  devotes  Ms  skills  to  unworthy 
ends.  He  employs  every  device  of  legitimate  mer- 
chandising— the  appeal  to  basic  human  desires  to 
live  better  at  less  cost,  to  look  better,  to  be  more 
respected,  to  enjoy  the  esteem  and  the  favors  of 
the  other  sex,  to  live  longer,  to  smell  nicer,  and 
above  all  to  regain  lost  health. 

The  quack  knows  that  nutrition  is  basic  to 
health,  and  that  it  offers  the  widest  and  most  lu- 
crative field  for  his  activities.  Food  and  diet  are 
everyday  problems  of  every  human,  and  man’s 
concern  for  nutrition  now  extends  to  his  dogs, 
cats  and  birds.  Food  is  seldom  far  from  the  minds 
of  people.  There  are  probably  more  misconcep- 
tions about  food,  and  less  well-coordinated  knowl- 
edge, than  about  most  other  matters.  Therefore 
the  quack  chooses  well  when  he  selects  food 
quackery  as  his  specialty.  His  opportunities  are 
virtually  without  limit. 

Food  quackery  flourishes  because,  despite  our 
vaunted  modem  scientific  advances,  large  numbers 
of  us— including  maybe  you  and  me — have  not 
fully  emerged  from  the  era  of  folklore.  In  med- 
icine we  see  many  indications  of  the  persistence 
of  ancient  beliefs  as  to  the  efficacy  of  herbs,  roots, 
and  teas  brewed  from  the  leaves,  the  blossoms 
or  the  seeds  of  well-known  plants.  Before  we 
sweep  all  this  lore  into  oblivion,  it  may  behoove 
us  to  realize  that  long  before  modern  refinements 
became  available,  the  bark  of  the  willow  was  rec- 
ognized as  a useful  substance  for  the  relief  of 
pain,  as  was  the  natural  oil  of  wintergreen.  Now 
we  knov/  them  as  salicylates,  and  we  enjoy  TV 
debates  as  to  the  relative  merits  of  chemically 
identical  members  of  the  same  pharmacologic 
family.  The  modern  versions  of  the  foxglove  tea 
and  of  Peruvian  bark  are  well  known  in  the  use 


34 


Rocky  Mountain  Medical  Journal 


of  digitalis  for  certain  heart  diseases  and  quinine 
for  malaria.  So  we  cannot  brush  folklore  aside  too 
contemptuously.  Yet  here  we  begin  to  run  into 
confusion,  for  quinine  has  acquired  somehow  a 
reputation  for  the  treatment  of  colds,  for  which  it 
has  no  value.  So  I suggest  that  confusion  is  one  of 
the  reasons  why  quackery  flourishes  like  the  green 
bay  tree. 

Confusion  exists  because  it  is  impossible  for 
everyone  to  know  all  about  everything,  or  indeed, 
all  about  anything.  Consider  the  public  attitude 
toward  vitamins.  When  these  interesting  sub- 
stances were  first  discovered,  they  constituted  a 
fascinating  story — almost  a nutritional  Arabian 
Nights’  tale.  They  had  mystery,  drama,  excite- 
ment, almost  magic.  Everybody  wanted  to  be 
sure  of  adequate  vitamins  in  his  food.  When  vita- 
mins were  made  available  in  pure  form,  people 
turned  away  from  the  foods  in  which  the  vitamins 
occur  naturally  and  began  to  use  vitamin  pills. 
When  synthetic  vitamins  became  available,  iden- 
tical chemically  and  in  biological  action  with  the 
natural  substances — ^behold  a paradox — many 
people  who  would  not  rely  on  foods  for  natural 
vitamins,  rejected  the  synthetic  vitamins  and  de- 
manded only  “natural”  vitamins. 

Confusion  exists  too  because  of  the  almost  in- 
credible facts  of  modern  science.  The  knowledge 
we  have  today  in  all  branches,  not  only  medical 
and  related  sciences,  was  not  dreamed  of  a decade 
or  two  ago.  Genuine  accomplishments  in  med- 
icine, chemistry,  physics,  electronics,  to  say  noth- 
ing of  the  conquests  of  time  and  space  might  al- 
most be  the  tales  of  a Munchausen.  It  is  small 
wonder  that  the  nonscientific  mind  becomes  con- 
fused. How  is  one  to  know  when  to  contemplate 
with  awe,  and  when  to  turn  away  with  a cynical 
“Oh,  yeah?”  The  quack  takes  full  and  clever  ad- 
vantage of  confusions  created  by  rapid  scientific 
progress. 

Not  only  does  confusion  redound  to  the  ad- 
vantage of  the  quack,  he  is  served  also  by  the 
excess  conservatism  of  many  who  cling  to  the 
ideas  of  a bygone  day.  Not  long  ago  I received  an 
inquiry  from  a lady  in  a rural  area  asking  where 
she  could  get  the  juice  of  lily  bulbs.  This  appears 
to  be  one  opportunity  for  exploitation  which  has 
been  overlooked  by  the  entrepreneurs  of  the 
scientific  underworld.  One  has  to  go  looking  for 
it  in  pharmaceutical  publications  from  60  to  100 
years  old.  Here  one  finds  numerous  references  to 
many  species  of  lilies  whose  roots,  blossoms  and 
pollens  were  used  medicinally.  One  also  finds 


warnings,  perhaps  appropriate,  about  the  poison- 
ous qualities  of  the  pollen  of  the  tiger  lily.  But  the 
modern  pharmacopeia  has  dropped  all  except  the 
lily  of  the  valley,  which  is  the  source  of  a heart- 
stimulating  principle,  as  is  another  member  of  the 
lily  family,  the  squill. 

In  research  into  the  folklore  of  foods,  we  find 
much  evidence  of  rehance  upon  specific  foods  for 
medicinal  purposes — garlic  for  high  blood  pres- 
sure, honey  for  sore  throats,  vinegar  to  “thin  the 
blood”  and  many  another  deep-rooted  belief 
which  is  hard  to  dislodge.  Not  only  are  old  tra- 
ditions hard  to  eradicate,  but  we  persist  in  creat- 
ing new  fallacies,  such  as  that  carrots  will  improve 
the  eyesight  because  they  contain  vitamin  A, 
which  is  essential  to  good  vision,  but  has  no  in- 
fluence on  poor  refraction  or  any  other  eye  short- 
coming. 

Another  reason  why  quackery  flourishes  is 
that  the  nonscientific  person  is  suspicious  of  the 
scientist.  The  day  has  gone  when  there  were  but 
one  or  two  educated  men  in  a community,  and 
the  respect  shown  for  such  persons  has  largely 
evaporated.  Today  the  number  of  educated  per- 
sons is  legion,  but  their  education  is  not  neces- 
sarily scientifically  oriented.  They  do  not  always 
understand  or  appreciate  the  scientific  way  of 
thinking.  The  ignorant  are  always  contemptuous 
of  those  who  know  more  than  they  do.  This  is 
obviously  a reaction  of  defense.  The  quack  is  not 
slow  to  take  advantage  of  the  educated  who  are 
not  scientifically  oriented,  or  of  the  ignorant  whose 
prejudices  can  be  exploited. 

Recently  I rode  with  a taxi  driver  in  Chicago, 
a source  of  down-to-earth  wisdom  which  I never 
fail  to  tap.  He  picked  me  up  at  American  Medical 
Association  and  concluded  that  I was  a doctor.  I 
had  a little  difficulty  explaining  to  him  that  I was 
not  a doctor  who  practiced  medicine,  but  finally 
he  caught  on  and  naming  a well-known  news- 
paper health  columnist  he  remarked,  “Yeah,  I 
read  him  once  in  a while,  but  he  never  gives  no 
answers.  He  tells  everybody  to  go  see  their  family 
doctor — that  lets  him  off  the  hook,  see?”  I didn’t 
even  try  to  explain  that  90  per  cent  of  the  ques- 
tions asked  of  newspaper  columnists  can  be  an- 
swered only  by  the  doctor  who  knows  the  patient 
personally.  Lack  of  communication  between  sci- 
entists and  the  public  is  just  what  the  quack  or- 
dered. 

Another  reason  the  quack  flourishes  is  that  he 
is  not  inhibited  by  facts,  professional  standards  or 
common  honesty.  The  scientist  can  deal  only  in 
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facts.  These  are  sometimes  unpalatable,  but  they 
cannot  be  changed,  misinterpreted,  or  disregarded 
by  professional  persons  with  integrity  and  sense 
of  public  responsibility.  No  honest  nutritionist, 
no  conscientious  physician,  can  promote  vinegar 
and  honey  for  a host  of  human  ills,  and  follow  up 
an  initial  commercial  success  with  an  even  more 
preposterous  set  of  claims  for  the  value  of  these 
perfectly  good  foodstuffs  as  a cure  for  arthritis. 
Nor  can  a legitimate  scientist  claim  that  calories 
don’t  count — until  the  government  catches  up  with 
the  falsehood.  Both  of  these  claims,  put  forth  in 
books  which  bore  an  air  of  respectability  to  the 
uninitiated,  were  followed  by  the  exploitation  of 
honey  and  vinegar  mixtures  and  safflower  oil,  re- 
spectively. It  is  a sad  but  important  commentary 
on  the  judgment  of  the  American  people  that  these 
books,  and  others  like  them,  tend  to  become  and 
remain  best  sellers.  The  plausible  but  false  claims 
they  advance  are  stoutly  defended  by  their  victims. 

Defense  of  quackery  and  of  quacks  is  not  con- 
fined to  the  ignorant.  The  testimonial  is  among 
the  most  effective  weapons  used  by  the  quack. 
Testimonials  from  patients  deceived  into  thinking 
they  are  better,  often  but  a few  short  weeks  or 
months  before  they  die,  are  fruitful  source  of  in- 
fluence for  the  quack  among  the  unsophisticated. 
Many  such  testimonials  come  from  persons  who 
could  not  by  any  stretch  of  the  imagination  be 
regarded  as  ignorant  or  uneducated.  Testimonials, 
when  sincere,  are  motivated  by  the  ever-present 
hope  for  a miracle,  no  matter  how  dark  the  out- 
look. When  they  are  not  sincere,  testimonials  are 
simply  another  expression  of  the  basic  lack  of  in- 
tegrity among  quacks  and  those  who  are  willing 
to  cooperate  with  them  for  whatever  advantage 
may  accrue  to  themselves.  There  have  been  sev- 
eral instances  where  egregious  frauds  have  been 
defended  in  the  Congressional  Record  through 
the  agency  of  legislators  who  should  have  known 
better — and  who  knows,  perhaps  they  did? 

Another  reason  quackery  flourishes  is  that  it  is 
aided  and  abetted  by  one  of  man’s  noblest  senti- 
ments— the  wish  to  be  helpful  to  his  fellows. 
Nowhere  is  this  more  in  evidence  than  in  relation 
to  health  and  illness,  and  the  treatment  of  disease. 
Neighborly  and  compassionate  solicitude  may 
thus  be  expressed  in  the  most  unneighborly  of 
acts,  the  promulgation  of  misinformation  by  word 
of  mouth  over  the  back  fence,  around  the  bridge 
table,  and  in  the  modern  version  of  the  village 
square,  the  launderette.  In  these  situations  the 
false  ideas  are  passed  along,  together  with  recom- 


mendations based  on  so-called  personal  experi- 
ence. This  is  the  most  fallacious  source  of  infor- 
mation imaginable,  colored  as  it  is  by  ignorance 
and  wishful  thinking.  As  Kin  Hubbard,  the  Hoo- 
sier  cartoon  philosopher  put  it,  “It  ain’t  so  much 
what  you  don’t  know  that  makes  you  ignorant;  it’s 
what  you  know  that  ain’t  so.” 

The  quack  is  an  adept  at  appealing  to  the  hope 
of  the  patient  or  person  for  whom  scientific  med- 
icine has  not  found  acceptable  answers.  If  this 
were  not  so,  the  faddist  could  not  promote  or- 
dinary foods  with  extrarordinary  claims  for  the 
relief  of  minor  ailments,  and  even  for  serious  dis- 
eases such  as  cancer.  He  is  not  ashamed  to  ap- 
peal to  the  eternal  hope  which  everyone  enter- 
tains for  the  solution  of  his  problems,  nor  is  he 
concerned  about  the  false  hopes  raised,  nor  the 
despair  which  follows  disillusionment  or  the  loss 
of  money  which  often  can  ill  be  spared.  The  old- 
time  highwayman  used  to  give  his  victim  a choice 
between  his  money  and  his  life;  the  quack  often 
takes  both. 

The  quack  flourishes  because  he  knows  how  to 
enlist  public  sympathy,  and  has  no  conscience 
about  telling  the  necessary  lies  to  accomplish  his 
purpose.  He  claims  persecution  by  scientific 
bodies,  suggesting  that  they  envy  him  the  success 
for  which  they  strive  in  vain.  Many  people  be- 
lieve this  to  be  true. 

Not  long  ago  I had  a letter  asking  me  to  explain 
why  the  American  Medical  Association  recom- 
mends the  fluoridation  of  public  water  supplies, 
and  suggesting  that  “for  once,  the  American  Med- 
ical Association  take  the  people’s  side  in  a con- 
troversy, instead  of  the  side  of  big  business.”  Even 
as  I wrote  the  reply,  I realized  how  useless  it  was 
to  point  out  that  fluoridation  is  in  the  interests  of 
the  people,  and  that  the  opposition  comes  from 
large  numbers  of  uninformed  persons,  a few  doc- 
tors with  sincere  reservations  not  shared  by  the 
majority  of  their  colleagues,  and  a small  hard 
core  of  promoters  for  whom  the  opposition  is  big 
business — it  keeps  them  from  having  to  work  for 
an  honest  living. 

There  is  a common  belief  that  quackery  flour- 
ishes because  of  ignorance.  This  is  true  if  we  de- 
fine and  limit  the  term  “ignorance.”  Aside  from 
Kin  Hubbard’s  penetrating  observation  already 
quoted,  ignorance  may  be  of  several  kinds.  There 
is  that  of  the  individual  with  limited  education; 
this  is  not  inconsistent  with  a high  order  of  in- 
telligence and  considerable  perceptivity.  There  is 
the  ignorance  of  knowledge  limited  to  a narrow 
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range  of  specialized  interests;  this  too  may  exist 
in  highly  intelligent  individuals.  There  is  also,  of 
course,  the  hopeless  ignorance  of  the  person  who 
knows  so  much,  and  is  so  sure  of  it,  that  further 
ideas  will  not  penetrate.  And  there  is  the  igno- 
rance of  the  person  who  prefers  not  to  know  about 
certain  matters  which  may  turn  out  to  be  incon- 
venient or  disagreeable.  Whatever  the  degree  or 
kind  of  ignorance,  it  contributes  to  the  success 
of  the  dietetic  hoaxer. 

Nutritional  quackery  is  particularly  attractive 
to  the  charlatan  because  of  the  importance  of 
nutrition  to  man’s  health.  Food  is  intimately  bound 
up  with  life,  not  only  as  a means  of  sustaining 
life  and  maintaining  health,  but  in  ceremonial  and 
social  settings.  Man  eats  when  he  is  happy,  when 
he  is  sad,  when  he  is  exultant,  when  he  is  frus- 
trated, when  he  is  bored,  and  for  any  other  half 
acceptable  reason.  Banquets  are  the  order  for 
state  and  diplomatic  occasions,  and  as  fund-rais- 
ing devices  for  political  and  other  purposes.  Feasts 
accompany  weddings,  anniversaries  and  other 
happy  occasions,  and  food  helps  to  console  the 
mourners  after  a funeral  service.  Religious  cere- 
monials often  revolve  around  food.  The  individual 
may  build  much  of  his  social  life  around  food — 
entertaining  at  teas  and  dinners,  doing  business 
over  luncheons  or  holding  membership  in  a knife 
and  fork  type  of  service  club.  Even  the  churches 
now  feature  a coffee  break  between  morning  ser- 
vices, as  well  as  family  dinners,  picnics  and  break- 
fast meetings.  What  field  more  lush  and  more  in- 
viting could  the  quack  ask  for  his  machinations? 

How  then,  shall  we  deal  with  the  food  faddist, 
the  health  food  store,  the  free-lecture  food-fraud, 
the  writer  and  the  publisher  of  patently  false  ma- 
terials, the  door-to-door  hawker  and  the  mail- 
order cheater?  Legislation  is  one  approach;  there 
are  already  three  agencies  at  the  national  govern- 
ment level  dealing  with  the  matter — the  Food  and 
Drug  Administration,  the  Federal  Trade  Com- 
mission and  the  Post  Office  Department.  But 
these  cannot  act  until  there  has  been  a violation 
which  can  be  proved  in  court,  often  extremely 
difficult  even  when  the  facts  are  known.  The  hon- 
est ignoramus  can  do  incalculable  harm  by  ped- 
dling his  false  theories,  but  he  is  not,  by  defini- 
tion, technically  nor  legally  a quack. 

The  quack,  like  every  other  breaker  of  statute 
law  or  violator  of  the  public  interest,  is  protected 
by  the  same  liberties  as  any  other  citizen.  He  is 
deemed  innocent  until  proved  guilty,  and  he  has 
all  the  other  legal  safeguards.  Freedom  of  speech 


and  of  the  press  offers  opportunity  to  the  unscru- 
pulous to  mislead  by  deft  evasions  difficult  to  pin 
down.  The  quack  takes  full  advantage  of  all  these 
hberties,  while  flouting  the  law  which  protects 
them  and  the  society  on  which  they  prey.  He  is  by 
nature  elusive,  nimble  and  slippery — diflflcult  to 
trap.  Law  enforcement  tends  to  circumscribe  the 
field  of  quackery  despite  the  difficulties  often  en- 
countered, but  law  enforcement  is  not  enough. 

Since  it  seems  impossible  to  conceive  of  breath- 
ing any  moral  consciousness  into  the  quack,  the 
quick  and  easy  answer  is  that  education  of  the 
public  is  the  only  cure  for  quackery.  But  the  ac- 
complishment is  not  easy.  Health  education  is  in- 
volved with  many  highly  charged  emotional  fac- 
tors which  do  not  apply  to  other  phases  of  educa- 
tion. The  quack  is  closely  allied  to  the  cultist, 
since  they  both  hate  and  fear  the  light  of  truth 
which  is  beamed  upon  their  activities  by  the  med- 
ical profession  and  other  scientific  bodies.  Cultists 
are  taxpayers;  in  some  states  they  are  licensed 
practitioners  of  the  “healing  art,”  thanks  to  the 
complexities  of  politics.  They  do  all  they  can  to 
obstruct  health  education  in  the  schools.  They  are 
abetted,  unfortunately,  by  people  of  the  utmost 
rectitude  and  otherwise  fine  qualities  of  citizen- 
ship, who  have  a blind  spot  where  health  and 
medicine  is  concerned.  A survey  I made  for  a 
recent  presentation  at  the  Second  National  Con- 
gress on  Quackery  at  Washington^  showed  that 
schools  across  the  nation  vary  in  their  approach  to 
this  problem;  that  school  texts  deal  with  it  in- 
adequately for  the  most  part;  that  educators  fear 
community  reprisals  if  they  present  the  topic 
without  fear  or  favor;  and  that  we  fall  far  short  of 
any  adequate  educational  approach  to  the  solu- 
tion of  the  quaekery  problem  as  a whole,  includ- 
ing its  food  quackery  phases. 

It  is  not  enough  to  say  that  we  need  more  and 
better  education  for  healthful  living;  we  need  to 
do  something  about  it.  I suggest  consideration  of 
definite  and  coordinated  effort  toward  the  follow- 
ing measures  for  the  control  of  the  quack  and  his 
nefarious  activities: 

1.  We  should  stop  calling  him  names  and  put 
more  energy  into  curtailing  his  activities;  the  more 
we  declaim  against  him,  the  more  free  advertising 
we  give  him. 

2.  We  should  endeavor  to  cultivate  in  our  peo- 
ple an  appreciation  of  the  traditional  in  its  proper 
setting,  but  an  equal  ability  to  know  when  it  is 

' Education — A Weapon  Against  Quackery?  Presented  at  the 
Second  National  Congress  on  Medical  Quackery,  Washington, 
D C.,  October  25,  1963. 
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time  to  abandon  tradition  and  look  forward  in- 
stead of  backward. 

3.  We  should  try  to  break  down  mutual  dis- 
trust among  our  citizens,  especially  the  feeling 
that  scientists  denounce  quackery  because  they 
fear  its  competition. 

4.  We  should  try  to  simplify  and  clarify  health 
education  and  especially  nutrition  education,  strip- 
ping it  of  needless  technicahty  and  presenting  it 
simply  and  sensibly  so  that  the  least  literate  in 
our  midst  can  understand  it. 

5.  We  should  try  to  cultivate  a return  to  a 
more  wholesome  attitude  toward  diet  and  nutri- 
tion, so  that  the  approach  to  a meal  may  again  be- 
come a pleasure  instead  of  an  ordeal. 

6.  We  should  endeavor  to  overcome  the  growing 
fear  of  food  and  dietary  deficiencies  among  our 
people  in  our  land  of  plenty.  No  normal  person 
need  fear  food  deficiencies  unless  he  is  misled 
into  weird  and  unwholesome  dietary  practices. 

7.  We  should  endeavor  to  create  in  our  schools 
an  atmosphere  in  which  honest  teaching  will  not 
be  penalized  by  the  activities  of  minorities  acting 
contrary  to  the  public  interest. 


8.  We  should  try  to  persuade  our  people  that 
good  neighborhness  stops  short  of  medical  advice 
and  dietary  guidance  not  based  on  established 
and  accepted  facts. 

9.  We  should  try  to  expose  the  technics  of 
quackery  and  thus  avoid  enriching  the  quack 
through  patronizing  schemes  aimed  at  getting  our 
money  without  regard  to  our  health. 

10.  We  should  give  the  widest  possible  pub- 
licity to  the  legitimate  sources  of  dietary  and  nu- 
tritional information — physicians,  nutritionists, 
public  and  private  agencies,  universities  and  re- 
search foundations. 

Quackery  may  not  be  the  oldest  profession,  but 
it  is  not  far  behind.  It  will  continue  to  be  with  us 
as  long  as  we  permit  ourselves  to  be  guided  by 
the  allies  of  the  faker — ignorance,  suspicion,  prej- 
udice, cupidity,  indifference,  superstition,  and  un- 
willingness to  aid  those  who  oppose  quackery  in 
our  interest.  In  the  meantime,  we  might  all  re- 
member that  we  need  not  include  ourselves  among 
the  multitude  of  whom  one  is  born  every  min- 
ute. • 


Solitary  infantile  hemangioendothelioma 

of  the  liver 

Report  of  One  Case 


John  J.  McGahan,  MD,  Paul 

A two-month-old  male  infant  with  a large 
mass  in  upper  abdomen,  congestive  heart 
failure  and  anemia  had  surgical  excision 
of  a tumor  of  the  liver  without 
complications  and  with  cure. 

Hemangioendothelioma  of  the  liver  is  an  un- 
common tumor  of  infancy.  In  the  past,  most  tu- 
mors of  such  nature  produced  death  in  the  infant 
before  six  months.  Kunstadter^  in  1933  reviewed 
fourteen  cases  of  infantile  hemangioendothelioma 
from  the  literature  and  reported  one  case.  Since 
then  there  have  been  additional  cases  reported, 
but  few  of  the  patients  have  lived.  A sohtary  he- 
mangioendothelioma of  one  lobe  of  the  liver  is 
rare.^  Most  tumors  of  the  liver  are  extensive  and 


R.  Crellin,  MD,  John  A.  Whittinghill,  MD,  and 
Oscar  A.  Swenson,  MD,  Billings,  Montana 

involve  both  lobes.  In  1950  Sweed^  reviewed  the 
literature  and  added  one  case,  who  died  in  early 
infancy.  Survival  of  these  cases  is  rare.  Crocker^ 
in  1957  reported  a case  of  spontaneous  regression 
of  the  tumor  with  survival  and  no  ill  effects.  The 
following  case  is  presented  to  emphasize  that  all 
hemangioendothehomas  of  the  liver  in  infancy 
are  not  fatal,  and  surgical  excision  can  be  curative. 

Case  report 

A two-month-old  white  male  was  referred  for 
management  by  his  family  physician.  At  that  time 
he  had  had  a respiratory  problem  associated  with 
anemia  and  the  possibility  of  a cardiac  condition 
with  superimposed  cardiac  failure.  Present  illness 
began  at  the  age  six  weeks  when  the  mother  noted 
that  the  patient’s  eyes  were  matted  and  nose  con- 
gested, and  he  was  given  Penicillin.  The  cold  grew 
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worse  and  he  was  hospitalized  in  his  community. 
Some  evidence  of  heart  trouble  was  noticed  by  his 
family  physician,  and  he  was  placed  on  a mercurial 
diuretic,  penicillin,  oxygen  and  digitalis.  The  child 
did  improve. 

He  was  admitted  to  the  hospital  in  Billings,  Mon- 
tana, on  November  14,  1962.  There  was  some  stuffi- 
ness of  his  nose,  a croupy  cough,  and  mucopurulent 
discharge  from  the  nose.  Fontanels  were  open.  Color 
was  good.  The  heart  did  not  seem  enlarged  to  per- 
cussion; however,  there  was  a Grade  I-II  systolic 
murmur  over  the  entire  precordium  which  was 
thought  a functional  murmur,  although  some  severe 
cardiac  disease  could  not  be  excluded.  Rhythm  was 
regular,  rate  was  140.  The  lungs  showed  coarse 
breath  sounds  bilaterally  with  occasional  transmitted 
rhonchi,  but  no  rales  were  heard.  The  abdomen  was 
very  protuberant;  there  was  marked  prominence  of 
the  veins  of  the  anterior  abdominal  wall;  there  was 
a well-defined,  firm  mass  in  the  midline  extending 
from  umbilicus  to  xyphoid.  Tip  of  the  spleen  and 
right  margin  of  liver  were  palpable.  Abdomen  was 
not  tender.  An  umbilical  hernia  was  somewhat  promi- 
nent and  there  was  also  bilateral  hydrocele,  suggest- 
ing increased  peritoneal  fluid.  Femoral  pulses  were 
good  bilaterally.  Skin  was  negative. 

Blood  work  at  admission  revealed  a 7.6  grams 
hemoglobin  and  27  vol.  % hematocrit.  White  blood 
count  was  8,400  with  stabs  1,  segs  20,  lymphs  68, 
monos  7 and  basos  1.  Urinalysis  was  essentially  neg- 
ative. Urobilinogen  and  bilirubin  in  the  urine  were 
likewise  negative.  Chest  x-ray  showed  the  cardiac 
shadow  to  appear  slightly  enlarged,  but  pulmonary 
fields  were  within  normal  limits.  Intravenous  pyelo- 
gram  revealed  the  renal  pelves,  calices  and  ureters 
to  be  normal.  Upper  gastrointestinal  series  revealed  an 
abdominal  mass,  which  did  not  displace  small  bowel, 
stomach,  kidneys  or  colon. 

The  infant  was  placed  on  Elixir  Digoxin  twice  a 
day.  He  received  150  ccs.  of  whole  blood,  following 
which  the  hemoglobin  was  13.6  grams  and  the  hema- 
tocrit 42  vol.  %.  On  November  19,  the  patient  was 
operated.  At  surgery  a large  solitary  tumor  of  the 
left  lobe  of  the  liver  was  found.  It  measured  approx- 
imately twelve  centimeters  in  diameter  and  involved 
the  entire  left  lobe.  The  left  lobe  of  the  liver  and  the 
tumor  in  its  entirety  were  resected,  using  2-0  chromic 
mattress  sutures  for  hemostasis.  The  patient  received 
blood  during  surgery  and  left  the  operating  room  in 
good  condition. 

The  pathologist  reported  that  the  tumor  grossly 
was  a solitary  ovoid  mass  ten  centimeters  in  greatest 
dimension,  well  circumscribed,  but  not  encapsulated. 
It  appeared  to  compress  the  adjacent  liver  tissue.  On 
section  it  was  mottled  yellow  and  red  and  contained 
large  vascular  channels  filled  with  blood.  On  frozen 
section  the  tumor  appeared  to  be  benign.  Micro- 
scopic examination  (Fig.  1)  showed  that  it  was  made 
up  of  large  numbers  of  vascular  channels  lined  by  a 
single  layer  of  endothelial  cells.  A few  of  the  vas- 
cular channels  were  filled  with  blood.  The  nuclei  of 
the  endothelial  cells  were  moderately  hyperchromatic 
but  were  fairly  uniform.  The  vascular  channels  were 


Fig.  1.  Photomicrograph  of  section  of  excised  tumor 
of  liver. 


separated  by  uniform  spindle-shaped  cells  which  re- 
sembled the  endothelial  cells  lining  the  channels. 
There  was  no  tendency  for  the  tumor  to  invade  ad- 
jacent liver  tissue. 

On  November  20,  Digoxin  was  discontinued.  On 
November  24,  the  patient  was  sent  home  without 
complications.  He  was  last  seen  on  March  28,  1964 
in  excellent  health,  growing,  and  there  was  no  evi- 
dence of  recurrence  of  the  tumor. 

Discussion 

Hemangioendothelioma  of  the  liver  usually  oc- 
curs during  the  first  two  months  of  life.  Most  pa- 
tients present  clinically  with  a tumor  of  the  upper 
abdomen  plus  evidence  of  heart  failure.®  Death 
usually  occurs  within  the  first  six  months  of  life. 
Death  is  attributed  to  the  change  of  hemodynamics 
inside  the  tumor,  these  functioning  as  arterio- 
venous shunts  producing  cardiac  embarrassment 
and  death  from  congestive  heart  failure.  Solitary 
hemangioendothelioma  of  the  liver  presents  cUni- 
cally  in  the  same  fashion  and  follows  the  same 
course  as  diffuse  hemangioendothelioma.  Surgical 
excision  of  solitary  tumor  appears  to  be  the  treat- 
ment of  choice  for  cure.  Diffuse  tumors  cannot  be 
cured  surgically.  A case  with  surgical  excision  and 
cure  is  presented.  ® 
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Electrocardiograms  simulating 
myocardial  infarction 

Jacobus  H.  Verhave,  MD,  Portales,  New  Mexico 


Electrocardiograms  indicating  myocardial 
infarction  occur  in  patients  who  do  not  have 
this  condition.  Causes  of  this  simulation 
are  categorized  and  discussed. 

Electrocardiograms  showing  the  accepted  cri- 
teria for  diagnosis  of  acute,  recent,  or  old  myo- 
cardial infarction  occur  in  patients,  who  do  not 
show  symptoms  or  signs  confirming  such  a diag- 
nosis, and  in  those  where  autopsy  is  done  no  myo- 
cardial infarction  is  found.  An  abnormal  Q or  OS 
combined  with  a persistent  S-T  segment  elevation 
and  a diphasic  or  inverted  T wave  found  in  pa- 
tients suffering  from  a ventricular  aneurysm  is  a 
classical  example  of  an  electrocardiogram  simu- 
lating acute  myocardial  infarction.  Electrocardio- 
graphic simulation  of  myocardial  infarction  can  be 
explained  by  the  presence  of  the  following  con- 
ditions: a.  Myocardial  pathology  i.e.  a tumor  of 
the  ventricular  wall,  hemochromatosis,  amyloi- 
dosis, sarcoidosis,  or  parasitic,  viral,  bacterial, 
allergic  and  rheumatic  myocarditis,  b.  Positional 
or  rotational  changes  of  the  heart,  c.  Delay  in  the 
conduction  system  with  or  without  block  in  the 
septum,  d.  Abnormal  metabolism. 

Electrocardiograms  simulating  anteroseptal 
or  localized  anterior  wall  myocardial 
infarction 

Anteroseptal  myocardial  infarction  is  diagnosed 
by  the  presence  of  QS  complexes  in  leads  Vi,  V2 
and  V3,  or  QS  complexes  in  Vi  and  V2  with  a 
OR  or  O,.  complex  in  V3,  or  absent  or  poor  R 
wave  progression  in  the  right  precordium  and  no 
Q waves  in  the  remaining  left  precordial  leads.  In 
the  acute  stage  S-T  segments  are  elevated  in  the 
right  precordial  leads  and  may  be  depressed  in  L3, 
in  AVF  and  occasionally  in  Vq.  Localized  anterior 
wall  myocardial  infarction  is  characterized  by  the 
presence  of  QS  or  deep  Q or  Qr  waves  in  leads 
V3  and  V4.  These  changes  may  be  simulated  in 
electrocardiograms  in  the  following  conditions. 


1.  Marked  Left  Ventricular  Hypertrophy.  QS 
complexes  in  the  right  precordium  may  occur  in 
association  with  marked  L.V.H.  in  the  absence  of 
myocardial  infarction.^  Delayed  intrinsicoid  de- 
flection beyond  0.05  seconds  in  the  left  pre- 
cordium, high  voltage  of  V4-V6,  or  shift  of  the 
transitional  zone  to  the  right  precordial  leads  may 
be  a clue  to  the  correct  electrocardiographic  diag- 
nosis. 

2.  Idiopathic  Cardiomegaly.  Idiopathic  cardio- 
megaly  or  idiopathic  myocardial  hypertrophy,  the 
etiology  of  which  is  poorly  understood,  can  simu- 
late an  old  anterior  wall  infarction.^  Loss  in  am- 
plitude or  absence  of  R waves  between  leads 
V2-V4  with  low  or  flat  T waves  is  the  apparent 
cause  of  significant  Q waves  and  simulation  in 
these  leads.  It  is  suggested  by  Sanders^  that  this 
disease  may  represent  a “burned  out”  stage  of  in- 
fectious myocarditis. 

3.  Complete  Left  Bundle  Branch  Block.  QS 
waves  in  leads  Vi  and  V2  are  common  with  com- 
plete left  bundle  branch  block  and  may  occur  in 
leads  V3  and  V4  without  an  anterior  wall  infarc- 
tion.^ Concomitant  myocardial  infarction  involv- 
ing the  ventricular  septum  may  be  suspected  in 
the  presence  of  L.B.B.B.  if  Q waves  appear  in 
Li,  AVL,  Vg  and  Vg.® 

4.  Electrolyte  Disturbance.  Nora  and  Pilz^  re- 
ported two  patients  with  hyperkalemia  and  azo- 
temia due  to  renal  insufficiency.  The  first,  a 32- 
year-old  man,  abruptly  developed  within  one  day 
a “classical”  pattern  of  a recent  anteroseptal  myo- 
cardial infarction:  QS  in  leads  V1-V3,  negative 
T in  Vi  and  V2,  S-T  elevation  in  V3  and  a Q in 
AVL.  Within  three  days,  after  some  improvement 
and  decrease  of  serum  potassium  level  from  8.2 
m.Eq.  to  6.9  m.Eq.  the  pattern  suggestive  of  myo- 
cardial infarction  was  no  longer  present.  Post- 
mortem examination  showed  no  evidence  of  myo- 
cardial or  pulmonary  infarction.  The  second  pa- 
tient, a 64-year-old  man  suffering  from  dehydra- 
tion and  postrenal  azotemia  due  to  carcinoma  of 
the  prostate,  developed  Q waves  combined  with 
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S-T  elevation  in  leads  V2-V4  and  diphasic  T waves 
in  all  precordial  leads  at  a level  of  9.5  m.Eq. 
serum  potassium.  Electrocardiographic  diagnosis 
was  “atypical  pattern  suggestive  of  anteroseptal 
myocardial  infarction  with  intraventricular  con- 
duction defect.”  With  two  days  of  rehydration  and 
serum  potassium  level  of  8.6  m.Eq.  the  Q waves 
were  no  longer  present  but  nonspecific  S-T  seg- 
ment changes  peristed.  In  both  cases  electrocar- 
diographic “evidence”  of  myocardial  infarction 
disappeared  with  decrease  of  serum  potassium 
level.  Peaked  T waves  in  some  other  leads  usually 
suggest  hyperkalemia. 

5.  Acute  Rheumatic  Fever.  Transient  abnormal 
Q waves  as  a manifestation  of  acute  rheumatic 
fever  are  described  by  Master,®  and  ST-elevations 
in  rheumatic  fever  are  reported  by  Levine.'^  When 
the  rheumatic  myocarditis  is  localized  predomi- 
nantly in  the  anterior  wall  of  the  left  ventricle  the 
result  will  be  a simulation  of  anterior  wall  infarc- 
tion. Prolongation  of  the  P-R  interval,  with  or 
without  increased  Q-T  interval,  suggests  rheumatic 
etiology  as  the  correct  diagnosis. 

6.  Idiopathic  Hypertrophic  Subaortic  Stenosis 
This  disease,  first  described  as  “functional  aortic 
stenosis”®  is  characterized  by  a left  ventriculo- 
aortic  gradient  in  the  absence  of  discrete  anatomic 
obstruction.  Systolic  narrowing  of  an  area  of  dif- 
fuse muscular  hypertrophy  in  the  left  ventricular 
outflow  tract  without  any  known  stimulus  causes 
an  ejection  type  systolic  murmur  louder  at  the 
lower  left  sternal  edge  and  apex  without  the  early 
diastolic  murmur  of  aortic  regurgitation.  Calvin 
et  al.®  reported  a 30-year-old  woman  in  whom 
catheterization  revealed  significant  left  ventriculo- 
brachial  artery  gradient,  and  electrocardiogram  in- 
dicated left  ventricular  hypertrophy  and  S-T  eleva- 
tion with  QS  waves  in  leads  Vi  through  V3  sim- 
ulating acute  anteroseptal  myocardial  infarction. 
Chest  x-ray  films  revealed  left  ventricular  enlarge- 
ment with  no  changes  in  the  aorta.  Satisfactory 
surgical  correction  has  not  been  developed  for 
idiopathic  (functional)  hypertrophic  subaortic 
stenosis. 

7.  Pulmonary  Emphysema.  Phillips  and  Burch^® 
reported  a patient  suffering  from  emphysema.  His 
electrocardiogram  showed  large  QS  waves  com- 
bined with  positive  T waves  in  leads  Vi  through 
V3,  simulating  an  old  anteroseptal  myocardial  in- 
farction. Autopsy  revealed  marked  right  ventric- 
ular hypertrophy,  normal  left  ventricle  and  no 
myocardial  infarction.  Although  this  patient  had 
left  axis  deviation  when  right  axis  deviation  might 


have  been  anticipated,  there  were  peaked  P waves 
in  La,  L3  and  AVF  (=  P pulmonale)  with  a flat 
P in  Li,  inverted  P in  AVL,  low  QRS- voltage  in 
Li  and  Ve  and  a shift  of  the  transitional  zone  to 
the  left  in  the  V-leads.  These  findings  are  compat- 
ible with  pulmonary  emphysema.  Because  the  low 
diaphragm,  found  in  emphysema  causes  a low- 
lying  position  of  the  heart,  the  usual  precordial 
lead-positions  will  be  high  and  will  produce  QS 
waves  in  the  right  precordium  and  midprecordium 
as  a result  of  an  area  of  relative  negativity  for  the 
mean  QRS-vector. 

Electrocardiograms  simulating 
infero-septal  infarction 

Infero-septal  myocardial  infarction,  also  called 
“inferior”  or  “diaphragmatic  wall”  myocardial  in- 
farction, is  diagnosed  by  the  presence  of  significant 
Q waves  (i.e.  equal  to  or  greater  than  0.04  sec- 
ond, or  at  least  25%  of  the  succeeding  R wave) 
in  leads  L3  and  AVF,  often  associated  with  a Q 
wave  in  L2.  In  the  acute  stage,  S-T  segments  are 
elevated  in  (L2),  L3  and  AVF  and  reciprocally 
depressed  in  Li,  AVL  and  the  precordial  leads. 
Infero-septal  myocardial  infarction  should  not  be 
confused  or  identified  with  posterior  infarction. 
Posterior  or  postero-basal  infarction  characterized 
by  a significant  Q in  lead  VB(ack)  (i-e.  2 cm.  to 
the  left  of  the  spine  at  the  level  of  V3)  indicates 
that  the  high  posterior  (basal)  surface  of  the  left 
ventricle  is  infarcted  without  involvement  of  the 
inferior  diaphragmatic  surface.  The  following  con- 
ditions may  produce  similar  electrocardiographic 
findings. 

1.  Pulmonary  Embolism.  A significant  Q wave 
and  inverted  T wave  in  L3  sometimes  combined 
with  a significant  Q in  AVF  will  simulate  infero- 
septal  myocardial  infarction  in  patients  with  pul- 
monary embolism.  These  abnormalities  have  been 
observed  without  myocardial  necrosis. Right 
axis  deviation,  deep  S waves  in  Li  or  L2,  clock- 
wise rotation  of  the  transitional  zone  to  the  left 
(i.e.  V4,  V5  or  Vg),  transient  right  bundle  branch 
block,  T wave  inversion  of  the  right  precordial 
leads  V1-V4  and  tachycardia  are  additional  signs 
frequently  found  in  pulmonary  embolism,  which 
support  the  diagnosis. 

2.  Pulmonary  Emphysema.  Pulmonary  emphy- 
sema may  simulate  not  only  anteroseptal  myocar- 
dial infarction,  as  discussed,  but  also  inferoseptal 
myocardial  infarction.  Phillips  and  Burch^^  report- 
ed a patient  erroneously  diagnosed  as  showing 
the  latter  because  of  large  Q waves  in  L2,  L3  and 
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AVF.  At  autopsy  this  patient  demonstrated  only 
right  ventricular  hypertrophy;  no  myocardial  in- 
farction was  present.  The  authors  indicate  that 
perhaps  a clue  to  the  correct  electrocardiographic 
diagnosis  was  the  absence  of  T wave  inversion  in 
Lo,  L3  and  AVF  plus  evidence  of  right  ventricular 
hypertrophy  (high  R waves  in  V1-V2  with  in- 
verted T waves  in  Vi-Vs)  and  the  prominent  P 
waves  and  Ta  (trium)  waves  in  L2  and  L3. 

3.  Acute  Rheumatic  Fever.  Transient  abnormal 
Q waves  described  by  Master®  and  S-T  elevations 
described  by  Levine’^  are  reported  in  patients 
suffering  from  rheumatic  fever.  When  rheumatic 
myocarditis  is  localized  predominantly  in  the  in- 
ferior or  inferoseptal  wall  of  the  left  ventricle,  a 
simulated  infero-septal  myocardial  infarction  will 
be  the  result. 

4.  Wolff-Parkinson- White  Syndrome  and  Left 
Bundle  Branch  Block.  Wasserburger  et  al.^®  pre- 
sented 34  instances  of  tracings  which  showed  QS 
waves  in  leads  L2,  L3  and  AVF  from  patients  with 
W.P.W.  syndrome  and  complete  or  incomplete  left 
bundle  branch  block,  simulating  inferior  or  in- 
fero-septal myocardial  infarction.  Pre-excitation 
of  the  ventricles  shortens  the  P-R  interval  to  0.10 
second  or  less,  prolongs  the  QRS  complex  to  0.12 
second  and  causes  slurring  or  notched  R wave 
(“delta-wave”)  at  the  base  of  the  left  ventricle 
R-wave  (i.e.  Li,  AVL,  and  Vs-Ve).  The  initial 
downward  notched  and  slurring  of  the  QS  waves 
in  L2,  L3  and  AVF  is  in  fact  an  inverted  delta 
wave  in  instances  of  W.P.W.  syndrome.  This  is 
not  one  of  the  characteristics  of  an  inferoseptal 
infarction  in  which  case  the  notching  is  usually 
noted  in  the  ascending  hmb  of  the  Q wave.  Notch- 
ing of  the  descending  limb  of  prominent  Q waves 
in  L3  and  AVF  but  without  the  characteristic  slur- 
ring of  the  W.P.W.  tracing  is  described  by  Bay- 
ley^^  as  a “staircase”  Q and  is  seen  in  cases  when 
inferoseptal  infarction  is  followed  by  anteroseptal 
or  high  anterolateral  infarction.  In  instances  of 
left  bundle  branch  block  the  slurring  QS  waves 
are  caused  by  the  initial  right-to-left  septal  de- 
polarization instead  of  the  normal  left-to-right 
septal  stimulation.  None  of  the  34  patients  re- 
ported had  a history  of  myocardial  infarction.  Au- 
topsies available  in  6 patients  failed  to  reveal  resid- 
uals of  myocardial  infarction. 

Electrocardiograms  simulating  lateral 
wall  infarction 

High  lateral  waU  infarction  is  characterized  by 
significant  Q waves  in  leads  Li  and  AVL  as  well 


as  in  the  high  lateral  precordial  leads,  that  is,  in 
the  V4  through  Ve  position  in  the  second  or  third 
intercostal  spaces  (2V4  through  2V6  or  3V4  through 
3V6).  When  Q waves  are  present  in  the  standard 
V5  and  Ve  positions  low  lateral  waU  infarction  is 
also  present. 

1.  Idiopathic  Hypertrophic  Subaortic  Stenosis. 
This  disease  may  not  only  simulate  anteroseptal 
myocardial  infarction,  as  discussed,  but  also  lateral 
wall  infarction.  Prescott  et  al.^®  reported  the  case 
of  a 19-year-old-man  with  this  condition  who  had 
twice  experienced  sharp  pain  in  the  left  side  of 
the  chest.  Catheterization  revealed  aortic  subval- 
vular gradient  of  22  mm.  Hg.  Electrocardiogram 
was  interpreted  as  an  anterolateral  myocardial  in- 
farction because  significant  Q waves  were  present 
in  Li,  AVL,  V5  and  Ve  suggesting  a high  as  well 
as  a low  lateral  wall  myocardial  infarction.  There 
was  a coarse  (grade  3)  midsystolic  and  an  early 
(grade  2)  diastolic  murmur  at  the  left  sternal 
border.  An  exercise  tolerance  test  failed  to  pro- 
duce additional  abnormalities,  and  a coronary 
angiogram  was  normal.  The  electrocardiogram 
showed  no  evolutionary  changes.  The  patient  was 
discharged  and  except  for  easy  fatigability,  has  re- 
mained asymptomatic. 

2.  Primary  Endocardial  Fibro-elastosis.  In  con- 
trast to  secondary  endocardial  fibroelastosis  as- 
sociated with  numerous  congenital  heart  defects, 
primary  endocardial  fibroelastosis  develops  under 
the  clinical  picture  of  infantile  cardiomegaly  with- 
out obvious  explanation.  Sellers  et  al.^®  analyzed 
the  details  of  25  autopsied  cases  of  primary  en- 
docardial fibroelastosis.  All  cases  had  symptoms 
and  signs  of  congestive  heart  failure  before  21 
months  of  life.  The  absence  of  organic  heart  mur- 
murs was  a necessary  criterion  for  the  diagnosis 
in  order  to  eliminate  the  possibility  of  valvular 
disease.  Flat  and  inverted  T waves  in  V5  and  Ve 
occurred  in  95%  of  all  postmortem  cases  and  a 
Q wave  in  Ve  of  1 mm  or  greater  was  seen  in 
over  60%.  The  voltage  of  the  R wave  in  Ve  or 
the  ampUtude  of  the  S wave  in  Vi  is  usuaUy  ab- 
normaUy  high  in  contrast  to  myocarditis.  The  age 
of  the  patient,  congestive  heart  failure,  cardio- 
megaly, and  tachycardia  from  120-220  are  the 
leading  signs  indicating  the  underlying  pathology. 

3.  Acute  Rheumatic  Fever.  Transient  Q waves 
described  by  Master®  and  S-T  alterations  re- 
ported by  Levine"^  as  a manifestation  of  acute 
rheumatic  fever  may  simulate  lateral  waU  infarc- 
tion when  the  rheumatic  myocarditis  is  localized 
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predominantly  in  the  lateral  wall  of  the  left  ven- 
tricle. 

Electrocardiograms  simulating 
subendocardial  infarction 

Subendocardial  infarction  is  caused  by  areas 
of  necrosis  beneath  the  endocardium,  usually 
prominent  in  the  ventricular  septum  and  the  pap- 
illary muscle (s)  resulting  from  persistent  myo- 
cardial anoxia.  There  is  general  S-T  segment  de- 
pression in  all  leads  except  in  AVR  and  Vi  which 
show  elevation  of  the  S-T  segment.  Deep  “cove- 
plane”  inverted  T waves  follow  the  almost  uni- 
versal S-T  depression  but  Q waves  do  not  ap- 
pear.^^ 

Acute  coronary  insufl&ciency  seen  in  angina 
pectoris  and  also  precipitated  by  moderate  hemor- 
rhage, allergic  shock  or  paroxysmal  tachycardia 
may  simulate  subendocardial  infarction.  Transient 
subendocardial  ischemia  will  result  in  a general 
S-T  depression  except  elevation  of  the  S-T  seg- 
ment in  leads  AVR  and  Vi.  However  T wave  in- 
version will  not  develop,  and  S-T  segments  will 
return  to  the  baseline  if  the  ischemic  area  did  not 
become  necrotic. 

Conclusion 

We  have  reviewed  the  conditions  in  which  the 
electrocardiographic  changes  simulate  myocardial 
infarction.  This  survey  confirms  that  the  electro- 


cardiogram by  itself  is  not  diagnostic  of  acute, 
recent  or  old  myocardial  infarction.  If  it  does  not 
fit  the  clinical  picture,  one  should  search  for  the 
reason.  Frequently,  elevation  of  the  serum-en- 
zymes levels  (S.G.O.T.  or  L.D.H.)  will  support 
the  electrocardiographic  or  cUnical  diagnosis  of 
infarction.  Finally,  because  acute  myocardial  in- 
farction is  a changing  situation  resulting  in  alter- 
ations of  electrocardiograms  over  several  hours  or 
days,  subsequent  tracings  should  be  taken  to  con- 
firm the  diagnosis.  • 
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American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  Part  I (written)  examination  of  this  Board  will  be  held  at  various 
examining  centers  in  the  United  States,  Canada,  and  military  bases  outside  of  the  conti- 
nental United  States  on  Friday,  December  11,  1964  at  2:00  p.m.  Candidates  eligible 
to  take  this  examination  will  be  notified  on  or  about  November  1 where  to  appear  for 
examination. 

SPECIAL  NOTICE 

Beginning  in  1965,  the  Part  I (written)  examination  will  be  given  early  in  July.  All 
candidates  (including  new  and  reopened  applicants  as  well  as  re-examinees)  having 
completed  an  approved  and  progressive  residency  program  on  or  before  July,  1965 
will  be  eligible  to  request  admission  to  the  Part  I examination  in  1965. 

The  1964  Bulletin  containing  detailed  information  on  the  requirements  and  procedures 
of  application  relative  to  the  new  schedule  of  examinations  beginning  in  1965  is  now 
available  for  mail  distribution. 

Bulletins  may  be  obtained  by  writing  to  the  office  of  the  Secretary,  Clyde  L.  Randall, 
MD,  American  Board  of  Obstetrics  and  Gynecology,  100  Meadow  Road,  Buffalo,  New 
York  14216. 

Diplomates  of  this  Board  are  requested  to  inform  the  Secretary’s  office  of  any  change 
in  address. 
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Intussusception  of  the  descending  colon  and 

volvulus  of  the  transverse  colon 

Wolfram  Fischer,  MD,  and  John  H.  Clark,  MD,  Salt  Lake  City* 


Volvulus  of  the  transverse  colon  and  intussus- 
ception of  the  left  colon  are  each  rare  causes  of 
mechanical  bowel  obstruction.  Volvulus  of  the 
colon  accounts  for  about  three  per  cent  of  large 
bowel  obstructions  in  the  United  States.^  In  Scan- 
dinavia and  the  Eastern  European  Countries,  re- 
ported incidence  is  as  high  as  thirty  per  cent  of 
colonic  obstructions,  and  rough  diet,  common  in 
these  areas,  is  thought  to  be  the  etiologic  factor. 
Since  torsion  of  the  transverse  colon  constitutes 
only  a small  fraction  of  colonic  volvulus,  a rough 
estimation  of  its  incidence  would  be  one  in  every 
30,000  cases  of  large  bowel  obstruction. 

Finsterer^  first  mentioned  the  association  of 
obstructing  lesions  of  the  left  colon  and  volvulus 
of  the  transverse  colon.  Martin  and  Ward,^ 
Becker,^  Kallio,®  and  Boley,^  reported  presence  of 
distal  obstruction  in  most  cases  of  volvulus  of 
transverse  colon.  Predisposing  factors  present  in 
most  of  the  reported  cases  are  an  abnormal  point 
of  fixation  and  colonic  obstruction  distal  to  the 
volvulus.®  The  various  obstructing  lesions  include 
carcinoma  and  benign  tumors  of  the  sigmoid  and 
descending  colon, and  volvulus  of  the  sigmoid 
(first  reported  by  Finsterer).  Abnormal  points  of 
fixation  are  inflammatory  strictures,  adhesions, 
and  congenital  bands.®  We  have  observed  another 
obstructive  lesion  in  the  etiology  of  volvulus  of 
transverse  colon — intussusception  of  the  descend- 
ing and  sigmoid  colon  due  to  a submucosal  lipoma 
of  proximal  descending  colon. 

In  contrast  to  the  limited  literature  about  vol- 
vulus of  transverse  colon,  numerous  descriptions 
of  intussusception  in  adults  have  been  published 
since  the  first  classical  report  of  300  cases  by 
Eliot  and  Corscaden  in  1911.®  One-third  of  these 
were  due  to  tumor,  of  which  60  per  cent  were 
benign  and  40  per  cent  malignant.  Similar  figures 
were  reported  by  Kelly  and  Donhauser,^®  who 
collected  665  cases  of  intussusception  in  adults. 

Dr.  Fischer  is  presently  a Resident  in  Training  in  Surgery  in 
Munich,  Germany. 

Dr.  Clark  is  Chief  of  the  Surgical  Service  at  St.  Mark’s  Hos- 
pital, Salt  Lake  City. 


213  of  which  were  secondary  to  benign  tumors 
and  123  to  malignant  tumors.  We  have  found  only 
one  case  in  the  literature  of  a lipoma  of  the  de- 
scending colon  which  caused  an  intussusception.^^ 

The  following  case  is  presented  to  supplement 
the  limited  literature  on  volvulus  of  the  transverse 
colon  and  to  report  intussusception  of  the  descend- 
ing colon  as  the  predisposing  obstructive  factor. 

Case  Report 

A 77-year-old  white  woman  was  admitted  to  St. 
Mark’s  Hospital,  Salt  Lake  City,  on  April  21,  1962. 
She  gave  a history  of  increasing  constipation  over 
the  previous  few  months.  Cramping  abdominal  pain, 
anorexia,  and  some  distention  of  the  abdomen  had 
been  noted  for  ten  days  prior  to  admission,  and  for 
the  previous  six  days  the  cramps  lasted  up  to  five 
minutes  and  recurred  every  ten  minutes.  Oral  intake 
was  diminished  and  nausea  became  evident.  Three 
days  prior  to  admission  the  crampy  pain  localized 
over  the  left  half  of  the  abdomen,  and  she  had  per- 
sistent vomiting  of  bile-containing  fluid.  She  had 
several  loose  bowel  movements  containing  mucus 
and  blood.  Past  history  was  non-contributory. 

Physical  examination  revealed  a well-preserved, 
mildly  dehydrated  elderly  woman  in  moderate  dis- 
tress. BP  was  184/84,  pulse  was  100,  and  respira- 
tions 22.  There  were  signs  of  mild  arteriosclerotic 
heart  disease  and  emphysema.  Main  physical  find- 
ings were  confined  to  the  abdomen,  which  was  mod- 
erately distended,  especially  over  both  iliac  fossae. 
Abdominal  tenderness  was  diffuse  but  more  marked 
in  the  left  lower  quadrant,  and  there  were  involun- 
tary and  voluntary  spasms  over  the  left  half  of  the 
abdomen.  A poorly  defined  mass  was  palpable  in  left 
lower  quadrant,  measuring  about  10  cm.  in  diameter. 
Rectal  and  proctoscopic  examinations  were  performed 
on  admission,  and  a large,  rubbery,  hemorrhagic, 
sessile  mass,  about  10  cm.  in  diameter,  presented 
at  the  anterior  rectal  wall  near  the  rectosigmoid  junc- 
tion (Fig.  1).  A biopsy  of  this  mass  was  done. 
Proctoscope  was  passed  beyond  the  mass  and  hemor- 
rhagic mucosa,  covered  with  blood  and  mucus,  was 
visualized.  Probable  diagnosis  of  polypoid  carcinoma 
of  the  rectosigmoid  was  made. 

Laboratory  data  on  admission  were  within  normal 
limits  except  a leukocyte  count  of  13,300  with  85 
per  cent  polymorphonuclears  and  15  per  cent  lymph- 
ocytes. Gastric  suction  and  I.V.  fluids  were  started. 
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Fig  1.  Portion  of  the  surgical  specimen  that  had  been 
visualized  through  the  sigmoidoscope  as  hemorrhagic 
mass. 


but  the  patient  did  not  improve  on  this  regimen. 
Twenty-four  hours  after  admission  the  abdominal 
distention  became  markedly  increased.  Flat  film 
of  the  abdomen  revealed  striking  dilatation  of  much 
of  the  colon  although  recognition  of  the  specific  por- 
tion involved  was  uncertain,  and  what  was  thought 
to  represent  descending  colon  in  a collapsed  state 
was  seen  in  the  extreme  left  lateral  aspect  of  the  ab- 
domen. Mechanical  obstruction  of  large  bowel  prox- 
imal to  the  descending  colon  was  thought  likely 
(Fig.  2).  Barium  enema  surprisingly  demonstrated 
complete  obstruction  at  the  rectosigmoid  junction. 


Fig.  2.  Initial  abdominal  film  showing  striking  dila- 
tation of  much  of  the  colon,  suggesting  obstruction  at 
splenic  flexure. 


A thin,  curving  line  of  barium  extending  slightly 
beyond  the  main  point  of  obstruction,  while  not 
typical,  was  thought  to  be  suggestive  of  volvulus  of 
the  sigmoid  (Fig.  3). 

Exploratory  laparotomy  was  performed,  and  a 
tremendously  dilated,  tense  transverse  colon,  twisted 


Fig.  3.  Obstruction  at  rectosigmoid  revealed  by 
barium  enema. 


180°  in  a counter-clockwise  manner,  was  encoun- 
tered. Redundancy  of  the  transverse  colon  was  pres- 
ent. The  hepatic  flexure  was  completely  mobile;  the 
splenic  flexure  was  fixed  in  a normal  position.  The 
transverse  colon  was  untwisted  and  the  bowel  decom- 
pressed with  a small  needle  trocar  through  a purse- 
string suture.  A large,  edematous,  sausage-like  mass, 
palpated  in  the  left  pelvis,  was  found  to  be  intus- 
susception of  the  descending  and  sigmoid  colon.  The 
intussusception  was  reduced  and  a polypoid  mass 
was  noted  in  the  proximal  descending  colon.  Op- 
posite the  mass  the  colon  was  necrotic  and  perforated. 
A large  loop  of  the  descending  colon,  containing  the 
mass  and  the  necrotic  bowel,  was  exteriorized  in  the 
fashion  of  Mikulicz. 

On  the  second  postoperative  day,  a portion  of  the 
descending  colon,  containing  the  polypoid  mass,  was 
removed  with  cautery.  Pathologic  report  of  the  mass 
was  submucosal  lipoma  (Fig.  4).  The  bowel  was 
prepared  for  surgery  and  on  the  8th  postoperative 
day  the  previously  exteriorized  colon  was  excised 
and  closure  of  the  colostomy  was  performed,  using 
the  technic  of  Pauchet.^^  The  patient  was  dismissed 
on  the  18th  hospital  day  after  an  uneventful  post- 
operative convalescence. 
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Fig.  4.  Cut  surface  of  submucosal  lipoma. 


Comment 

A case  of  volvulus  of  the  transverse  colon  asso- 
ciated with,  and  secondary  to,  intussusception  of 
the  descending  colon  is  presented.  The  intussus- 
ception was  caused  by  a submucous  lipoma  of  the 
proximal  descending  colon.  This  case  again  em- 
phasized that  volvulus  of  the  transverse  colon  is 
secondary  to  an  obstructing  lesion  in  the  distal 
part  of  the  colon.  The  authors  feel,  however,  that 
elongation  of  the  transverse  mesocolon,  mobility 
of  the  hepatic  flexure,  and  the  large  redundancy  of 
the  transverse  colon  were  contributing  factors  in 


the  etiology  of  the  obstruction.  Temporary  Miku- 
licz-type exteriorization  colostomy  was  consid- 
ered the  only  safe  procedure  in  the  presence  of 
a necrotic  segment  of  the  descending  colon.  Flat 
abdominal  film  and  barium  enema  did  not  pro- 
vide a specific  diagnosis  in  this  extremely  rare 
case  of  large  bowel  obstruction.  Part  of  the  liter- 
ature on  volvulus  of  the  transverse  colon  and  in- 
tussusception of  the  descending  and  sigmoid  colon 
has  been  reviewed.  • 
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Respiratory  cancer 

A new  approach 

Harvey  S.  Rusk,  MD,  Pueblo,  Colorado 


The  respiratory  tract  is  especially 
vulnerable  to  irritants  which  provoke 
instability  of  its  mucous  membranes. 
Environmental  dryness  and  humidity, 
especially  in  our  geographic  area,  are 
important  etiologic  factors  in  many 
complaints  among  our  patients.  These, 
plus  irritants  in  combustion  products  of 
tobacco,  may  be  significant  in  the  incidence 
of  cancer. 

A NEW  CONCEPT  in  etiology  of  cancer  of  the 
respiratory  tract  has  been  engaging  my  interest 
through  forty-two  years  of  practice  in  otolaryngol- 
ogy. Abnormal  dryness  of  certain  areas  of  the 
respiratory  tract  may  lead  to  crusting,  mechanical 
irritation  from  friction,  and  changes  in  exposed 
membranes.  The  characteristic  of  all  mucous 
membranes  in  the  body,  outside  of  the  cellular 
structure,  is  that  they  must  be  constantly  moist 
from  their  own  secretion  and  from  associated 
areas.  The  mucus  acts  as  a lubricant  and,  in  the 
respiratory  tract,  an  insulation  from  the  drying 
effect  of  air  currents. 

Let  us  consider  the  respiratory  tract  as  the 
nose,  mouth,  nasopharynx,  pharynx,  and  larynx. 
The  vocal  cords,  protruding  into  the  airway  are 
especially  exposed  to  drying.  The  bronchi,  tra- 
chea, and  the  alveoli  are  also  vulnerable.  The 
internal  and  external  structure  of  the  nose  de- 
pends largely  on  race.  Some  races  have  more 
flat  noses  with  less  opportunity  for  adding  mois- 
ture and  warmth.  Other  races  have  high  narrow 
noses  which  give  the  inspired  air  time  to  be 
warmed  and  moistened.  The  internal  anatomic 
structure  of  the  nose  determines  the  direction  of 
air  flow.  The  normal  current  of  air  enters  the  ves- 


tibule and  is  directed  upward  toward  the  sinus 
area,  and  then  downward  more  or  less  parallel 
to  the  nasopharynx  and  pharynx.  If  the  direction 
is  straight  back  it  hits  the  nasopharynx  at  right 
angles  without  normal  moistening  effect,  often 
making  a dry  spot  behind  the  palate.  This  may 
produce  the  common  symptom  of  fullness,  stiff- 
ness, soreness  and  the  sensation  of  a lump  in  the 
throat.  This  abnormal  direction  may  be  caused 
by  septal  deviations,  and  middle  turbinate  and 
ethmoid  hypertrophy.  The  straight  direction  may 
be  caused  by  atrophic  changes  in  soft  tissues  of 
the  nose,  or  by  polypi.  Subjectively,  the  more 
open  side  will  often  feel  obstructed  from  dryness, 
and  the  tighter  side  feel  open  to  breathing  because 
the  membranes  are  moist  and  therefore  sensitive 
to  air  flow.  A dry  spot  may  form  back  of  the  open 
nostril. 

The  physiology  of  the  nose  is  even  more  im- 
portant than  the  anatomy.  Its  membranes  must 
be  moist  to  function,  and  the  amount  of  moisture 
secreted  is  astonishing.  It  has  been  estimated  at 
a pint  to  a quart  in  the  normal  nose  during  24 
hours.  Proetz^  states,  “A  man  at  ordinary  occu- 
pation breathes  in  the  neighborhood  of  500  cubic 
feet  a day.  Although  the  saturation  of  500  cu.  ft. 
of  air  at  body  temperature  consumes  less  than  .7 
liters  of  water,  nevertheless  the  nose  has  been 
shown  to  secrete  in  the  neighborhood  of  a liter 
in  24  hours,  the  balance  being  applied  to  cleans- 
ing process  and  ultimately  swallowed.  Under  ex- 
perimental conditions  it  may  be  true  that  the 
mouth  can  humidify  inspired  air  to  the  same  de- 
gree as  the  nose,  but  surely  its  effectiveness  di- 
minishes with  a few  breaths.  One  has  only  to 
examine  a mouthbreather  in  the  morning  to  con- 
vince himself  of  the  superiority  of  the  nose  over 
the  mouth  as  a humidifier.”  The  nose  supplies 
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moisture  to  the  inspired  air,  but  also  the  whole 
respiratory  tract  assists,  and  if  dry  the  effective 
humidity  is  decreased.  This  moisture  is  largely 
water,  but  mucus  also  resists  drying  and  acts  as 
insulation  from  constant  air  currents.  Membranes 
that  are  not  so  protected  tend  to  become  red  and 
painful;  nostrils  are  dry  and  lose  much  of  their 
sensitivity.  The  nasopharynx  has  a sticky  phlegm 
and  the  pharynx  is  injected,  often  presenting  a 
red  streak  on  each  side.  Vocal  cords  are  reddened 
and  dry  looking  and,  while  not  painful,  the  voice 
is  husky.  Secretions  tend  to  dry  on  the  cords, 
and  friction  of  the  cords  occurs.  Most  of  the  nasal 
secretion  evaporates  during  respiration,  and  some 
moisture  is  lost  from  the  body  with  each  breath 
if  the  outside  air  is  dry.  When  nostrils  are  dry, 
ciliary  action  is  decreased  or  lost;  turbinates  often 
are  large  and  dry  in  a compensatory  effort  to 
supply  moisture.  Dried  mucus  accumulates  in 
the  nose  and  back  of  the  palate.  Dry  membranes 
of  the  entire  respiratory  tract  often  are  the  main 
cause  of  a cough. 

There  is  a climatic  factor  in  nasal  physiology. 
In  winter  the  air  is  cold  and  usually  dry,  as  the 
cold  air  will  not  hold  much  water  vapor,  and 
moisture  descends  into  the  ground.  Humidity  is 
usually  measured  as  the  relative  percentage  of 
saturation  the  air  will  hold.  Cold  air  may  have 
a high  degree  of  saturation,  but  actually  very 
little  moisture  content.  The  same  air  brought 
indoors  wiU  become  many  degrees  warmer  and 
relative  humidity  will  be  less.  The  inside  air  is 
now  thirsty  for  water  and  our  houses  are  in  need 
of  additional  water.  Just  the  opposite  conditions 
prevail  in  the  summer  when  the  outside  air  is 
warm  and  has  more  moisture,  and  the  indoor  air 
is  cooler.  Relative  humidity  is  then  higher  inside. 

One  point  in  physiology  of  the  respiratory  sys- 
tem has  not,  to  my  knowledge,  previously  been 
mentioned.  The  average  internal  body  temper- 
ature is  about  99.5  degrees.  In  the  mouth  it  may 
be  98.6  degrees.  If  the  air  temperature  is  70  de- 
grees there  is  a difference  of  28  degrees.  There- 
fore, the  air  warmed  by  the  respiratory  tract  is 
theoretically  drier  than  air  outside  the  body.  “At 
zero  degrees  air  will  hold  about  one  half  grain 
of  water  vapor  per  cubic  foot.  At  32  degrees,  if 
saturated,  it  will  hold  only  two  grains  of  water 
per  cubic  foot.  When  the  same  air  enters  a house 
and  is  warmed  to  70  degrees  it  still  has  only  two 
grains  of  water  per  cubic  foot,  but  it  is  no  longer 
saturated  and  has  a relative  humidity  of  about 
25  per  cent.”^  Usually  the  outside  air  is  much 


below  saturation;  therefore,  inside  air  will  drop 
below  the  25  percent.  The  most  desirable  humid- 
ity in  the  house  in  winter  is  estimated  to  be  40  to 
50  percent. 

Persons  who  habitually  drink  very  little  water 
and  whose  bodies  are  thirsty,  and  those  persons 
who  have  anatomic  conditions  in  the  nose  which 
reduce  the  normal  increase  of  humidity  on  inspi- 
ration, are  subject  to  drying  of  the  entire  respira- 
tory tract. 

Another  factor  is  that  certain  drugs,  nose  drops, 
decongestive  tablets,  and  nicotine  are  vasocon- 
strictors which  reduce  normal  moisture  of  the 
respiratory  tract.  Exchange  of  oxygen  and  carbon 
dioxide  in  the  periphery  of  the  lung  is  dependent 
upon  moisture  of  alveolar  membranes.  Many  pa- 
tients lose  their  stuffy  noses,  sore  throats,  and 
cough  when  they  stop  smoking  and  when  they 
stop  decongestive  remedies. 

Summary 

A review  of  anatomic  and  physiologic  factors 
affecting  humidity  in  the  respiratory  tract  is  given. 
Some  commonly  known  principles  of  atmospheric 
humidity  are  explained  and  a new  factor  is  pre- 
sented, that  the  higher  temperature  within  the 
body  is  associated  with  a corresponding  decrease 
of  humidity  in  the  respiratory  tract.  A possible 
element  in  etiology  of  respiratory  cancer  is  pre- 
sented— that  dryness  leads  to  changes  in  mucous 
membranes.  Relationship  of  nicotine  to  respira- 
tory cancer  is  shown  in  a new  light.  If  respiratory 
membranes  are  dry  and  unprotected  they  are 
exposed  directly  to  the  chemical  irritative  actions 
of  smoke.  These  principles  could  be  a contribut- 
ing factor  in  the  etiology  of  respiratory  cancer 
and  also  apply  to  many  complaints  of  patients 
who  seek  relief.  • 
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• DOCTOR'S  EASACCOUNT  RECORD  SYSTEM— New!— A financial 

record  keeping  system  tailored  specifically  to  the  requirements 
of  physicians. 

• HUGHES— PEDIATRIC  PROCEDURES— New!— Step-by-step  instruc- 

tions on  scores  of  management  procedures  for  child  patients. 

• BATES  AND  CHRISTIE— RESPIRATORY  FUNCTION  IN  DISEASE— 

New! — A valuable  aid  in  managing  those  patients  suffering  from 
lung  conditions. 
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We  regret  a clerical  error  in  the  obituary  of  the 
late  Dr.  John  D.  Davies  of  Alamosa  in  our  issue  of 
August,  1964.  The  name  appeared  as  “Davis”  rather 
than  “Davies.” 

Dr.  Davies  practiced  his  specialty  of  eye,  ear, 
nose  and  throat  in  Alamosa  for  47  years,  serving 
with  distinction  and  as  one-time  president  of  the 
San  Luis  Valley  Medical  Society.  He  was  a life 
emeritus  member  of  the  Colorado  Medical  Society. 
His  long  and  useful  practice  followed  graduation 
from  the  University  of  Kansas  School  of  Medicine 
in  1905  and  was  interrupted  only  by  his  service  as 
a medical  officer  in  Europe  during  World  War  I. 

Again,  our  apologies  for  the  error  in  the  obituary, 
particularly  to  Mrs.  Davies,  two  sisters  and  a brother 
who  survive  him. 


Honors  to  Colorado  Colleague 

Two  outstanding  medical  educators  and  a leading 
educator  of  women  were  recently  appointed  to  4- 
year-terms  on  the  National  Advisory  Child  Health 
and  Human  Development  Council  by  Surgeon  Gen- 
eral Luther  L.  Terry,  Public  Health  Service,  U.  S. 
Department  of  Health,  Education,  and  Welfare. 

The  two  medical  educators  representing  the  fields 
of  internal  medicine  and  obstetrics  and  gynecology 
are:  Dr.  Lewis  Thomas,  Professor  and  Chairman  of 
the  Department  of  Medicine,  New  York  University 
School  of  Medicine,  New  York  City,  and  Dr. 
E.  Stewart  Taylor,  Professor  and  Head  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of 
Colorado  School  of  Medicine,  Denver,  Colorado. 
Dr.  Taylor  is  an  experienced  researcher  and  has  a 
unique  understanding  of  maternal  health,  the  repro- 
ductive process,  and  special  problems  associated  with 
the  perinatal  period.  He  has  been  Professor  and 
Head  of  the  Department  of  Obstetrics  and  Gynecol- 
ogy at  the  University  of  Colorado  School  of  Medicine 
in  Denver  since  1947.  A native  of  Hecla,  South  Da- 
kota, Dr.  Taylor  earned  his  BA  (1933)  and  MD 
(1936)  degrees  from  the  University  of  Iowa,  Iowa 
City,  Iowa. 

Prior  to  his  Council  appointment,  he  was  a mem- 
ber of  the  NICHD’s  Research  Career  and  Fellowship 
Program  Committee.  Dr.  Taylor  was  the  national 
consultant  on  obstetrics  and  gynecology  to  the  U.  S. 
Air  Force  Surgeon  General  from  1958-62.  Currently, 


he  serves  as  obstetrics-gynecology  consultant  to  Fitz- 
simons  Army  Hospital  in  Denver,  and  as  an  attend- 
ing obstetrician-gynecologist  at  St.  Joseph’s  Hospital 
in  the  same  city. 

Dr.  Taylor  is  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology  and  a Fellow  of  both 
the  American  College  of  Surgeons  and  the  American 
College  of  Obstetricians  and  Gynecologists.  Among 
his  other  affiliations,  he  is  a member  of  the  American 
Gynecological  Society  and  the  American  Medical 
Association.  Included  among  his  research  interests 
are  studies  of  cancer  of  the  cervix  and  the  physiology 
of  pregnancy. 


Health  Resources  Center 

Of  interest  to  physicians  in  the  Denver  metro- 
politan area  is  the  now  available  Health  Resources 
Center  (formerly  identified  in  the  Denver  Medical 
Society  Handbook  as  the  Consultation  and  Referral 
Service  for  the  Chronically  111).  The  Center  has  been 
headquartered  in  the  Denver  Medical  Society  building 
since  July  1 of  this  year. 

The  program  provides  professional  help  at  no  fee 
in  meeting  needs  of  patients  and  their  families  on 
health  related  social  problems. 

While  referrals  are  accepted  from  any  source,  it 
is  hoped  that  as  physicians  become  familiar  with  the 
service  they  will  refer  patients  and  families  needing 
counseling  or  information  in  order  to  avail  them- 
selves of  existing  health  and  welfare  services.  With 
the  complexities  of  modern  urban  living,  it  is  in- 
creasingly difficult  for  physicians  and/or  patients  to 
know  and  understand  in  any  detail  how  to  use  such 
resources.  Acting  as  a connecting  link  between  phy- 
sician, patient,  and  the  community  is  an  important 
aspect  of  the  service,  which  additionally  identifies 
gaps  in  community  resources.  Knowledge  of  com- 
munity needs  based  upon  collection  of  data  from 
inquiries  processed  is  available  to  appropriate  com- 
munity planning  groups,  and  will  be  increasingly  used 
by  those  functioning  within  the  medical  societies. 
Except  in  the  instances  where  information  only  is 
involved,  and  this  represents  only  a small  propor- 
tion of  the  total  group,  any  activity  in  work  with  a 
patient  or  family  is  preceded  by  a direct  telephone 
contact  with  the  physician  or  physicians  concerned. 

The  program  has  an  impressive  list  of  sponsors  and 
financial  contributors,  including  Adams-Aurora  Medi- 
cal Society,  American  Cancer  Society,  Arapahoe  Coun- 
ty Medical  Society,  Clear  Creek  Valley  Medical  Socie- 
ty, Colorado  Heart  Association,  Colorado  Society  for 
Crippled  Children  and  Adults,  Colorado  State  De- 
partment of  Public  Health,  Denver  Medical  Society, 
Denver  Society  for  Crippled  Children  and  Adults, 
Denver  and  Tri-County  Tuberculosis  Association, 
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Metropolitan  Council  for  Community  Service,  and 
Tri-County  District  Health  Department.  As  a result 
of  a description  of  the  program  in  the  AMA’s  PR 
Doctor,  it  is  attracting  nationwide  interest.  Dr. 
Marvin  E.  Johnson,  Chairman  of  the  Executive  Com- 
mittee, recently  returned  from  the  AMA  Public 
Relations  national  meeting  in  Chicago,  where  he 
reported  on  the  development  of  the  project. 

Physicians  in  the  Denver  metropolitan  area  are 
strongly  urged  to  utilize  the  service  (telephone 
255-1151). 


Obituaries 

HASKELL  M.  COHEN,  MD— 1875-1964 

Haskell  M.  Cohen,  MD,  was  born  in  Minneapolis, 
September  16,  1875.  He  received  his  primary  edu- 
cation in  Cripple  Creek,  Colo.,  attended  Denver 
Arapahoe  School  and  graduated  from  Pueblo  High 
School  and  Bellevue  Medical  College. 

Dr.  Cohen  established  a hospital  and  started  prac- 
tice in  the  Cripple  Creek-Victor  district.  In  1904  he 
studied  in  Berlin  and  Vienna  and  then  taught  in 
Vienna.  From  1905  to  1911  he  practiced  in  Pueblo 
and  moved  to  Denver  in  1911. 

Dr.  Cohen’s  accomplishments  were  many,  per- 
forming what  has  been  acclaimed  the  first  manual 
heart  massage  in  1903.  He  was  chief  of  surgery  at 
Mercy  Hospital,  a founder  of  Beth  Israel  Hospital, 
chief  of  the  Medical  Advisory  Board,  and  trustee  of 
National  Jewish  Hospital,  a founder  of  B’Nai  B’Rith 
and  a member  of  Denver  Lodge  No.  5 AF&AM.  Dr. 
Cohen  has  been  a member  of  the  Colorado  Society 
since  1907.  He  was  state  Tennis  Champion,  a pioneer 
golfer  and  founder  of  Green  Gables  Country  Club. 

He  is  survived  by  his  wife,  two  sons,  a brother  and 
a sister. 

JOHN  E.  NIENHUIS,  MD-— 1894-1964 

John  E.  Nienhuis  was  bom  in  Chicago,  February, 
1894.  He  was  a veteran  of  World  War  I and 
graduated  from  Rush  Medical  College  in  1923. 

Dr.  Nienhuis  practiced  first  in  Holly  and  then  in 
Lamar,  Colorado,  where  he  was  a member  of  the 
active  staff  of  Sacred  Heart  Hospital.  He  was  a 
member  of  the  Colorado  Medical  Society  from  1930 
until  his  death  on  July  4,  1964,  of  heart  failure  and 
pneumonia. 

E.  B.  VAN  BENSCHOTEN,  MD— 1928-1964 

Ethan  Bernard  Van  Benschoten  was  born  Septem- 
ber 29,  1928  at  Fairbank,  Iowa.  He  received  his 
education  at  Baylor  University,  the  University  of 
Iowa  and  Northwestern  University  School  of  Med- 
icine and  interned  at  the  Iowa  Methodist  Hospital 
in  Des  Moines.  Dr.  Van  Benschoten  served  in  the 
U.  S.  Air  Force  from  1954-1956. 

He  entered  practice  in  Englewood  in  1956,  served 
as  President  of  the  Arapahoe  County  Medical  Soci- 
ety, as  Area  President  of  the  Christian  Medical  Soci- 
ety, as  well  as  the  Denver  Rescue  Mission.  He  was  a 
very  active  member  of  his  church  and  in  medical 
missionary  work.  Dr.  Van  Benschoten  was  a member 


of  the  active  staff  of  Porter  and  Swedish  Hospital 
and  was  a member  of  the  Colorado  Medical  Society 
from  1956. 

He  is  survived  by  his  wife,  his  parents,  two  sons, 
one  daughter,  two  brothers  and  two  sisters. 

University  of  Colorado  Medical 
Center  News 

Representatives  of  the  estate  of  the  late  May 
Bonfils  Stanton,  Denver  philanthropist  and  patron  of 
the  arts,  have  presented  a gift  of  $324,000  to  the 
University  of  Colorado  Medical  Center  for  the  eye 
clinic  of  its  new  out-patient  department. 

Dean  John  J.  Conger  said  the  gift  will  be  expended 
in  accordance  with  Mrs.  Stanton’s  directions  that 
$200,000  be  used  to  finish  and  equip  the  ophthalmol- 
ogy clinic  in  the  new  University  Hospital,  $75,000 
be  spent  to  equip  an  ophthalmology  operating  room, 
including  closed  circuit  television  facilities  for  teach- 
ing, and  $100,000  for  ophthalmology  research  lab- 
oratories. Mrs.  Stanton  had  made  a preliminary  gift 
of  $51,000  toward  the  work  before  her  death  on 
March  12,  1962. 

The  ophthalmology  clinic  will  be  one  of  the  ser- 
vices in  the  out-patient  department  which  will  occupy 
the  first  two  floors  of  the  new  University  Hospital, 
Dean  Conger  said,  and  will  be  among  the  finest  ser- 
vices of  its  kind  in  the  nation. 

The  clinics  are  being  constructed  and  equipped  to 
care  for  up  to  200,000  patient  visits  annually,  as  com- 
pared to  present  volume  of  more  than  100,000  pa- 
tient visits  each  year  in  space  designed  for  only 
40,000  visits. 

The  facilities  will  provide  for  the  care  of  ambula- 
tory patients  in  a series  of  individual  clinics  devoted 
to  the  various  medical  specialties — surgery,  medicine, 
ophthalmology,  heart  disease,  dermatology,  radiology, 
pediatrics,  etc. 

Dr.  Jerome  W.  Gersten,  head  of  the  Department 
of  Physical  Medicine  and  Rehabilitation  at  the  Uni- 
versity of  Colorado  Medical  Center,  was  elected  vice 
president  of  the  American  Congress  of  Physical  Med- 
icine and  Rehabilitation  at  its  recent  annual  meeting 
in  Boston. 

Elected  vice  presidents  of  the  Congress  traditional- 
ly succeed  to  the  presidency. 

Dr.  Gersten  joined  the  CU  medical  faculty  in  1949 
as  assistant  professor  of  physical  medicine  and  re- 
habilitation and  has  been  professor  and  head  of  the 
department  since  1957.  He  is  a magna  cum  laude 
graduate  of  the  College  of  the  City  of  New  York  and 
received  his  MD  degree  in  1939  from  the  New  York 
University  College  of  Medicine. 

Long  active  in  the  national  professional  and  sci- 
entific affairs  of  his  specialty,  he  is  a former  pres- 
ident of  the  American  Assn,  of  Electromyography 
and  Electrodiagnosis,  serves  on  the  executive  board 
of  the  American  Institute  of  Ultrasonics  in  Medicine 
and  the  editorial  board  of  the  American  Journal  of 
Physical  Medicine.  He  also  is  a member  of  the  Gov- 
ernor’s Committee  for  Employment  of  the  Physically 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxyiate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


LiOMOTiL  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  eflBciently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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NEW 

SANBORN 


500 

ViSO 


0 

■ 

Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
"noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”  and  other  electrical“noise’' 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Denver  Lahana  & Co.,  P.O.  Box  22065  Belleview  Valley  H’way  Intrchg.  755-1233 
Salt  Lake  City  Lahana  ir  Co.,  1482  Major  Street,  HU6-8166 
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^ixt^  -^irdt  .^^nnuai  ^^Fjeetln^ 

^euada  ^tate  ^yjfiedicai  ^.ydssociation 


Jointly  With  Fourteenth  Annual  Conference 

l^eno  ^ur*^icai  ^ocietij. 

The  Masonic  Temple-— Reno,  Nevada — November  4-7,  1964 


Registration — Every  person  who  attends  must  register;  at  the  Mapes  Hotel  on  Wednesday;  thereafter 
in  the  foyer  of  the  Masonic  Temple.  Registration  fee,  $20.00. 


John  B.  Dillon,  M.D. 


Donald  E.  Pickering,  M.D. 


Wednesday,  November  4 

House  of  Delegates,  2-4  p.m.,  State  Chamber, 
Capitol  Building,  Carson  City 

Thursday,  November  5 

Invocation  and  Welcome 

“The  Psychological  Impact  of  Cancer” 

Alfred  M.  Popma,  M.D.,  Past  president,  Amer- 
ican Cancer  Society;  Chief  of  Radiology,  St. 
Luke’s  Hospital,  Boise,  Idaho 


“The  Cancer  Chemotherapy  Program” 

IsiDOR  Ravdin,  M.D.,  Professor  of  Surgery  and 
Vice  President  for  Medical  Affairs,  University 
of  Pennsylvania,  Philadelphia 

“Recent  Knowledge  About  the  Psychophysiology 
of  Emotion” 

Edward  Stainbrook,  M.D.,  Ph.D.,  Professor 
and  Chairman,  Department  of  Psychiatry, 
University  of  Southern  California  School  of 
Medicine,  Los  Angeles 


Turn  page  for  more  of  scientific  program. 


Edward  Stainbrook,  M.D. 


Max  Samter,  M.D. 


Alfred  M.  Popma,  M.D.  Isidor  Ravdin,  M.D.  Victor  Richards,  M.D. 


Thursday,  November  5 (cont. ) 

Luncheon — Mapes  Hotel 

“A  Survey  of  Research  in  Fetal  Development  of 

Significance  to  Man” 

Donald  E.  Pickering,  M.D.,  Director,  Labora- 
tory of  Human  Development;  Professor  of 
Developmental  Biology,  University  of  Nevada, 
Reno 

“The  Effects  of  Today’s  Surgery  on  Anesthesia” 

John  B.  Dillon,  M.D.,  Professor  and  Head  of 
the  Department  of  Anesthesia,  University  of 
California,  Los  Angeles 

“Diagnosis  and  Treatment  of  Respiratory  Tract” 

Paul  H.  Holinger,  M.D.,  Professor  of  Bron- 
choesophagology.  Department  of  Otolaryngol- 
ogy, University  of  Illinois  College  of  Medicine, 
Chicago 

“Indication  and  Uses  of  Hyperbaric  Oxygen  in 
Medicine  and  Surgery” 

Victor  Richards,  M.D.,  Chief  of  Sui’gery, 
Presbyterian  Medical  Center  and  Children’s 
Hospital,  San  Francisco,  California 

“The  Incredible  Skin  Tests” 

Max  Samter,  M.D.,  Professor  of  Medicine, 
University  of  Illinois  College  of  Medicine, 
Chicago 

Friday,  November  6 

“The  Problems  Associated  With  Multiple  Blood 
Transfusions” 

John  B.  Dillon,  M.D. 


“Changing  Concepts  in  Cancer  Therapy” 

Victor  Richards,  M.D. 

“A  Centennial  for  Allergy” 

Max  Samter,  M.D. 

Luncheon — Mapes  Hotel — Ladies  Invited 
Speaker  to  be  announced 

“One  Medicine” 

ISIDOR  Ravdin,  M.D. 

“Cancer  of  the  Larynx” 

Paul  H.  Holinger,  M.D. 

“Sun,  Wind  and  Cancer” 

Alfred  M.  Popma,  M.D. 

“The  Psychological  Adaption  to  Mortal  Illness” 

Edward  Stainbrook,  M.D.,  Ph.D. 

Centennial  Celebration  (Annual  Banquet) — Hidden 
Valley  Country  Club 

Saturday,  November  7 

Round  Table  Discussion 

Moderator:  John  W.  Cline,  M.D.,  Past  Presi- 
dent, American  Medical  Association;  Past 
President,  American  Cancer  Society 

House  of  Delegates — Mapes  Hotel 

Coffee  Breaks  morning  and  afternoon  to  visit 
with  exhibitors. 


(Continued  from  page  50) 

Handicapped  and  is  a consultant  to  several  Denver 
area  hospitals  and  institutions.  He  is  a diplomate  of 
the  American  Board  of  Physical  Medicine  and  Re- 
habilitation. 


A $9,256  grant  from  the  Deafness  Research  Foun- 
dation for  investigation  of  the  effects  of  extreme 
cold  on  the  structures  and  tissues  of  the  inner  ear 
has  been  awarded  to  Dr.  James  R.  Tabor,  Uni- 
versity of  Colorado  Medical  Center  ear  specialist. 

The  grant  was  announced  in  New  York  City  by 
Mrs.  Hobart  C.  Ramsey,  foundation  president,  and  is 
one  of  25  awards  totaling  $150,000  which  the  or- 
ganization has  made  during  the  past  year  to  medical 
investigators  throughout  the  country. 

Dr.  Tabor’s  studies  are  expected  to  advance  sci- 
entific understanding  of  various  forms  of  deafness 
and  other  ear  disorders.  He  is  a clinical  instructor  in 
the  Division  of  Otolaryngology  of  the  CU  School 
of  Medicine. 

The  DRF,  a national  organization  which  carries 
the  endorsement  of  leading  professional  bodies  in  the 
fields  of  otology  and  otolaryngology,  has  allocated 
nearly  a half-million  dollars  to  medical  investigators 
since  it  was  established  six  years  ago. 


Obituaries 

Dr.  Henry  Louderbough  died  at  his  home  in  Al- 
buquerque, N.  M.,  of  a coronarism  at  the  age  of  57. 

Dr.  Louderbough,  a Princeton  University  gradu- 
ate, received  his  medical  degree  from  Vermont  Medi- 
cal School  in  1938  and  spent  1941-43  with  the 
Friends  Ambulance  Unit  in  China.  He  participated 
in  the  Iwo  lima  campaign  as  a member  of  the  Navy 
in  the  Fifth  Marines  Division.  Dr.  Louderbough 
practiced  ten  years  in  Watertown,  Connecticut,  be- 
fore coming  to  New  Mexico  where  he  maintained  a 
general  practice. 

At  the  time  of  his  death  Dr.  Louderbough  was  an 
active  member  of  the  Bernalillo  County  Medical  As- 
sociation, the  New  Mexico  Medical  Society  and  the 
American  Medical  Association. 


Dr.  Walter  S.  Taylor,  Chief  of  Medical  Services 
at  the  Veterans  Administration  Hospital  in  Albu- 
querque since  1947  until  he  retired  three  years  ago, 
died  on  August  10  at  the  age  of  70.  Dr.  Taylor  was 
born  in  Bladensburg,  Ohio,  in  1893,  and  received  his 
medical  degree  from  Ohio  State  University  in  1918. 
He  practiced  in  Cleveland,  Ohio,  until  he  came  to 
New  Mexico.  At  the  time  of  his  death  Dr.  Taylor 
was  a member  of  the  Ohio  State  Medical  Association 
and  the  American  Medical  Association. 


MORi  HELP  ' 1 

THE  STRICKEN  HEARTJ 


In  long-term 
treatment 
of  your  patients. 
with  coronary 
Insufficiency..,  . 


■ PETN  (pentaerythritol  tetranitrate)  to  in* 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CM  L- 1055 


MILTRATE’ 

meprobamate  200  mg.  pentaerythritol  tetranitrate  10  mg. 
\^/@WALLACE  LABORATORIES  /Cranfcury,  N.  J. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at 
nominal  cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines'... a favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency... all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  @ 

IDECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur;  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


for  October,  1964 


55 


ec 


Here  are  all  the  ingredients  for 
recreation  and  relaxation.  The 
finest  golf  courses  in  the  coun- 
try, outdoor  swimming  in  large 
heated  pool,  tennis,  sheet,  horse- 
hack  riding,  and  award  win- 
ning accommodations,  dining 
and  decor.  You  will  live  well. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

C^sf) 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

cx.  pejTXivi£Ai^ 'msi^  BENSON'S 


Descriptive  folder 
available  in  quantities. 


protection  athlete-patients  need— 

ALL-AMERICAN® ATHLETIC  GLASSES 


“Sports-safe”  design  for  maximum  protection  with- 
out interfering  with  performance  . . . assures  com- 
plete player  confidence. 


Available  now  at  regular  Rx  service — 


. New  DURiKON  non-glass  or 
BENSAFE  warranteed  lenses 

• Rubber  nose  piece 

. Adjustable  headband 

• Many  other  design  features 
SIZES:  44-20,  44-23,  47-20,  47-23; 
TEMPLES:  S%"  through  &Va!' 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


NEW  DENVER  SERVICE  LABORATORY-1133  BANNOCK  STREET 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  IDosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 
ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

miidhaae^GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  cis  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iniidJiaae.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to— 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 


DOCTOR: 

You  may  find  this  folder 
helpful  to  have,  it  gives  in- 
formation about  our  pre- 
need  funeral  plan. 


1.  It  is  a trust  Fund  with  The  First  National  Bank  of  Denver  as  Trustee.  100%  of  all 
money  paid  by  plan  purchaser  goes  into  the  Trust. 

2.  It  saves  at  least  of  funeral  costs.  All-inclusive  plans  start  at  $585.00. 

3.  It  is  refundable  in  cash  at  time  ©f  death  for  use  at  any  mortuary. 

Call  266-2!  1 4 or  266- 1 39 1 for 
complete  details  outlined  in 
"Today  . . . Thousands  Pre-Plan." 


GORE’S 

Between  16th  & 17th  Clarksen 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  . the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
saiicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— ffie  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Atlas  and  Mamaal  of  Dermatology  and  Venereology:  By  Dr. 
Walter  Burckhardt.  2d  American  Ed.  Baltimore,  1963, 
WiUiams  & Wilkins.  290  p.  Price;  $16.50. 

The  Chemistry  and  Therapy  of  Disorders  of  Voluntary 
Muscles:  By  E.  G.  Murphy,  MB,  BS,  DCH.  Springfield,  111., 
1964,  Tliomas.  123  p.  Review.  Price;  $6.50. 

Clinical  Chemistry,  Principles  and  Technics:  By  Richard  J. 
Henry,  MD.  New  York,  1364,  Hoeber.  1,128  p.  Price:  $24.50. 

Clinical  Neurology:  By  Sir  Walter  R.  Brain.  2d  Ed.  New 
York,  1964,  Oxford.  400  p.  Price:  $8.75. 

Conflicts  of  the  Clergy;  A Psychodynamic  Study  with  Case 
Histories:  By  Margaretta  K.  Bowers,  MD.  New  York,  1963, 
Nelson.  252  p.  Price;  $4.95. 

Diseases  of  Metabolism:  Detailed  Methods  of  Diagnosis  and 
Treatment;  Edited  by  Garfield  G.  Duncan,  MD.  5th  Ed. 
Philadelpliia,  1964,  Saunders.  1,551  p.  Price:  $25.20. 

Foetal  and  Neonatal  Pathology:  By  J.  Edgar  Morison,  MD, 
DSc.  2d  ed.  Washington,  1963,  Butterworths.  538  p.  Price: 
$19.50. 

Forceps  Deliveries:  By  Edward  H.  Dennen,  MD.  2d  ed. 
Philadelphia.  1964,  Davis.  240  p.  Price:  $6.50. 

Fundamentals  of  Otolaryngology;  A Textbook  of  Ear,  Nose 
and  Throat  Diseases:  By  L.  R.  Boies,  MD,  and  others.  4th  ed. 
Philadelphia,  1964,  Saunders.  553  p.  Price;  $7.65. 

Give  and  Take,  the  Development  of  Tissue  Transplantation: 
By  Francis  D.  Moore,  MD.  Philadelphia,  1964,  Saunders. 
182  p.  Review.  Price:  $5.50. 

Human  and  Experimental  Breast  Cancer;  By  Georgiana  M. 
Bonser,  MD,  FKCP,  and  others.  Springfield,  111.,  1961.  Thomas. 
485  p.  Gift.  Colo.  Div.  Am.  Cancer  Society. 

Human  Reproduction  and  Sexual  Behavior:  Edited  by  Charles 
W.  Lloyd,  MD.  Philadelphia,  1964,  Lea  & Febiger.  564  p. 
Price:  $12.50. 

Melanotic  Tumors:  Biology,  Pathology  and  Clinical  Features: 
By  Joseph  N.  Attie,  MD,  and  Rene  A.  Khafif,  MD.  Springfield, 
111.,  1964,  Thomas.  346  p.  Price:  $12.50. 

Meningiomas  Involving  the  Temporal  Bone,  Clinical  and 
Pathological  Aspects:  By  George  T.  Nager,  MD.  Springfield, 
111.,  1964,  Thomas.  170  p.  Price:  $11.50. 

Multiple  Impact  Therapy  with  Families:  By  Robert  MacGregor 
and  others.  New  York,  1964,  Blakiston.  320  p.  Price:  $9.95. 

Nymphomania:  A Psychiatrist’s  View:  By  Franklin  S.  Klaf, 
MD,  and  Bernhardt  J.  Hurood.  New  York,  1964,  Lancer.  155  p. 
Price:  75c. 

Operative  Neurosurgery:  By  Elisha  S.  Gurdjian,  MD,  and 
others.  2d  ed.  Baltimore,  1964,  Williams  c&  Wilkins.  560  p. 
Price:  $17.00. 

Practical  Haematology:  By  J.  V.  Dacie,  MD,  and  S.  M.  Lewis, 
MD.  3d  ed.  New  York,  1963,  Grune.  435  p.  Price:  $7.50. 

Psychiatry  on  the  College  Campus:  By  Horace  G.  Whittington, 
MD.  New  York,  1963,  International  Univ.  Pr.  328  p.  Price: 
$7.50. 

The  Psychopath:  An  Essay  on  the  Criminal  Mind:  By  William 
McCord  and  Joan  McCord.  Princeton,  New  Jersey,  1964,  Van 
Nostrand.  223  p.  Price:  $1.75. 


Psychotherapy  in  Onr  Society:  By  Theron  Alexander. 
Englewood  Cliffs,  New  Jersey,  1963,  Prentice-Hall.  181  p. 
Price:  $1.95. 

Ruptures  of  the  Luinbar  Intervertebral  Disc,  Their  Mecha- 
nism, Diagnosis,  and  Treatment:  By  B.  E.  Semmes,  MD. 
Springfield,  111.,  1964,  Thomas.  80  p.  Price:  $6.00. 

Schizophrenia:  By  Frank  J.  Fish,  MB,  BCRCP.  Baltimore, 
1962,  Williams  & Wilkins.  190  p.  Price:  $7.00. 

Side  Effects  of  Drugs,  as  Reported  in  the  Medical  Literature 
of  the  World  During  the  Period  1960-1962 : Edited  by  L.  Meyler, 
KID.  4th  ed.  New  York,  1964,  Excerpta  Medica  Foundation. 
356  p.  Price  $7.50. 

Signs  and  Symptoms;  Applied  Pathologic  Physiology  and 
Clinical  Interpretation:  Edited  by  Cyril  M.  MaeBryde,  MD, 
FACP.  4th  ed.  Philadelphia,  1964,  Lippincott.  971  p.  Review. 
Price:  $14.00. 

The  Sober  Alcoholic;  An  Organizational  Analysis  «f  Alco- 
holics Anonymous:  By  Irving  P.  Gellman.  New  Haven,  Conn., 
1964,  Coll.  & Univ.  Pr.  206  p.  Price;  $5.00. 

Special  Procedures  in  Roentgen  Diagnosis:  By  Samuel  L. 
Beranbaum,  BA,  MD,  FACR,  and  Phillip  H.  Meyers,  BA, 
BS,  MD.  Springfield,  111.,  cl964,  Thomas.  537  p.  Review. 
Price:  $21.75. 

Suicide  and  Scandinavia;  A Psychoanalytic  Study  of  Culture 
and  Character:  By  Herbert  Hendin,  MD.  New  York,  1964, 
Grune.  153  p.  Price;  $4.75. 

Thoracic  Anaestheaa:  Edited  by  William  W.  MusMn,  MA, 
MB,  FFARCS,  Philadelphia,  1963,  Davis.  695  p.  Price:  $19.50. 

Training  the  Psychiatrist  to  Meet  Changing  Needs:  Confer- 
ence on  Graduate  Psychiatric  Edacation,  Washington,  D.  C., 
1962.  Washington,  Am.  Psychiatric  A.ssociation,  1964.  263  p. 
Price:  $3.00. 

Tumors  of  the  Eye  and  Adnexa  in  Infancy  and  Childhood: 
By  Charles  E.  Iliff,  MD,  and  Helen  J.  Ossofsky,  MD.  Spring- 
field,  III.,  1962,  Thomas.  158  p.  Price:  $9.50. 

Vascular  Allergy  and  Its  Systemic  Manifestatioiis:  By  Joseph 
Harkavy,  MD.  Washington,  1963,  Butterworths.  304  p.  Price; 
$10.75. 


Book  Reviews 

Special  Procedures  in  Koentgen  Diagnosis:  By  Samuel  L. 
Beranbaum,  MD,  and  Phillip  H.  Meyers,  MD.  Springfield,  111., 
1964,  Thomas.  597  p.  Price:  $21.75. 

The  publisher  states  that  no  other  single  text  on 
diagnostic  roentgenology  covers  such  a wide  assort- 
ment of  special  procedures.  Tlie  authors  have  as- 
sembled hundreds  of  the  techniques  for  special  pro- 
cedures used  in  roentgen  diagnosis  and  have  pre- 
sented this  complex  material  in  a well  organized, 
forthright  manner.  This  is  a “how  to  do  it”  book 
written  in  the  style  of  an  encyclopedic  reference, 
complete  with  index  and  cross-index  as  well  as  many 
references. 

The  easy  to  read  text  is  printed  on  non-glossy 
paper.  There  are  no  illustrations,  but  if  clarification 
is  needed,  it  can  be  obtained  by  consulting  the  bibli- 
ography and  referring  to  original  articles. 

Because  there  are  so  many  subjects,  some  are 
treated  briefly.  The  section  on  the  gastro-intestinal 
tract  is  difficult  to  handle  in  a work  of  this  type,  but 
most  of  the  special  procedures  employed  today  in 
ordinary  radiological  practice  are  included. 

Sections  dealing  with  the  newer  methods  of  ex- 
ploring the  circulatory  system,  the  genito-urinary 
system,  and  the  biliary  tract  are  especially  valuable. 

This  book  is  recommended  for  quick  and  easy 
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reference  and  will  probably  become  a part  of  the 
library  of  most  radiologists. 

Wendell  P.  Stampfli,  MD 


The  Chemistry  and  Therapy  of  Disorders  of  Voluntary 
Muscles:  By  E.  G.  Murphy.  MB,  BS,  DCH.  Springfield,  111., 
1964,  Thomas.  123  p.  Price:  $6.50. 

The  purpose  of  this  123-page  monograph  is  to  re- 
view disorders  of  striated  muscle,  particularly  from 
its  biochemical  aspect. 

The  chapters  are  brief,  including  the  leading  chap- 
ter on  the  physiology  of  muscle.  This  chapter  deals 
with  known  mechanisms  of  action  of  muscle,  but, 
perhaps  to  a greater  extent,  outlines  current  trends  of 
physiological  research. 

The  remaining  nine  chapters  discuss  the  primary 
muscle  diseases  (myopathies).  Brief  historical  notes 
and  clinical  descriptions  are  followed  by  sections  on 
treatment  and  biochemical  abnormalities  of  the 
myopathic  disorders.  The  latter  sections  form  the 
bulk  of  this  study. 

As  a review,  with  adequate  bibliography,  the  mon- 
ograph is  certainly  worthwhile.  It  will  not  rival  more 
complete  texts  on  muscle  disease,  and  genetic  aspects 
are  only  lightly  touched.  Physicians  dealing  with 
muscle  diseases  with  regularity  will  certainly  need 
more  than  this  monograph  allows;  however,  this 
work  offers  concise,  readable  discussion  and  review 
of  diseases  of  voluntary  muscle.  It  admirably  ac- 
complishes its  purpose  as  a review. 

Donald  W.  Ryan,  MD 
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Colorado  Medical  Society 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
Sept.  19,  1964  at  the  Annual  Session  in  Colorado  Springs. 
President:  Vernon  L.  Bolton,  Colorado  Springs. 
President-elect:  Samuel  B.  Childs,  Denver. 

Vice  President:  Heman  H.  Bull,  Grand  Junction. 

Treasurer;  William  A.  Day,  Colorado  Springs,  1965. 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees;  Harold  D.  Palmer,  Denver,  1964;  John 
C.  Lundgren,  Julesburg,  1964;  J.  Robert  Spencer,  Denver, 
1965;  J.  Alan  Shand,  La  Junta,  1966. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1963-64r— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  E.  Harris,  Livingston. 

President-elect:  M.  A.  Gold,  Butte. 

Vice  President:  Paul  J.  Gans,  Lewistown. 
Secretary-Treasurer:  A.  L.  Vadh’im,  Bozeman. 

Assistant  Secretary-Treasurer:  George  E.  Trobough,  Anaconda. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway, 
Billings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Standing  Committees 

EXECUTIVE  COMMITTEE:  William  E.  Harris,  Chairman, 
Livingston;  Herbert  T.  Caraway,  Billings;  Harold  W.  Fuller, 
Great  Falls;  Paul  J.  Gans,  Lewistown;  M.  A.  Gold,  Butte; 
Everett  H.  Lindstrom,  Helena;  S.  C.  Pratt,  Miles  City;  George 
E.  Trobough,  Anaconda;  A.  L.  Vadheim,  Bozeman. 
COMMITTEE  ON  BLOOD:  Orville  J.  Andersen,  Chairman, 
Helena:  Bryce  D.  Colwell,  Missoula;  Ernest  J.  Eichwald, 
Great  Falls;  Edward  W.  Gibbs,  Billings;  Garl  L.  Hale,  Kali- 
spell;  Edwin  C.  Segard,  Billings. 

CANCER  COMMITTEE;  V.  W.  Steele,  Chairman,  Bozeman: 
Richard  J.  Best,  Butte;  Eugene  J.  P.  Drouillard,  Missoula; 
N.  A.  Franken,  Havre;  C.  A.  Kirkpatrick.  Bozeman;  Fred  M. 
Long,  Great  Falls;  Bruce  C.  McIntyre,  Whitefish;  John  A. 
Newman,  Butte;  H.  C.  Scharnweber,  Glasgow;  William  E. 
Sullens,  Great  Falls;  Robert  K.  West,  Cut  Bank;  Mary  E. 
Soules,  Helena,  ex-officio. 

ECONOMIC  COMMITTEE:  Lindsay  M.  Baskett,  Chairman, 
Livingston;  Orville  J.  Andersen,  Helena;  Ernest  L.  Cashion, 
Great  Falls;  Richard  L,  Cole,  Bozeman;  Charles  H.  DeGroat, 
Billings;  Donald  D.  Gnose,  Missoula;  Sterling  R.  Hayward, 
Billings;  Hollis  K.  Lefever,  Lewistown;  James  J.  McCabe, 
Helena:  George  G.  Sale,  Missoula;  Robert  W.  Thometz,  Butte; 
William  H.  Walton,  Billings. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  Thomas  C. 
Power,  Chairman,  Great  Falls;  L.  Clayton  Allard,  Billings: 
Perry  M.  Berg,  Billings;  John  G.  Davidson,  Butte;  Walter  H. 
Hagen,  Billings;  William  J.  McDonald,  Missoula;  John  C. 
Wolgamot,  Great  Falls. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  Robert  W. 
Thometz,  Chairman,  Butte;  Frank  M.  Campbell,  Hot  Springs; 
Robert  C.  Davidson,  Great  Falls;  Alfred  M.  Fulton,  Billings; 
Edward  J,  Guy,  Great  Falls;  C.  A.  Kirkpatrick,  Bozeman; 
S.  C.  Pratt,  Miles  City. 

INDUSTRIAL  WELFARE  COMMITTEE:  George  M.  Donich, 


Chairman,  Anaconda;  L.  H.  Blattspieler,  Helena;  William  A. 
Burke,  Jr.,  Butte;  Sterling  R.  Hayward,  Billings;  Raymond 
G.  Johnson,  Harlowton;  F.  Ervin  King,  Missoula:  Stuart  A. 
Olson,  Glendive : Nils  T.  Peterson,  Billings;  Francis  K. 
Waniata,  Great  Falls. 

INTERPROFESSIONAL  RELATIONS  COMMITTEE:  Edward 
J.  Purdey,  Chairman,  Bozeman;  B.  C.  Farrand,  Jordan; 
George  J.  Gelernter,  Great  Falls;  Otto  G.  Klein,  Helena;  Jolm 
J.  McGahan,  Billings;  Carlton  W.  Shaw,  Bozeman;  C.  P. 
Shonnard,  Anaconda:  Myron  E.  Veseth,  Havre. 

LEGAL  AFFAIRS  COMMITTEE:  Clyde  H.  Fredrickson,  Chair- 
man, Kalispell,  1965;  Charles  P.  Brooke,  Missoula,  1963;  B.  C. 
Farrand,  Jordan,  1964;  Paul  J.  Gans,  Ijewlstown,  1965;  F.  D. 
Hurd,  Great  Falls,  1964;  Chester  V/.  Lawson,  Havre,  1966; 
Amos  R.  Little,  Jr.,  Helena.  1964;  Thomas  W.  Saam,  Butte, 
1966;  William  H.  Walton.  Billings.  1966. 

Subconunittee  on  Coroner’s  and  Medical  Examiner’s  Laws: 
John  A.  Newman,  Chairman,  Butte;  Orville  J.  Andersen, 
Helena;  Charles  E.  Magner,  Great  Falls;  John  P.  Pfaff,  Jr., 
Great  Falls;  Edwin  C.  Segard,  Billings;  V.  W.  Steele,  Boze- 
man. 

LEGISLATIVE  COMMITTEE:  Alfred  M.  Fulton.  Chairman, 
Billings;  William  F.  Antonioli,  Butte;  Albert  W.  Axley, 
Havre;  William  M.  Barelman,  Lewistown;  John  R.  Burgess, 
Jr.,  Helena;  T.  R.  Clemons,  Livingston;  Charles  H.  DeGroat, 
Billings:  Eugene  J.  P.  Drouillard,  Missoula;  David  Gregory, 
Glasgow;  Richard  B.  Griffing,  Great  Falls;  William  S.  Harper, 
Helena;  Alan  Iddles,  Bozeman;  Thomas  J.  Kargacin,  Ana- 
conda; Everett  H.  Lindstrom,  Helena;  Amos  R.  Little,  Jr., 
Helena;  James  J.  McCabe,  Helena;  Clarke  G.  McCarthy,  Mis- 
soula: John  A.  Newman,  Butte;  Richard  G.  Nollmeyer,  Boze- 
man; Stuart  A.  Olson,  Glendive:  Philip  D.  Pallister,  Boulder: 
Harry  W.  Power,  Great  Falls;  Warren  H.  Randall,  Miles  City; 
O.  A.  Swenson,  Sidney;  George  E.  Trobough,  Anaconda; 
William  H.  Walton,  Billings;  Robert  K.  West.  Cut  Bank. 
MATERNAL  AND  CHILD  WELFARE  COameTTEE:  Earl  L. 
Hall,  Chairman,  Great  Falls. 

SMbcommittee  on  Obstetrics;  Robert  E.  Asmussen,  Chairman, 
Great  Falls:  James  G.  Allison,  Livingston:  Leonard  A. 
Barrow,  Billings;  Joseph  H.  Brancamp,  Butte;  Robert  J. 
Casey,  Great  Falls;  T.  R.  Clemons,  Livingston;  Robert  C. 
Honodel,  Missoula;  Bob  E.  Hulit,  Billings;  William  H.  Sippel, 
Bozeman:  Richard  E.  Thompson,  Glendive. 

Subcommittee  on  Pediatrics:  Paul  R.  Crellin,  Chairman,  Bil- 
lings; Lee  E.  Alderson,  Missoula;  L.  Bruce  Anderson,  Billings; 
Lewis  L.  Bock,  Miles  City;  John  A.  Curtis,  Great  Falls;  Frank 
J.  Friden,  Great  Falls:  Donald  L.  Gillespie,  Butte;  Marian 
A.  Jones,  Billings;  William  R.  McElwee,  Townsend;  Orville 
M.  Moore,  Helena:  Harold  C.  Schwartz,  Missoula;  John  A. 
Whittinghill,  Billings. 

MEDIATION  COMMITTEE:  David  T.  Berg,  Chairman,  Helena. 
1964;  Porter  S.  Cannon,  Conrad,  1964;  Richard  L.  Cole,  Boze- 
man, 1966;  David  R.  Davis,  Roundup,  1965;  John  F.  Fulton, 
Missoula,  1965;  Sterling  R.  Hayward,  Billings.  1964;  Robert  H. 
Leeds,  Chinook,  1966;  Edwin  C.  Segard,  Billings,  1965;  O.  A. 
Swenson,  Sidney,  1966. 

COMMITTEE  ON  MENTAL  HYGIENE:  William  E.  Harris, 
Chairman,  Livingston;  George  J.  Gelernter,  Great  Falls;  David 
Gregory,  Glasgow;  John  H.  Halseth,  Great  FaEs;  Gladys  V. 
Holmes,  Missoula:  Bryce  G.  Hughett,  Billings:  Philip  D. 
Pallister,  Boulder;  Hamilton  C.  Pierce,  Great  Falls;  William 
S.  Prunty,  Bozeman;  William  G.  Tobin,  Helena:  Paul  H. 
Vlsscher,  Bozeman;  Winfield  S.  Wilder,  Great  Falls. 
COMMITTEE  ON  NECROLOGY  AND  HISTORY  OF  MEDI- 
CINE: Sidney  A.  Cooney,  Chairman,  Helena:  Louis  W.  Allard, 
Billings;  Clyde  H.  Fredrickson,  Kalispell;  Harold  W.  Gregg, 
Butte:  Herbert  H.  James.  Butte;  Roy  E.  Seitz,  Bozeman; 
George  A.  Townsend,  Pray;  Edmund  A.  Welden,  Lewistown; 
James  I.  Wernham,  Billings;  Malcolm  D.  Winter,  Sr.,  Miles 
City. 

NOMINATING  COMMITTEE:  Herbert  T.  Caraway,  Chairman, 
Billings:  Albert  W.  Axley,  Havre:  Porter  S.  Canpon,  Conrad; 
Clyde  H.  Fredrickson,  Kalispell:  Donald  D.  Gnose,  Missoula; 
John  A.  Layne,  Great  Falls;  James  R.  Thompson.  Miles  City. 
PROGRAM  COMMITTEE— -1964:  John  G.  Kane.  Chairman, 
Butte:  Roger  W.  Clapp,  Butte;  M.  A.  Gold,  Butte;  Leonard 
J.  Rotondi,  Butte;  George  E.  Trobough.  Anaconda. 
PROGRAM  COMMITTEE— 1965:  John  P.  Pfaff,  Jr.,  Chairman, 
Great  Falls;  Robert  M.  Addison,  Great  Falls;  John  A.  Curtis, 
Great  Falls;  John  C.  Hanley,  Great  Falls;  Lloyd  M.  Taylor, 
Great  Falls. 

PUBLIC  HEALTH  COMMITTEE:  M.  A.  Gold,  Chairman, 
Butte:  Mary  E.  Soules,  Vice  Chairman,  Helena;  Daniel  W. 
Babcock,  Missoula;  Harold  A.  Braun,  Missoula;  John  A. 
Curtis,  Great  Falls;  George  M.  Donich,  Anaconda;  Merle  D. 
Fitz,  Scobey:  Earl  L.  Hall,  Great  Falls;  William  E.  Harris, 
Livingston;  Everett  H.  Lindstrom,  Helena:  Harry  W.  Power, 
Great  Falls;  Thomas  C.  Power,  Great  Falls;  Edward  J. 
Purdey,  Bozeman;  V.  W.  Steele,  Bozeman;  Robert  W. 
Thometz,  Butte. 
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PUBLIC  RELATIONS  COMMITTEE:  Paul  R.  Crellin,  Chair- 
man, Billings;  Lewis  L.  Bock,  Miles  City;  Robert  C.  Davidson, 
Great  Falls;  Clyde  H.  Fredrickson,  Kalispell;  David  Gregory, 
Glasgow;  Robert  S.  Hagstrom,  Billings;  Loren  G.  Hammer, 
Butte;  Donald  L.  Harr,  Billings;  E.  P.  Higgins,  Kalispell; 
Bruce  C.  McIntyre,  Whitefish;  Philip  D.  Pallister,  Boulder; 
James  L.  Patterson,  Jr.,  Butte;  H.  C.  Scharnweber,  Glasgow; 
George  A.  Sexton,  Great  Falls. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  Harold  A. 
Braun,  Chairman,  Missoula:  L.  A.  Campodonico,  Miles  City: 
Roger  W.  Clapp,  Butte;  T.  R.  Clemons,  Livingston:  Deane  C. 
Epler,  Bozeman:  Frank  J.  Friden,  Great  Falls;  John  S. 
Gilson,  Great  Falls;  M.  A.  Gold,  Butte;  Frank  R.  Mohs, 
Billings;  H.  C.  Scharnweber,  Glasgow;  Betty  S.  Gilson,  Great 
Falls,  ex-officio;  Mary  E.  Soules,  Helena,  ex-officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Robert  C.  Davidson,  Chairman,  Great  Falls,  1968;  Herbert 
T.  Caraway,  Billings,  1964;  Eugene  J.  P.  Drouillard,  Missoula, 
1967;  Ernest  J.  Eichwald,  Great  Falls,  1966;  John  A.  Layne, 
Great  Falls,  1965;  William  E.  Harris,  Livingston,  ex-officio; 
A.  L.  Vadheim,  Bozeman,  ex-officio. 

RURAL  HEALTH  COMMITTEE:  Merle  D.  Fitz,  Chairman, 
Scobey;  B.  C.  Farrand,  Jordan;  James  M.  Isbister,  Plains; 
Albert  L.  Juergens,  Dillon;  Donald  W.  Maclean,  Hamilton; 
Joseph  P.  Orley,  Lewistown;  Warren  M.  Swager,  Jr.,  Sher- 
idan: Walter  G.  L.  Tanglin,  Poison;  Joseph  J.  Wier,  Havre. 
TUBERCULOSIS  COMMITTEE:  Harry  W.  Power,  Chairman, 
Great  Falls:  Richard  L.  Cole,  Bozeman;  John  M.  Fritts,  Mis- 
soula; John  F.  Fulton,  Missoula:  M.  A.  Gold,  Butte;  Ray- 
mond D.  Grondahl,  Butte;  William  S.  Harper,  Helena;  Arthur 
C.  Knight,  Deer  Lodge;  Lloyd  M.  Taylor,  Great  Falls;  Mary 
E.  Soules,  Helena,  ex-officio. 

Special  Committees 

COMMITTEE  ON  AGING:  A.  Kearney  Atkinson,  Chairman, 
Great  Falls;  F.  John  Allaire,  Great  Falls;  C.  George  DeBelly, 
Columbus:  William  F.  Gertson,  Fort  Benton;  Phillip  E.  Griffin, 
Billings:  Ross  E.  Lemire,  Jr.,  Billings;  John  A.  Ross,  Great 
Falls;  Robert  K.  West,  Cut  Bank;  Malcolm  D.  Winter,  Jr., 
Miles  City. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  F.  Hughes 
Crago,  Chairman,  Great  Falls;  Ralph  H.  Biehn,  Billings; 
George  M.  Donich,  Anaconda;  John  F.  Fulton,  Missoula;  Allan 
L.  Goulding,  Billings;  James  L.  Patterson,  Jr.,  Butte;  John 
W.  Strizich,  Helena. 

AD  HOC  COMMITTEE  ON  BY-LAWS:  John  A.  Layne,  Chair- 
man, Great  Falls;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Daniel 
W.  Babcock,  Chairman,  Missoula;  Ernest  L.  Cashion,  Great 
Falls:  Donald  H.  Cheever,  Bozeman;  William  E.  Kane,  Butte; 
James  D.  Morrison,  Billings;  Grant  P.  Riatt,  Billings;  C.  H. 
Swanson,  Jr.,  Columbus;  George  E.  Trobough,  Anaconda. 
COMMITTEE  ON  HIGHWAY  SAFETY:  Robert  E.  Walker, 
Chairman,  Livingston;  Albert  W.  Axley,  Havre;  Matthew  W. 
Calvert,  Laurel;  Merle  D.  Fitz,  Scobey;  Edward  C.  Maronick, 
Helena:  R.  W.  Poundstone,  Dillon. 

COMMITTEE  ON  INDIAN  HEALTH:  John  H.  Schaeffer, 
Chairman,  Billings;  Ward  E.  Benkelman,  Poison;  James  E. 
Elliott,  Havre;  Edward  L.  King,  Manhattan;  Arthur  C.  Knight, 
Deer  Lodge:  Mark  B.  Listerud,  Wolf  Point;  Edwin  L. 
Stickney,  Miles  City;  Edward  M.  Urbanich,  Great  Falls. 
ADVISORY  COMMITTEE  TO  INDUSTRIAL  ACCIDENT 
BOARD:  John  A.  Evert,  Chairman,  Missoula;  Perry  M.  Berg, 
Billings;  John  G.  Davidson,  Butte;  Raymond  O.  Lewis, 
Helena;  James  J.  McCabe,  Helena;  Robert  F.  Muller, 
Kalispell. 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS:  Edward 
J.  Purdey,  Chairman,  Bozeman;  William  F.  Cashmore,  Helena; 
Joseph  P.  Fraser,  Lewistown;  Phillip  E.  Griffin,  Billings;  John 
R.  Halseth,  Great  Falls;  John  C.  Hanley,  Great  Falls:  Robert 
W.  Hansen,  Missoula;  Sidney  J.  Hayes,  Jr.,  Billings;  Bruce  C. 
McIntyre,  Whitefish;  C.  R.  Svore,  Missoula. 

COMMITTEE  ON  1964  MEDICAL-LEGAL  INSTITUTE: 
Winfield  S.  Wilder,  Chairman,  Great  Falls;  Edward  J.  Guy, 
Great  Falls;  Fred  M.  Long,  Great  Falls;  Howard  I.  Popnoe, 
Great  Falls;  Thomas  C.  Power,  Great  Falls. 

COMMITTEE  TO  INVESTIGATE  MEDICAL  SCHOOL  EX- 
PANSION: Deane  C.  Epler,  Chairman,  Bozeman;  Leonard  W. 
Brewer,  Missoula;  John  S.  Gilson,  Great  Falls;  F.  L.  McPhail, 
Great  Falls;  George  J.  Moffitt,  Livingston. 

ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  David 
Gregory,  Chairman,  Glasgow;  Herbert  T.  Caraway,  Billings; 
George  J.  Gelernter,  Great  Falls;  Bryce  G.  Hughett,  Billings; 
Scott  L.  Walker,  Anaconda. 

LIAISON  COMMITTEE  TO  MONTANA  OSTEOPATHIC  AS- 
SOCIATION: Everett  H.  Lindstrom,  Chairman,  Helena:  James 
J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 


Nevada  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  WiUiam  A.  O’Brien,  III,  Reno. 

President-elect;  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. ; Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS— 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  Scott  M.  Budge,  Logan. 

President-elect:  Stanley  R.  Child,  Salt  Lake  City. 

Past  President:  John  F.  Waldo,  Salt  Lake  City. 

Honorary  President:  Earl  L.  Skidmore,  Salt  Lake  City. 
Secretary  ’64:  Vincent  L.  Rees,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’66:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.  ’66:  Ralph  E.  Jorgenson,  Provo. 
Past  President,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Biureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates  ’66:  Russell  N.  Hirst.  Ogden. 
Alternate  Speaker,  House  of  Delegates  ’66:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal: 
Mr.  Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  St..  Salt  Lake  City.  Telephone  EL  5-7477. 

Wyoming  State  Medical  Society 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  John  H.  Froyd,  Worland. 

President-elect:  Howard  P.  Greaves,  Rock  Springs. 

Vice  President:  Thomas  Nicholas,  Buffalo. 

Secretary:  Ray  K.  Christensen,  Powell. 

Treasurer:  Oscar  J.  Rojo,  Sheridan. 

Delegate  to  the  A.M.A.:  R.  W.  Holmes,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur 
R.  Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525. 


for  October,  1964 
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DENVER'S  FINEST 

RESIDENT  AND  NURSING  HOME  FACILITY 


t/^fejowERs 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


i NQUIRIES 

4450  E.  JEWEL 

INVITED 

EAST  OF  COLORADO 
BOULEVARD 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


PA 

For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building  where 
space  is  limited  to  Medical-Dental  and  affili- 
ated tenants — centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


We  are  your 
local  distributors 
of  Profexray  X-ray  '] 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 




SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  • MA  3-0258 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 
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WANT  ADS 


FOR  SALE— PRACTICE  AND  EQUIPMENT.  Office  equipped 
for  general  practice  including  X-ray  for  diagnoses.  Located 
in  Lamar,  Colorado,  Prowers  County  seat.  Accredited  hospital 
in  the  city.  Write  or  contact  Mrs.  John  E.  Nienhuis,  807  So. 
5th  Street,  Lamar,  Colorado.  10-3-1 


DOCTOR— Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TF 


PEDIATRICIAN 

OB-GYN 

EENT 

A qualified,  sufficient  practitioner  from  each  field,  needed 
to  supplement  new  medical  building  in  the  most  desirable, 
economically  stable  community  in  the  U.S. — Palo  Verdes 
Estates,  California.  30  miles  from  Metropolitan  Los  Angeles. 
This  is  an  exceptional  opportunity  for  the  exceptional  man. 
Rental  consideration  for  new  practitioners.  E.  L.  MacFarlane, 
MD,  36  Malaga  Cove  Plaza,  Palos  Verdes  Estates,  California 
90275.  10-1-2 


MEDICAL  OFFICE—BROOMFIELD,  COLORADO.  1500  sq.  ft. 

modem  fully  equipped  suite  in  select  shopping  area  with 
adequate  parking  facilities.  Four  examining  rooms,  minor 
operating  room,  private  reception  area  and  doctor’s  office. 
Completely  air-conditioned.  Excellent  established  practice 
with  gross  $40-45,000.  Call  or  write  Dr.  Samuel  G.  Novak, 
Medical  Arts  Building,  No.  14  Garden  Center,  Broomfield. 
466-7306  or  466-3351.  9-6-TF 


NEW  MEDICAL  ARTS  BUILDING  adjacent  to  Community 
Hospital  has  office  space  for  immediate  lease.  Excellent  op- 
portunities for  ENT.  Ophthalmology,  Genera!  Practice  in  area. 
Write  to  C.  O.  Roberts,  MD,  1136  Alpine  Ave.,  Boulder,  Colo. 

10-4-4 


ANKTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings January  and  July,  1965.  Department  of  6 full-time  anes- 
thesiologists. Eligibility  for  Illinois  licensure  required.  Stipend 
$6,000  first  year.  Contact  Dr.  William  A.  DeWltt,  Department 
of  Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois.  10-5-3 


EXCELLENT  OPPORTUNITY  for  physicians  to  establish  or 
relocate  in  the  Green  Mountain  area  of  suburban  Denver. 
Green  Mountain  Medical  Center,  a $300,000  fully  air-condi- 
tioned medical  building  now  umder  construction  will  be  ready 
for  occupancy  October  1,  1964.  Located  at  345  So.  Union  Blvd. 
at  W.  Alameda.  This  is  an  excellent  practice  opportunity  for 
all  specialties  of  medicine  and  general  practice.  Only  a 15- 
minute  drive  from  Lutheran,  St.  Anthony  and  Beth  Israel 
Hospitals.  Tills  is  the  only  medical  facility  for  the  Green 
Mountain  area,  which  has  a current  population,  in  excess  of 
12,000.  For  leasing  information  contact  Dr.  Jacobson,  11971 
W.  Alameda,  985-1239  or  238-3047.  8-5-3 


EXCELLENT  OPPORTUNITY  for  General  Surgeon  to  asso- 
ciate with  established  surgeon.  New  clinic,  well  equipped 
with  drug  dispensary,  hospital  facilities,  attractive  financial 
arrangements,  partnership  from  start.  Austin  Clinic,  Lords- 
burg.  New  Mexico.  10-6-1 


FOR  SALE — International  Clinical  Centrifuge,  4-cup  table 
model.  Also  Bausch  and  Lomb  monocular  microscope.  Both 
in  excellent  condition.  Call  756-5685,  evenings.  (Denver) 

10-7-1 


Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark  ^ Qg|.  fgf.  $erviee 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


EARNEST  DRUG 

2 ! 7 i 6th  Street 
Prescription  Specialists 

Telephone#  KEysSone  4-7237 — Kiystone  4-3265 

FRiSH-ClEAN-COMPLETi 
PRESCRIPTION  STOCK 

Free  Delivery 


Qualify  Drugs  Courteous  Service 

Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


WANTED: 

G.P.  WITH  SKIS 

Year  around  opportunity  for  General  Practitioner, 
with  interest  in  Orthopedics,  in  Vail,  fastest  growing 
resort  community  in  Colorado. 

Includes  3 months  Orthopedic  training  with 
pay,  clinic,  housing,  free  skiing,  inspiring  mountain 
surroundings  in  heart  of  booming  population  area. 

Give  medical  school,  internship  and  background 
ir>  first  letter.  Write  Bos  lO-D-l,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  80218. 
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Rocky  Mountain  Medical  Journal 


SPECIFY 

THE  PROVEN  ANTIHISTAMINE  AND  DECONGESTANT 

DESA-HIST 

PF  8 and  PF  12 
EFFICACIOUS  TD  CAPSULE 

DESERET  PHARMACEUTICAL  CO. 

Salt  Lake  City,  Utah 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


for  October,  1964 
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TUBERCULIN, TINETEST 


available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


(Rosenthal)  Lederie 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAP  A TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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For  really  brilliant  endoscopic  illumination 


For  further  information,  consult  your  dealer  or  write  to  ACMI 


dhtmkan  C^stosame 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y 


FIBER  OPTIC 


TELESCOPE 


Fiber  optic  illumination— brilliant,  concentrated,  cool- 
enables  the  new  Foroblique  68-A  Telescope  by  ACMI 
to  provide  far  superior  vision  than  is  possible  with  an 
incandescent  lamp.  Optical  glass  fibers  within  the 
telescope  sheath  connect  at  their  proximal  end 
with  a flexible  bundle  of  approximately  200,000 
ight-carrying  fibers,  which  transmit  undis- 
torted light  from  a high  intensity  parabolic 
lamp  located  in  a power  supply  cabinet. 
Vision  is  both  forward  and  oblique— 
“amphitheatre  vision.’’  This  telescope 
can  be  used  with  twenty-eight  differ- 
ent ACMI  diagnostic  and  oper- 
ating instruments,  including 
pan-endoscope,  electrotome, 
grasping  forceps,  peri- 
toneoscope, resectoscope 
and  many  others. 


Cat.  No.  FO-8148- 
Fiber  Optic  6S-A 
Foroblique  Telescope. 

Cat.  No.  FOLC-400A- 
Fiber  Optic  Light 
Carrier  Bundle,  72". 

Cat.  No.  FCB-100- 
Fiber  Optic  Power  Supply. 


GEO.  BERBERT  & SONS,  INC 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL,  255-0408 
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DENVER'S  FINEST 

RESIDENT  AND  NURSING  HOME  FACILITY 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


4450  E.  JEWEL 

EAST  OF  COLORADO 
BOULEVARD 


I NQUIRIES 
INVITED 


Telephone  757-7438 
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A rhinologic  approach  to  the  sinuses 
Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  weil  tolerated  by  delicate  re- 

•Reed,  G.  F.:  Sinusitis,  New  Engiand  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’AVo) 
and  children  (’AVo),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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RECOGNIZE 
THIS  PATIENT? 

El  Trouble  is  i don’t  see  any  way  out. 

I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 


I 


Irsdications;  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  Idiosyncratic  reactions  to  meprobamate'contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  In  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Oeprol’  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzine  hydrochloride  - Benactyzine  hydrochloride,  particularly  In  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaiiy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  -1-  benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES /Crar7;6y/y,  /V.  J. 


Meprobamate -'0rows\nes5  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  letha.-gy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab* 
lishment  of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circulaf. 
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ORANGE  FLAVORED 


We  will  be  pleased  to  send 
professional  samples  on  request. 


HOW 

FRIENDS... 


' Bottles  of  50  tablets 
{VA  grains  each) 


NOW! 

NEW  ORANGE  FLAVOR! 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP  — 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 


THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc.,  Dept.  DM2 
90  Park  Avenue,  New  York,  N.Y.  10016 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature.. 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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This  is  the  season 
Allbee*with  C is  made  for! 


When  a good  old-fashioned  winter  proves  too  much  for 
your  modern-day  patients,  it’s  a comfort  to  know  about 
Allbee  with  C.  Consider  its  simple,  rational,  economical 
formula  when  patients  need  therapeutic  amounts  of  B 
and  C vitamins  during  the  “flu”  and  u.r.i.  season. 
This  is  what  AMbee  with  C is  made  of:  Thiamine  mono- 
nitrate (Bi),  15  mg.;  Riboflavin  (B2),  10  mg.;  Pyridoxine 
HCI  (Be),  5 mg.;  Nicotinamide,  50  mg.;  Calcium  panto- 
thenate, 10  mg.;  Ascorbic  acid  (vitamin  C),  300  mg. 

A.  H.  Robins,  Co.,  Inc.  Richmond  20,  Va. 


for  patients 
who 

cough  like  the 
dickens . . . 

Great  Expectorants 

A^H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  wa§  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

Although  each  Robins’  antitussive  is  formulated 
for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.* 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 

side  effects  have  ever  been  reported 

from  glyceryl  guaiacolate.  And  acceptance  of 

these  elegant  and  highly  palatable 

formulations  by  patients  has 

always  been  outstanding.  Whenever  you 

treat  patients  who  are  coughing 

“like  the  dickens,”  give  them  relief  with 

one  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va,  23220 


ROBITUSSIN® 

antitussive /demulcent /expectorant 
Each  5 cc.  (1  tsp.)  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  “flu,”  "grippe," 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage:  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— Vi  tsp.  every 
3 to  4 hours. 

side  effects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions:  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5 cc.  (1  tsp.)  contains: 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 

(exempt  narcotic) 

antihistaminic  /antitussive  /suppressant 


Codeine  phosphate 10  mg. 

(Warning;  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— Vi  to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Presautisins:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  M.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 


“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts. 


ESKAT  RO  JL^rademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  D. ; Overweight  IsCurable,  New  York, The  Macmillan  Company,  1948,  p.  16. 

Smith  Kline  & French  Laboratories 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  IDosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 
ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mi£dllicuie.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iiuCcUuiiie,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 


for  November,  1964 
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Dear  Doctor: 

We  are  very  happy  to  report  that  effective 
November  1,  1964  Renewal  Premiums  were 
reduced  for  all  Members  Under  Age  60  in- 
sured under  our  Family  Term  Life  Insurance 
Program. 

☆ ☆☆☆☆☆☆☆☆☆ 

THIS  REDUCTION  IN  PREMIUMS  ALSO 
APPLIES  TO  NEW  APPLICANTS 

☆ ☆☆☆☆☆☆☆☆ 

The  plan  was  officially  endorsed  September  13,  1963  by  the 
House  of  Delegates  of  the  COLORADO  MEDICAL  SOCIETY 
for  its  members. 

☆ ☆☆☆☆☆  iV 

We  invite  your  appraisal  of  this  new  concept  of  life  insurance 
protection.  We  urge  your  participation. 

Administrators 

UDRY  INSURANCE  AGENCY  INC. 

6 1 8 Midland  Savings  Bldg. 

Denver,  Colorado 
Phone  222-4624 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  180  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  'A  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE;  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Aiiergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/rre— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol— l\V.e  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—Itte  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  aflergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 

CSO-351Q  WA  Cranbury,  N.  J. 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


A pothegm 

“Every  experienced  clinician  has  witnessed  a suf- 
ficient number  of  unusual  cases  of  pneumonia  . . . 
to  appreciate  the  wide  variety  of  . . . (disorders)  . . . 
that  may  either  manifest  themselves  in  this  way  or 
simulate  pulmonary  illness”  (H.  J.  Roberts). 

Clinical  data 

A 72-year-old,  asthenic,  white  man  was  hospital- 
ized because  of  tachycardia,  weight  loss,  fever  and 
headache  of  three  weeks’  duration.  He  also  com- 
plained of  insomnia,  palpitations  and  fatigability. 
His  temperature  was  mildly  elevated  and  pulse  was 
irregular.  An  ECG  revealed  atrial  flutter  with  two 
to  one  block.  His  hemoglobin  was  10  gm.,  the  BUN 
was  40  mg.%  and  a few  red  blood  cells  and  casts 
were  found  in  the  urine.  Hemolytic  staphylococcus 
aureus  and  albus  were  cultured  horn  the  throat.  A 
chest  film  was  normal. 


Fig.  1 


Fig.  2 


Over  the  next  four  days  the  patient’s  renal  output 
dwindled  and  he  became  irrational.  Rales  were  heard 
and  another  chest  film  showed  a right  lower  lobe 
pneumonia.  At  this  time  pneumococci  were  cultured 
from  the  blood. 

Clinical  course 

On  antibiotics,  the  pneumonia  cleared,  but  shortly 
thereafter  a new  consolidation  developed  at  the  left 
lung  base  and  there  was  explosive  development  of 
empyema  in  the  left  upper  chest  (Fig.  1).  His  total 
proteins  were  now  checked  and  found  to  be  12.4 
gm.,  the  A/G  ratio  was  0.28,  and  an  abnormal  dis- 
tribution of  globulins  was  present.  The  Bence-Jones 
test  was  positive.  On  penicillin,  prednisolone,  ure- 
thane and  supportive  treatment,  the  patient  im- 
proved, and  the  pneumonia  and  empyema  resolved 
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quickly  (Fig.  2).  However,  the  following  year  was 
marked  by  waves  of  fever,  nephritis,  pneumonia, 
progressive  deterioration  and  death.  The  post-mor- 
tem examination  revealed  generalized  myelomatous 
infiltrations. 

Epicrisis 

In  elderly  patients  with  anemia,  multiple  myeloma 
has  been  known  to  be  responsible  for  recurrent  bouts 
of  bacterial  pneumonia  (which  respond  well  to 
antibiotics).  The  recurrences  are  the  result  of  poor 
antibody  response  to  the  bacteria,  not  infrequently 
pneumococci.^  Antibody  production  occurs  in  inverse 
ratio  to  the  amount  of  abnormal  serum  globulin. 
Lawson^  suggested  that  the  abnormally  functioning 
malignant  plasma  cells  lead  to  deranged  protein  syn- 
thesis and  abnormal  proteins  develop  at  the  expense 
of  antibody  and  other  normal  proteins.  To  date,  we 
have  seen  three  patients  with  multiple  myeloma 
whose  presenting  symptoms  were  of  pulmonary 
disease. 

REFERENCES 

* Zimmerman,  H.  H.,  and  Hall,  W.  H.:  Recurrent  Pneumonia 
in  Multiple  Myeloma  and  Some  Observations  on  Immimologic 
Responses.  Ann.  Int.  Med.  41:1152-1163,  1954. 

2 Lawson,  H.  A.,  Stuart,  C.  A.,  Pauli,  A.  M.,  Phillips,  A.  M., 
and  Phillips,  R.  W.:  Observations  on  the  Antibody  Content 
of  Blood  in  Patients  with  Multiple  Myeloma.  New  Eng.  J. 
Med.  252:13-18,  1955. 
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You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 


Let  Your  RMMJ  Move  With  You! 


MOVING 

SOON? 


The  Post  Office  will  not  forward  the  Rocky  Mountain  Medical  Journal 
from  your  old  address.  We  must  pay  lOc  for  every  copy  not  deliver- 
able. Make  certain  you  keep  getting  your  Journal  by  filling  in  and 
mailing  the  form  below  to  The  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  Do  it  now! 


Write  or  print  plainly. 

Old  Address  

(number) 

(street) 

(city) 

(state) 

New  Address 

(send  RMMJ  here)  

(number) 

(street) 

(city) 

(state) 

for  November,  1964 
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WAIN  RELIEF 
■0pm(^jminm^ 


PERCODAN 


in  moderate  to 
moderately  severe  pain, , . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning;  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  I 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose—I  tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PerC0DAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2.907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC.,Garden  City,  New  York  I 


Code* 


janjwjunxma 
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MEMBERSHIP 


DIRECTORY 


The  1965  edition  of  the  Rocky  Mountain  Medical  Directory  will  be  sent  to 
all  active  members  in  the  six  Rocky  Mountain  states  in  March.  It  will 
feature  a complete  roster  of  the  six-state  membership  including  name, 
address,  phone  number,  specialty  and  type  of  practice. 

(jJiU  ipu  La  JisJtBd  asMsudthj.? 

The  Executive  Office  is  making  every  effort  to  update  the  1 964  edition  and 
assure  complete  accuracy  in  the  new  publication  based  UFX>n  information 
brought  to  its  attention  since  March  1 , 1 964.  You  can  help  by  Immediately 
(before  December  31,1 964)  notifying  the  Executive  Office  of  any  changes 
in  your  listing  during  the  past  year.  The  postcard  below  is  for  your 
convenience  in  giving  us  information  exactly  as  you  wish  it  to  appear  in 

the  1 965  Directory. 

TEAR  OUT  AND  MAIL  THIS  CARD  NOW  ! ! ! 


FROM 


1 


Place 
4c  Stamp 
Here 


Colorado  Medical  Society 

1809  E.  18th  Ave. 

Denver,  Colorado  80218 


See 

over 

for 

more 

information 

regarding 

your 

directory 

listing 


EXPLANATION  OF  LISTINGS  AND  SYMBOLS 


I 

! 


Information  concerning  each  member  in  good  standing  os 
of  January  31,  1965,  of  the  six  State  Medical  Societies  and 
Associations  is  presented  in  the  following  sequence; 

Surname,  Given  Name  or  Initials;  Professional  Address; 
Professional  Telephone  Number;  City  or  Town  (with  post  office 
zone  numbers,  if  zone  numbers  are  reported  to  the  Editors); 
Symbol  indicating  sp>ecialty;  Symbol  or  words  in  parentheses 
( ) indicating  Field  of  Practice. 

SYMBOLS — Symbols  indicate  limitation  of  practice  to  a 
specialty,  or  special  interest  without  limitation  of  practice, 
according  to  the  following  list  as  used  and  recognized  by  the 
American  Medical  Association  in  its  Directories.  Physicians 
retired  from  practice  will  be  indicated  by  "Ret."  Each  member 
is  accorded  the  privilege  of  designating  his  own  special  interest 
or  limitation  of  practice  by  these  symbols,  but  only  one  such 


symbol 

may  be  listed  by  any 

member. 

A 

— -Allergy 

Ob 

— Obstetrics 

ALR 

— Otology, 

ObG 

— Obstetrics  and 

Laryngology, 

Gynecology 

Rhinology 

Oph 

— Ophthalmology 

Anes 

— Anesthesiology 

Or 

— Orthopedic  Surgery 

Bact 

— Bacteriology 

P 

— Psychiatry 

C 

— -Cardiovascular 

Path 

— Pathology 

Disease 

Path-CP  — Pathology  and 

CP 

— Clinical  Pathology 

Clinical  Pathology 

D 

— Dermatology 

Pd 

— Pediatrics 

G 

— Gynecology 

PH* 

— Public  Health 

GE 

— Gastroenterology 

PL 

— Plastic  Surgery 

GP 

— -General  Practice 

PM 

— Physical  Medicine 

HAd 

— Hospital  Adminis- 

PN 

—Psychiatry  and 

tration 

Neurology 

1* 

— Internal  Medicine 

Pr 

—Proctology 

Ind 

— Industrial  Practice 

Pul 

— Pulmonary  Diseases 

N 

— Neurology 

R 

— Roentgenology, 

NS 

— Neurological  Surgery 

Radiology 

OALR 

— Ophthalmology, 

S 

— Surgery 

Otology,  Laryn- 

TS 

— Thoracic  Surgery 

gology,  Rhinology 

U 

— Urology 

*The  asterisk  indicates  that  practice  is  limited  to  that 
specialty;  the  symbol  without  an  asterisk  indicates  special 
attention  to,  and  interest  in,  that  specialty  without  limitation 
of  practice.  Symbol  for  Internal  Medicine  and  for  Public  Health 
is  used  only  when  the  member  stated  that  he  limits  his  practice. 


Symbols  or  words  in  parentheses  ( ) indicates  the  member's 

Field  of  Practice  as  follows: 

(PP)  Engaged  in  PRIVATE  PRACTICE  of  medicine  (either  full- 
time or  part-time). 

(Intern)  Engaged  full-time  in  internship. 

(PG)  Engaged  full-time  in  postgraduate  study. 

(Research)  Engaged  full-time  in  scientific  research. 

(Armed  Forces)  On  full-time  Active  Duty  with  the  Medical 
Department  of  the  United  States  Army,  Navy,  Air  Force, 
Marine  Corps,  or  Coast  Guard. 

(PH)  Engaged  full-time  in  one  of  the  state,  district,  county,  or 
city  public  health  departments,  not,  however,  with  the 
United  States  Public  Health  Service. 

(USPHS)  On  full-time  Active  Duty  with  the  United  States 
Public  Health  Service. 

(Gov)  Engaged  full-time  in  a federal  governmental  medicol 
activity  other  than  the  Armed  Forces  and  the  U.  S.  Public 
Health  Service;  includes  the  Veterans  Administration,  Indian 
Service,  etc. 

(Med.  School)  Engaged  full-time  on  the  faculty  of  a medical 
school. 

(Student  Health  Service)  Engaged  full-time  by  the  established 
Student  Health  Service  of  a university  or  other  institution 
of  higher  learning. 

(School  Health  Service)  Engaged  full-time  by  the  health  service 
of  a primary  or  secondary  public  school  system. 

(Exec)  Engaged  full-time  in  an  executive  capacity. 

(Ind)  Engaged  full-time  in  industrial  medicine  or  surgery  by  an 
industrial  firm. 

(Hosp)  Engaged  full-time  by  a hospital. 

(State  Hosp)  Engaged  full-time  by  a state-operated  hospital. 

(Student)  Member  of  local  chapter  of  the  Student  A.M.A. 

(Non-M.D.)  Non-physicians  engoged  in  medical  teaching  or  in 

the  practice  of  professions  closely  allied  to  medicine. 


Extra  Directories  Are  for  Sale  While  They  Last 

One  Directory  is  mailed  free  of  charge  to  each  member  of  the  six  par- 
ticipating state  medical  societies  as  a service  of  the  Journal.  Other  persons 
hoving  legitimate  need  for  the  Directory  may  purchase  copies  at  $5.00  each. 
A member  may  purchase  one  additional  copy  for  his  personal  use  at  $3.00, 
but  will  be  billed  $5.00  per  copy  for  any  additional  or  subsequent  orders. 


USE  THIS 
ORRECTION 

CARD 
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PteaJ 

Please  correct  and  add  my  listing  to  the  1965  Rocky  Mountain  Medical  Directory  as  follows: 


Tel. 

Name  No. 


Office 

Address 

City  & Zone 

State 

Specialty 

Field  of 
Practice 

One  only.  If  limited  exclusively, 
indicate  by  asterisk* 

One  only.  See  listing. 

If  there  are  any  corrections  or  additions  to  your  listing  as  it  is  now  corried  in  the  1964  Directory,  return 
this  card  no  later  than  December  31,  1964,  which  is  the  cut-off  date  for  changes.  Please  sign  below 
to  indicate  that  you  hove  verified  the  above  changes. 


C^otfectloriy 


Signature 


After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPSTI] 

Stress  Formula  Vitamins  Lederle 
^^^^LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

728J.4 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 


Vitamin  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B,2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


Los  Angeles  Radiological  Society 

The  Seventeenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  Biltmore  Hotel, 
Los  Angeles,  California,  on  Saturday,  January  30 
and  Sunday,  January  31,  1965. 

An  outstanding  program  has  been  prepared  featur- 
ing the  following  speakers:  Professor  Olle  Olsson, 
University  clinics,  Lund,  Sweden;  Donald  L.  McRae, 
MD,  McGill  University,  Montreal,  Canada;  Harry 
Z.  Mellins,  MD,  State  University  of  New  York, 
Downstate  Medical  Center,  Brooklyn,  New  York; 
Vincent  P.  Collins,  MD,  Baylor  University,  Houston, 
Texas;  and  Dr.  Eric  Samuel,  Edinburgh,  Scotland. 

The  conference  fee  of  twenty-five  dollars  ($25.00) 
will  include  two  luncheons  and  panel  discussions 
with  the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  radiological  residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  fare  tickets  for  the 
luncheons  and  dinner-dance  will  be  available  to 
Residents  in  Radiology. 

Hotel  reservations  may  be  made  directly  by  con- 
tacting the  Convention  Manager,  Biltmore  Hotel, 
Los  Angeles,  California.  Conference  reservations 
should  be  made  through  John  L.  Gwinn,  MD,  Sec- 
retary-Treasurer, Childrens  Hospital,  4614  Sunset 
Blvd.,  Los  Angeles  27,  California. 


Arizona  Heart  Association 


The  Eighth  Annual  Cardiac  Symposium  of  the 
Arizona  Heart  Association  will  be  held  on  January 
29  and  30,  1965,  at  the  Arizona  Biltmore  Hotel  in 
Phoenix.  Program  speakers  will  be: 


Dr.  C.  Walton  Lillehei 

Minneapolis,  Minnesota 

Dr.  Aubrey  Leatham 
London,  England 


Dr.  S.  Gilbert  Blount,  Jr. 
Denver,  Colorado 

Dr.  Thomas  W.  Mattingly 
Washington,  D.  C. 


The  Medical  Aspects  of  Sports 


As  was  true  of  the  previous  Conferences  on  this 
subject  held  in  Portland  (Ore.),  Los  Angeles,  Den- 
ver, Washington  (D.  C.),  and  Dallas,  the  Sixth  Con- 
ference will  cover  a wide  range  of  subjects.  Included 
will  be  papers,  panels,  and  discussions  relating  to 
training  and  conditioning,  prevention  and  treatment 
of  injuries,  physiology  of  sports  participation,  and 
other  subjects. 

Those  interested  in  receiving  announcements  con- 
cerning the  Conference  should  address  the  Secretary, 
Committee  on  the  Medical  Aspects  of  Sports,  Amer- 
ican Medical  Association,  535  North  Dearborn 

Street,  Chicago,  Illinois  60610. 

Ophthalmology 

The  Section  of  Ophthalmology  of  the  Southern 
Medical  Association  announces  a most  outstanding 
and  interesting  program  to  be  presented  this  year  at 
their  annual  meeting  November  16-19,  1964  in 
Memphis,  Tennessee. 

The  live  television  surgical  program  will  feature 
cataract  and  strabismus  surgery  by  Drs.  Ralph  S. 
Hamilton,  J.  Wesley  McKinney  and  Daniel  F.  Fisher 
of  Memphis,  Tennessee  and  a panel  of  Ophthalmol- 
ogists moderated  by  Dr.  Philip  M.  Lewis  of  Mem- 
phis, chairman-elect  of  the  section,  and  including 
Drs.  William  B.  Clark  of  New  Orleans,  Louisiana; 
Louis  J.  Girard  of  Houston,  Texas  and  DuPont 
Guerry,  III,  of  Richmond,  Virginia. 

The  program  will  feature  a symposium  on  Ret- 
inal Surgery,  Cataract  Surgery  and  Corneal  Surgery 
plus  papers  on  Exophthalmos,  The  A and  V Syn- 
dromes, Cystinosis,  etc.  Dr.  Harold  F.  Falls  of 
Ann  Arbor,  Michigan  will  be  the  Guest  Speaker  at 
this  year’s  meeting. 

For  additional  information,  contact  the  secretary 
of  the  Section  of  Ophthalmology,  Dr.  George  S.  Ellis, 
812  Maison  Blanche  Building,  New  Orleans,  Lou- 
isiana. 


Cancer  Seminar 

The  Arizona  Division,  Cancer  Seminar  is  sched- 
uled to  be  held  in  Tucson,  Arizona  March  17-20, 
1965. 

Faculty  for  this  Seminar  are  as  follows: 


The  Sixth  National  Conference  on  the  Medical 
Aspects  of  Sports  sponsored  by  the  American  Med- 
ical Association,  under  the  auspices  of  the  AMA 
Committee  on  the  Medical  Aspects  of  Sports,  will  be 
held  in  Miami  Beach,  Florida  at  the  Deauville  Hotel 
on  November  29,  1964.  The  Conference  will  be  held 
in  conjunction  with  the  Clinical  Convention  of  the 
American  Medical  Association,  November  29-De- 
cember  2,  1964. 


Dr.  Paul  E.  Boyle,  DMD;  Dean,  Western  Reserve 
University  School  of  Dentistry 

Dr.  Thomas  Carlisle;  Mason  Clinic,  Seattle;  past 
President  of  the  Society  of  Nuclear  Medicine 

Dr.  Vincent  P.  Collins;  Professor  and  Chairman,  De- 
partment of  Radiology,  College  of  Medicine,  Bay- 
lor University,  Houston,  Texas 
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Dr.  James  A.  Cooney;  Vice  President  in  charge  of 
Medical  Affairs,  American  Cancer  Society 

Dr.  Emmerich  Von  Haam;  Professor  of  Pathology, 
Ohio  State  University,  Columbus,  Ohio 

Dr.  Howard  H.  Mahorner;  Mahorner  Clinic,  New 
Orleans,  Louisiana 

Dr.  Donald  B.  Rochlin;  Assistant  Professor  of  Sur- 
gery, University  of  California,  Los  Angeles 

Dr.  John  A.  Wall;  Professor  of  Clinical  Gynecology, 
College  of  Medicine,  Baylor  University,  Houston, 
Texas 

Scientific  portion  of  the  program  will  be  carried  in 
the  March  issue  of  the  “What  goes  on”  bulletin. 

Montana-Wyoming  Internists 

The  American  College  of  Physicians  (ACP)  will 
hold  a regional  meeting  for  internists  in  Montana- 
Wyoming  on  November  14,  1964.  The  Montana-Wy- 
oming meeting  is  one  of  27  scientific  seminars  spon- 
sored each  year  by  the  ACP  throughout  the  United 
States  and  Canada. 

During  the  morning  and  afternoon  scientific  ses- 
sions, topics  will  include  an  analysis  of  ski  injuries, 
clinical  reports  of  new  drugs  and  techniques,  and 


studies  involving  the  use  of  the  electrocardiograph 
in  studying  heart  problems. 

Dermatologists’  Annual  Meeting 

The  American  Academy  of  Dermatology  will  hold 
its  23rd  annual  meeting  in  Chicago,  111.,  Dec.  5-10. 
The  meeting  will  take  place  in  the  Palmer  House. 

The  six-day  meeting,  which  more  than  1,300 
dermatologists  and  other  physicians  are  expected  to 
attend,  will  include  scientific  presentations  on  new 
developments  in  skin  disease  and  dermatology  re- 
search. Symposia  on  major  skin  problems  and  spe- 
cial guest  lectures  will  complete  the  program. 

Inquiries  concerning  the  meeting  may  be  made  to 
Stanley  E.  Huff,  MD,  636  Church  St.,  Evanston, 
Illinois. 

Radiology 

The  Denver  General  Hospital  is  offering  a course 
in  Radiologic  Physics,  conducted  by  J.  T.  McClintock, 
MD,  for  radiology  residents,  and  others  in  the  Denver 
area  who  are  interested.  The  course  will  be  given  at 
11:30  a.m.  each  Wednesday,  in  the  x-ray  department 
of  this  hospital,  and  is  intended  to  fill  a basic  need  in 
Radiology  not  being  currently  provided  elsewhere  in 
this  area. 


AMA  Conference  on  Blood  and  Blood  Banking 

The  American  Medical  Association  will  sponsor  a Conference  on  Blood  and  Blood  Banking 
Dec.  11-12,  1964,  in  Chicago  (Drake  Hotel). 

The  conference  is  directed  to  practicing  physicians,  and  it  is  hoped  that  state  and  local  med- 
ical societies  will  designate  representatives  to  attend. 

Theme  of  the  December  conference  will  be:  “Blood  Banking — Medical  Evaluation  and  Par- 
ticipation.” The  program  will  include  discussion  of  the  different  philosophies  and  concepts  in 
the  field  of  blood  banking. 

The  conference  will  be  opened  by  Raymond  L.  White,  MD,  director  of  the  AMA’s  Division  of 
Environmental  Medicine  and  Medical  Services,  and  by  Dr.  Gunnar  Gundersen,  chairman  of  the 
AMA  Committee  on  Blood.  Louis  K.  Diamond,  MD,  director  of  the  Blood  Grouping  Labora- 
tory, Boston,  will  outline  the  history  of  blood  banking  in  the  U.  S. 

A session  on  “Blood  Banking  Concepts  and  Systems,”  will  include  discussion  of  automation, 
central  typing  and  crossmatching,  medical  sponsorship  and  supervision,  a report  on  the  Knoxville 
program,  and  hospital  programs.  Another  session  will  cover  the  theme  of  Blood  Procurement 
Concepts  and  Economics,  including  the  areas  of  volunteer  donor  programs,  paid  donor  pro- 
grams, national  clearinghouse  program,  and  blood  banking  economics. 

Other  topics  on  the  conference  program  include  studies  of  serum  hepatitis  and  a discussion  of 
single  unit  transfusions,  blood  research  highlights,  and  medical  responsibility  and  leadership  in 
blood  banking  affairs. 

Further  information  on  the  conference  may  be  obtained  from  the  Department  of  Environmen- 
tal Health,  American  Medical  Association,  535  N.  Dearborn  St.,  Chicago. 


/or  November,  1964 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 


401196 


E 


1 HERE  HAS  BEEN  an  explosive  development  of 
science  in  the  last  decade.  This  fact  is  obvious;  the 
reasons  are  less  clear.  Great  sums  of  money  are 
now  available  for  research.  Scientific  accomplish- 
ments have  become  a tool  of  international  diplo- 
macy. New  weap- 


Medical  Libraries  and 
The  Atomic  Age** 


ons,  national  secur- 
ity, and  the  birth  of 
the  Atomic  Age  are 
items  of  primary 
significance.  Automation  in  industry  is  a related 
cause.  Whatever  the  causes,  the  effect  of  this  sci- 
entific expansion  is  of  sufficient  magnitude  to  be 
properly  designated  as  revolutionary  and  epochal. 

One  of  the  first  areas  to  feel  the  pressure  of 
this  new  approach  to  living  is  that  of  education. 
Going  clear  back  to  the  primary  grades,  the  meth- 
ods and  objectives  of  education  are  being  re- 
vamped. Medicine  has  not  escaped  these  changes. 
The  authoritarian  system  of  medical  teaching  is 
giving  way  to  cellular  physiology  and  the  applica- 
tion of  physical  science  and  mathematics  to  the 
problems  of  disease. 

Medical  libraries  everywhere  are  feeling  the  im- 
pact of  the  Atomic  Age.  Textbooks  have  to  be 
rewritten,  scientific  journals  scrutinized,  reference 
publications  carefully  selected,  indexed  and 
stacked.  The  general  proposition  is  that  these  gi- 
gantic changes  have  created  demands  for  medical 
literature  that  our  libraries  find  difficult  to  meet 
with  the  financial  resources  now  available.  One  of 
the  proposals  now  current  is  the  establishment  of 
regional  medical  libraries  to  be  financed  at  least 
in  part  by  federal  aid. 

What  federal  aid  means  to  medical  libraries  in 
general  and  the  Denver  Medical  Library  in  par- 
ticular is  a matter  yet  to  be  revealed.  The  Li- 
brary Committee  of  the  Denver  Medical  Society 
is  alert  to  and  is  studying  these  proposals.  Mean- 
time the  membership  of  the  Colorado  Medical 
Society  should  be  aware  of  the  situation  and  be 
prepared  to  take  part  in  the  discussion  of  this  na- 
tional dilemma  of  medicine. 

Thad  P.  Sears,  MD 
Library  Committee  Chairman 


’ Reprinted  from  the  Denver  Medical  Bulletin,  October,  1964. 


The  new  School  of  Medicine  at  the  Univer- 
sity of  New  Mexico  is  now  open  for  business  in 
Albuquerque  and  its  first  class  of  24  students  is 
already  at  work.  The  feasibility  of  a medical 
school  in  New  Mexico  was  determined  initially, 

in  1959  and  1960, 
by  several  commit- 
We  Welcome  ur  tees  including  the  As- 

New  Medical  School  sociation  of  Medical 

Colleges  and  the 
AM  A Council  on  Medical  Education.  Approval 
for  the  Medical  School  was  granted  by  the  Presi- 
dent, Faculty  and  Regents  of  the  University  of 
New  Mexico  in  1960  and  a grant  was  awarded  to 
them  from  the  Kellogg  Foundation,  of  $1,082,000 
to  initiate  the  School.  The  following  year,  Reginald 
H.  Fitz,  MD,  formerly  of  the  University  of  Colo- 
rado Medical  Center,  was  appointed  Dean  of  the 
School.  The  need  for  an  additional  medical  school 
in  the  Rocky  Mountain  area  was  indicated  by 
statistics  showing  that  there  were  about  79  doctors 
per  100,000  population  in  New  Mexico  as  com- 
pared to  140  doctors  per  100,000  population  for 
the  rest  of  the  country.  It  is  hoped  that  most  of  the 
graduates  of  the  Medical  School  will  practice  in 
New  Mexico  and  present  administration  feeling  is 
that  two-thirds  to  three-quarters  of  the  incoming 
students  should  be  from  New  Mexico  with  the 
remaining  quarter  from  regional  states.  Occasional 
students  will  be  taken,  however,  from  outside  the 
area. 

The  financial  support  for  the  Medical  School, 
after  the  Kellogg  grant,  came  from  the  New  Mexico 
state  legislature,  which  voted  to  support  the  school 
in  1961  with  a token  payment;  later  sessions 
granted  more  substantial  financial  assistance. 
However,  the  capital  development  of  the  Basic 
Science  Building  is  anticipated  from  the  University 
of  New  Mexico. 

That  “.  . . the  greatness  of  a school  lies  in 
brains  not  bricks  . . .”  (Osier)  is  well  demon- 
strated by  the  physical  facilities  in  Albuquerque. 
At  the  present  time,  facilities  are  rather  primitive, 
and  the  library  building  is  a converted  7-Up  bot- 
tling plant,  while  the  student  laboratory  and  facul- 
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ty  offices  are  in  a converted  mortuary.  Construc- 
tion of  the  large  and  ingenious  Basic  Science 
Building,  situated  on  the  campus  of  the  University 
of  New  Mexico,  will  begin  in  January  1965.  The 
Medical  School  will  have  a two  year  curriculum 
until  the  Basic  Science  Building  is  completed,  and 
it  is  hoped  then  to  expand  to  a four  year  Medical 
School,  accepting  48  students.  Clinical  facilities 
derive  from  the  adjacent  Bernalillo  County-Indian 
Hospital  and  the  Albuquerque  Veteran’s  Hospital. 

No  doubt,  the  excitement  of  selecting  the  first 
student  class  was  only  matched  by  the  excitement  of 
selecting  the  faculty  and  as  of  this  time,  the  pre- 
clinical  departments  are  entirely  filled  except  for 
the  department  of  pharmacology.  At  the  clinical 
level,  there  are  now  excellent  full-time  teachers  in 
the  departments  of  Medicine,  Surgery,  Pathology, 
Psychiatry  and  Radiology.  The  faculty  members 
were  recruited  from  some  of  the  finest  schools  in 
the  country,  and  are  well-known  educators  with 
research  interests.  Also  noted  has  been  the  apti- 
tude of  the  many  members  of  the  clinical  depart- 
ments in  the  basic  science  arena. 

“A  great  university  has  a dual  function,  to  teach 
and  to  think”  (Osier).  The  emphasis  of  the  aca- 
demic program  at  the  School  will  be  on  interdisci- 
plinary teaching  and  project-oriented  laboratory 
experience.  Clinical  orientation  has  already  been 
introduced  during  the  first  week  of  the  Medical 
School’s  existence. 

The  physicians  of  the  Rocky  Mountain  states 
salute  the  new  and  exciting  School  of  Medicine 
of  the  University  of  New  Mexico. 

Marcus  J.  Smith,  MD 


A HELPFUL  CLASSIFICATION  of  the  various  types 
of  penicillin  lends  itself  to  a “tear-out”  reference 
of  practical  value.  It  has  been  prepared  by  Dr. 
J.  Thomas  Johnston,  Pinedale,  Wyoming,  and 
appears  as  an  insert  on  pages 
42  and  43  of  this  issue  of  the 
Rocky  Mountain  Medical 
Journal. 

In  the  past  five  years,  the  phar- 
maceutical industry  has  produced  many  variations, 
both  natural  and  synthetic,  of  the  basic  penicillin. 
The  following  information  is  presented  as  an 
effort  to  clarify  the  confusion  of  brand  names, 
dosages,  and  uses.  Individual  diseases  are  far  too 
numerous  to  mention  but,  in  general,  infections 


Penicillin 

Confusion^ 


of  the  upper  and  lower  respiratory  tract,  purulent 
skin  conditions,  septicemia,  bacteremia  and  their 
subsequent  complications,  and  venereal  diseases 
are  the  usual  conditions  in  which  penicillin  is 
indicated.  No  attempt  is  made  to  detail  treatment 
schedules.  Bacteriologic  identifications  and  sensi- 
tivity studies  should  be  performed  for  definitive 
diagnosis  and  treatment. 

♦ We  are  indebted  to  Dr.  Johnston  for  this  useful  analysis  of 
a perplexing  problem  and  suggest  it  be  placed  for  yoiu:  con- 
venient reference. 
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wo  speakers  at  the  recent  94th  Annual  Session 
of  the  Colorado  Medical  Society  emphasized  a 
subject  which  these  columns  have  harped  upon 
for  years.  An  editorial  entitled  “A  Correctable 
Evil — Over-utilization,”  appeared  in  our  March, 

1962  issue.  It  quoted  a 


Increasing  Costs 
And 

Over-utilization 


paragraph  from  an  ar- 
ticle entitled,  “Penn- 
sylvania Program  Curbs 
Excess  Hospital  Utiliza- 
tion” which  had  appeared  in  PR  Doctor  issued  by 
the  Communications  Division  of  the  AMA.  Let  us 
print  it  again : 


A majority  of  the  utilization  committees  re- 
ported that  their  programs  had  definitely  re- 
duced utilization  in  hospitals  by  means  of  reduc- 
ing admissions,  average  length  of  stay  and  the 
use  of  various  laboratory  services.  A number  al- 
so credited  their  review  work  with  generally  im- 
proving the  quality  of  hospital  care  as  well  as 
chart  records  kept  on  patients.  In  addition  to 
these  benefits,  14  committees  cited  such  im- 
provements in  the  efficiency  of  hospital  pro- 
cedures and  services  as:  better  liaison  between 
medical  staff  and  social  service  on  long-stay 
cases,  clarification  of  emergency  admission  pro- 
cedures, greater  emphasis  on  use  of  out-patient 
diagnostic  facilities  and  combining  admission 
and  utilization  committees.  Another  big  step 
forward:  medical  staff  members  are  developing 
an  increasing  awareness  of  the  importance  of 
conserving  hospital  services  and  facilities,  and 
are  beginning  to  understand  and  appreciate  the 
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valuable  contributions  being  made  by  hospital 

utilization  committees. 

Thus,  the  problem  is  old,  as  well  as  national 
and  international.  One  of  the  distinguished  guest 
speakers  in  Colorado  Springs  was  Dr.  Ernest  B. 
Howard,  Assistant  Executive  Vice  President  of 
the  AM  A.  He  talked  of  medical  costs  and  their 
steady  upward  trend.  Every  diagnostic  test  has  to 
be  paid  for.  Many  of  them  are  superfluous  if  phy- 
sicians will  use  their  five  senses  first  and  the  tests 
second!  Which  reminds  us  of  another  of  our  ed- 
itorials entitled,  if  memory  serves  correctly,  “Atro- 
phy of  the  Senses.” 

Reduction  of  costs  is  possible  and  largely  with- 
in our  control.  The  other  speaker  who  empha- 
sized this  point  was  Dr.  Samuel  B.  Childs  in  his 
presidential  address  before  the  Society;  it  appeared 
in  our  October  issue.  He  also  stated  that  we,  as 
physicians,  are  custodians  of  our  patients’  med- 
ical dollars.  They  must  be  used  wisely,  efficiently 
and  equitably  if  the  advent  of  governmental  med- 
icine— already  too  far  along — is  to  be  retarded 
and  controlled.  Both  speakers  urged  every  one  of 
us  to  be  more  thoughtful  in  avoiding  unnecessary 
hospital  admissions,  to  serve  more  patients  as  out- 
patients rather  than  bed  patients  when  it  can  be 
safely  done,  to  order  only  relevant  and  necessary 
laboratory  and  x-ray  studies,  to  be  precise  in  or- 
dering expensive  drugs  and  to  withdraw  them 
when  they  have  served  their  purpose,  and  to 
minimize  patients’  hospital  days. 


W. 


The  Cost  of 
Defending  Felons 


E HEAR  LESS  ABOUT  “charity  patients,”  “ser- 
vice cases”  and  free  cases  than  during  earlier  dec- 
ades in  the  lives  of  many  physicians  still  in  active 
practice.  However,  our  tradition  remains  un- 
changed— no  one  is  denied  our  best  efforts  and 

hospital  facilities  for  lack 
of  financial  resources — 
and  hundreds  of  doctors 
still  give  thousands  of 
hours  without  remunera- 
tion. Throughout  the  years  there  are  perennial 
reminders  of  differences  in  professions  and  their 
traditions.  For  example,  the  courts  grant  fees  to 
lawyers  appointed  to  defend  felons  without  funds 
to  engage  private  legal  defense.  Conspicuous  in- 
equity is  obvious  when  members  of  the  legal  pro- 
fession receive  fees  for  defending  a criminal, 
whereas  the  medical  profession  is  not  so  much  as 


thanked  for  saving  his  life  or  preserving  his  health. 

A recent  newspaper  article  bore  the  title  “Mur- 
der Trial  Defense  Costs  City  $5,250.”  The  sum 
was  allowed  to  two  lawyers  who  defended  a five- 
times  married  barmaid  and  mother  of  five.  She 
was  convicted  of  second  degree  murder,  with  her 
22-year-old  lover,  of  plotting  the  shotgun  slaying 
of  her  husband.  The  judge  said,  “They  did  a 
marvelous  job  for  her.” 

No  doubt  about  it — and  the  court  did  a nice 
job  for  her  counsel  too.  Many  taxpayers  must 
agree — those  same  taxpayers,  and  writers  also, 
who  take  potshots  at  doctors  and  hospitals  when- 
ever they  expect  miracles  that  are  unrealistic, 
resent  the  price  of  drugs,  or  forget  that  the  costs 
of  being  sick  are  greater  than  ever  before.  But,  we 
should  add,  the  chances  of  getting  well  and  of 
living  69  to  71  years  are  also  better  than  at  any 
time  in  the  history  of  civilization. 


A-n  article  of  special  interest  in  our  geo- 
graphic area  was  noted  in  Arizona  Medicine  of 
November  1963.  The  author  is  Dr.  MacDonald 
Wood,  a surgeon  formerly  of  Denver  and  now 
located  in  Phoenix.  Entitled  “The  Phoenix,”  the 
story  tells  the  history  of  the 
The  Meaning  phoenix  bird  and  its  symbols. 
Of  Phoenix  The  Egyptian  meaning  was  the 
principle  of  life  as  a divine 
power.  Traditionally,  there  could  be  only  one  in 
the  world  at  a time;  it  was  always  male,  and  he 
dwelt  in  paradise  for  hundreds  to  thousands  of 
years.  He  became  oppressed  with  centuries  of 
burdens  and  knew  that  death  must  come.  Death 
being  impossible  in  paradise,  he  flew  to  the  mortal 
world  finally  to  rest  in  palm  trees  by  the  Med- 
iterranean in  an  area  later  called  Phoenicia. 
His  song  of  great  beauty  caused  the  sun  god 
to  pause,  to  whip  the  chariot  horses  from  whose 
hooves  sparks  fell  upon  the  nest  to  start  a fu- 
neral pyre.  From  its  ashes,  a worm  stirred  and 
grew  into  a new  phoenix  then  to  wing  its  way 
back  to  paradise  for  a thousand  years  or  so.  Thus 
we  note  the  symbolism  of  resurrection  and  im- 
mortality. 

This  isn’t  the  whole  colorful  story,  but  we  just 
thought  westerners,  especially  those  who  are  fond 
of  Phoenix,  would  like  to  know  its  meaning — in 
case  you  hadn’t  heard! 

Many  thanks,  Mac. 


for  November,  1964 
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TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  LT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


TUBERCUUN,T1NETEST 

(Rosenthal)  Lederle 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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Presidential  address* 


John  H.  Froyd,  MD,  Worland,  Wyoming 


In  my  attempt  to  guide  our  Society  this  past 
year,  I have  been  richly  rewarded  by  the  discovery 
that  there  are  within  our  group  so  many  men 
dedicated  to  making  our  Society  a more  efficient 
and  functioning  tool  for  improvement  of  care  of 
the  people  of  Wyoming  and  the  nation.  I have 
enjoyed  this  year  more  than  anyone  will  ever 
know.  However,  I wonder  how  many  of  us  realize 
the  duties  and  obligations  we  incur  in  being  mem- 
bers of  this,  or  any,  society.  These  responsibilities 
to  our  local,  state  and  national  organizations  are 
manifold.  Yet  all  are  based  upon  the  primary  mo- 
tivation of  any  doctor:  improvement  of  the  health 
of  all  mankind. 

Information  must  be  spread 

This  concept  has  in  recent  years  produced  the 
most  dramatic  breakthrough  in  care  of  the  sick  in 
the  history  of  the  world.  And  yet,  despite  the  ex- 
istence of  our  new  medical  knowledge,  and  despite 
all  of  our  miraculous  devices  and  new  technics, 
continuing  care  of  the  patient  cannot  exist  with- 
out promulgation  of  this  information.  This  has 
largely  been  made  possible  over  the  years  only  by 
existence  of  a cohesive  body  of  organized  med- 
icine. Without  this  cohesiveness,  the  inevitable  re- 
sult would  be  formation  of  innumerable  small 
groups,  each  possibly  with  the  same  basic  goal, 
but  wastefully  attempting  to  achieve  it  by  a thou- 
sand different  methods. 

In  any  organization  worthy  of  the  name,  con- 
flicts and  dissent  must  occur.  I say  “must,”  be- 
cause without  these  honest  differences,  which  are 
resolved  by  the  membership  to  their  mutual  sat- 

•  Presented  at  the  annual  meeting  of  the  Wyoming  State 
Medical  Society,  Jackson  Lake  Lodge,  Wyoming,  Sept.  1-4, 
1964. 


isfaction,  there  can  be  no  progress  of  the  organiza- 
tion toward  its  goals.  It  is  not  trite,  and  never  can 
be,  to  remind  ourselves  that  these  processes  con- 
stitute one  of  the  basic  foundations  upon  which 
our  lives  in  this  nation  are  based.  The  problems  of 
a professional  body  such  as  ours  are  far  more 
complex  today  than  ever  before.  The  care  of  the 
ill  involves  much  more  than  the  basic  idea  of 
diagnosis  and  treatment  of  illness  or  injury.  The 
concept  of  the  whole  man  in  illness  involves  con- 
sideration, not  only  of  the  basic  disease  process, 
but  also  the  finances,  the  psyche,  and  even  the 
soul.  Expansion  of  this  concept  must  also  result, 
and  has  resulted,  in  expansion  of  our  problems. 
This  expansion  has  produced  the  physician  play- 
ing the  role  of  politician  and  social  worker,  roles 
our  fathers  never  dreamed  of  playing. 

Keep  the  goal  in  sight 

Consequently,  as  so  often  happens  when  our  in- 
terests are  spread  so  widely,  it  becomes  easy  for 
us  to  miss  seeing  the  woods  for  the  trees.  We  find 
ourselves  so  concerned  with  one  or  two  facets  of 
our  myriad  problems  that  we  feel  them  to  be  para- 
mount to  the  existence  of  our  Society.  Granted, 
they  must  be  solved,  but  the  solution  to  a given 
problem  is  not  the  only  reason  for  existence  of  the 
organization.  These  solutions  are  simply  one  more 
step  in  the  progression  of  the  body  toward  its  goal. 
This  goal,  to  repeat,  is  in  our  case  the  continuing 
effort  to  constantly  improve  our  care  of  the  ill. 

Therefore,  let  us  not  lose  sight  of  that  goal.  We 
must  always  remember  that,  through  democratic 
processes,  we  solve  our  problems,  still  keeping  the 
body  whole — a functioning,  efficient  body.  Let  us 
all  remember  once  more  that  real  strength  lies  in 
unity,  and  let  us  make  that  unity  into  reality  for 
a strong,  progressive  and  productive  Society.  • 


for  November,  1964 


29 


Neuroblastoma  in  infancy  and  childhood* 


C.  W.  Reiquam,  MD,  W.  C.  Bailey,  MD,  and  R.  P.  Allen,  MD,  Denver 


This  summary  of  experience  with 
neuroblastomas  is  the  first  in  a series  of 
discussions  of  malignant  disease  in  the 
pediatric  age  group  based  on  cases  at 
Childrens  Hospital,  Denver. 

Magnitude  of  the  problems  of  malignancy  in 
childhood  is  tremendous.  Statistics  reveal  that  can- 
cer is  the  leading  cause  of  death  from  disease  in 
children  ages  3 to  14  years,  and  in  all  causes  of 
death  cancer  is  second  only  to  accidents.  Neuro- 
blastomas are  one  of  the  major  solid  tumors  of 
this  young  pediatric  group  contributing  to  this 
mortality. 

The  neuroblastoma  develops  from  the  primitive 
sympathetic  neuroblast.  Neuroblasts  arise  in  the 
primitive  neural  crest  and  are  found  ultimately  in 
spinal  and  sympathetic  ganglia,  adrenal  medulla, 
multipolar  neuroblast  in  the  cord,  brain,  and  in 
the  ciliary,  sphenopalatine,  otic  and  submaxillary 
ganglions.  Neuroblastomas  on  occasion  have  mul- 
ticentric origin,  with  tumor  growth  at  multiple 
sites.  Ectopic  origins  in  skin  or  in  bone  are  postu- 
lated, although  lesions  in  these  sites  are  usually 
metastatic. 

Maturation  progression  is  demonstrable  in  dif- 
ferent tumors  and  also  within  a single  neoplastic 
mass.  There  is  no  consistent  clinical  significance 
to  this.  Whenever  there  is  a malignant  component 
present,  the  behavior  of  the  particular  neuroblas- 
toma must  be  considered  malignant.  Gross  and 
microscopic  descriptions  of  neuroblastomas  are 
found  in  standard  pathology  texts.  Study  of  the 
tumor  tissue  in  our  cases  reveals  no  new  concepts. 

Our  material  includes  forty-seven  cases  of  neu- 
roblastoma in  this  hospital  during  the  period  1945- 


* This  paper  is  a summary  of  a tumor  conference  presented 
at  Children’s  Hospital,  Denver  in  October,  1963,  supported  by 
the  Colorado  Division  of  the  American  Cancer  Society. 
Grateful  acknowledgement  is  given  to  the  physicians  of  the 
Children’s  Hospital  Staff  and  to  other  referring  physicians 
who  supplied  us  with  the  follow-up  information  on  these 
patients. 

Dr.  C.  W.  Reiquam  is  Pathologist  and  Dr.  R.  P.  Allen  is 
Radiologist  at  Children’s  Hospital,  Denver.  Dr.  W.  C.  Bailey 
is  a Pediatric  Surgeon. 


1963.  Thirty-three  of  these  expired;  fourteen  au- 
topsies were  done. 

Metastasis  is  lymph  or  blood  borne  with  distant 
lesions  primarily  in  liver,  lymph  nodes  and  bones 
(Table  1).  The  infrequent  involvement  of  the 
lungs  is  noteworthy. 


TABLE  1 

ORGAN  INVOLVEMENT  IN  14 
AUTOPSY  CASES  OF  NEUROBLASTOMA 


Organ 

No.  of 
Patients 

Organ 

No.  of 
Patients 

Lymph  nodes 

8 

Kidneys  

2 

Bone  

7 

Gallbladder 

2 

Liver  

6 

Testes  

1 

Lungs  

2 

Ovaries  and  tubes 

1 

Pleura  

2 

Urinary  bladder  . 

1 

Dura  

2 

Skin  

1 

Pancreas  . . . . 

2 

Thymus  gland  . . . 

1 

Spleen  

2 

Lymph  nodes,  bone,  liver  are  common  metastatic  sites. 


Two  of  the  autopsied  cases  had  occasional  focal 
sites  of  maturation  in  the  primary  tumor  at  the 
time  of  diagnosis.  One  of  these  died  suddenly  of 
adrenal  insufficiency  following  surgery,  and  tumor 
was  found  in  a lymph  node  at  the  primary  tumor 
site.  The  other  died  several  months  postoperative- 
ly,  and  at  autopsy  a right  auricular  mural  thrombus 
with  pulmonary  emboli  was  found;  no  neuro- 
blastoma tissue  could  be  identified.  Another  pa- 
tient died  from  complications  of  radiation  nephri- 
tis six  months  after  successful  treatment  of  his 
neuroblastoma;  no  tumor  was  identified  at  post- 
mortem examination. 

Only  three  of  the  autopsied  cases  had  the  pri- 
mary lesion  in  the  chest.  Even  though  metastatic 
spread  from  primary  origin  in  the  thorax  included 
the  usual  expected  sites,  it  was  considerably  less 
extensive  than  in  those  cases  where  the  primary 
lesion  was  in  the  abdomen. 

Incidence 

The  age  incidence  of  our  cases  is  presented  in 
Fig.  1.  The  median  age  was  18  months.  Thirty- 
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Fig.  1.  Neuroblastoma  is  a tumor  of  infancy  and 
early  childhood.  Seventy  per  cent  of  patients  were 
under  two  years  of  age  at  the  time  of  diagnosis. 


three  of  the  patients  were  under  two  years  of  age. 
Neuroblastoma  occurs  about  equally  in  the  sexes, 
and  in  our  series  there  were  twenty  males  and 
twenty-seven  females.  No  racial  differences  in  in- 
cidence have  been  established. 

Tumor  sites  and  natural  history 

The  primary  sites  of  origin  are  indicated  in  Fig. 
2.  The  tumor  most  commonly  developed  within 
the  abdomen  (30  cases)  and  the  majority  of  these 
(18  cases)  appeared  to  arise  in  the  suprarenal 
area.  There  was  no  predominance  of  either  side. 
Primary  tumor  developed  in  the  thorax  in  thirteen 
cases,  and  primary  site  was  thought  to  be  intra- 
cranial in  one  case.  Three  patients  presented  with 
generaUzed  metastatic  disease  and  site  of  primary 
origin  could  not  be  determined.  It  was  difficult  to 
detect  those  tumors  which  definitely  arose  pri- 
marily from  ganglia  near  the  upper  pole  of  kid- 
ney, adrenal  gland  or  adjacent  sympathetic  ner- 
vous structures.  The  tumor  often  is  situated  so 
that  the  precise  site  of  origin  is  not  obvious,  there- 
fore, we  cannot  determine  a difference  in  prog- 
nosis depending  on  whether  or  not  the  tumor 
arises  from  adrenal  gland  or  from  paraspinal  sym- 
pathetic nervous  structures. 

Metastatic  nodules  in  the  liver  of  the  infant 
with  neuroblastoma  need  not  necessarily  have  a 
bad  prognosis.  In  a two-day-old  infant,  hver  nod- 
ules were  present  at  exploration  for  removal  of  a 
right  upper  quadrant  neuroblastoma.  Following 
removal  of  primary  tumor  and  irradiation  to  liver, 
the  infant  fully  recovered  and  at  approximately 
22  months  of  age  expired  from  an  unrelated  dis- 
ease. At  autopsy  only  focal  areas  of  scarring  and 
fibrosis  and  collections  of  small  lymphocytes  were 
found  in  the  liver  at  sites  thought  to  be  the  areas 


of  tumor  nodules  seen  at  surgery.  No  tumor  was 
found.  However,  in  the  older  child,  liver  metas- 
tasis has  the  poor  prognostic  significance  usually 
associated  with  hepatic  spread. 

Other  unusual  features  of  neuroblastoma  occa- 
sionally are  present.  One  newborn  infant  with 
tumor  extension  into  the  renal  vein  was  treated 
with  surgical  excision  and  radiation  and  is  now 
alive  and  well  three  years  later.  Another  child, 
now  four  and  a half  years  old,  had  tumor  exten- 
sion into  regional  lymph  nodes  at  the  time  pri- 
mary tumor  was  removed  from  the  right  chest,  yet 
she  now  appears  to  be  entirely  free  of  disease 
twelve  months  following  surgery,  irradiation  and 
continuous  treatment  with  Cytoxan.  One  of  our 
long  term  survivors  was  treated  in  infancy  for 
a neuroblastoma  and  had  irradiation  several 
months  later  for  metastatic  tumor  nodules  in  the 
anterior  abdominal  wall;  the  patient  has  had  no 
recurrence  for  ten  years.  Just  how  the  natural 
course  of  the  disease  in  these  cases  was  modified 
by  these  manipulations  is  not  clear. 

A peculiar  facet  of  the  natural  history  of  neuro- 
blastoma is  that  a significant  number  of  cases  have 
been  reported  in  which  the  tumor  was  identified 
by  biopsy,  no  therapy  attempted,  yet  the  tumor 
regressed  and  the  patient  recovered.  Neuroblas- 
toma is  a vascular  tumor  and  vascular  impairment 
or  outgrowth  of  the  blood  supply  may  be  a factor 
in  regression.  An  alternative  explanation  is  that 
certain  neuroblastomas  may  in  fact  undergo  spon- 
taneous maturation  to  a benign  fully  differentiated 


r/iorax  1/6 
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Fig.  2.  Probable  sites  of  origin  in  47  cases  of  neuro- 
blastoma. The  first  number  related  to  the  site  indi- 
cates the  survivors.  The  second  number  indicates  the 
patients  with  primary  involvement  at  this  site.  The 
boxed  figures  at  the  right  indicate  that  12  of  the  14 
survivors  were  under  two  years  of  age  at  the  time 
of  diagnosis. 
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Fig.  3.  Two-year-old  female  with  neuroblastoma. 
Note  the  proptosis  and  marked  involvement  of  left 
maxilla. 

ganglioneuroma.  We  have  recognized  no  such  in- 
stances of  maturation  in  our  cases. 

Clinical  manifestations 

The  clinical  picture  of  neuroblastomas  relates 
to  certain  physical  characteristics  of  the  neoplasm 
as  well  as  to  its  natural  history.  Sites  of  origin 
may  give  dramatic  presentation.  One  child  (Fig. 
3)  presented  with  a mass  in  the  left  maxil- 
lary region  and  displacement  of  the  teeth.  The 
ecchymotic  eye  of  a child  with  orbital  metastases 
is  dramatic,  and  while  not  pathognomonic  of  neu- 
roblastoma is  extremely  suggestive.  Routine  ab- 
dominal examination  reveals  many  of  these  tu- 
mors. Shown  in  Fig.  4 is  a small  child  with  a large 
left  upper  quadrant  mass  as  outlined  on  the  ab- 
dominal wall. 

The  presenting  complaints  of  our  patients  (Table 
2)  indicate  the  diverse  and  protean  manifestations 
with  which  the  tumor  may  present.  In  some  the 
presenting  complaint  related  to  the  presence  of 
the  primary  tumor  and  in  others  to  metastases. 
The  most  common  complaints  were  referable  to 
the  abdomen.  In  ten  of  our  patients  with  neuro- 


blastoma of  intra-abdominal  origin,  the  mass  was 
detected  on  routine  palpation  of  the  abdomen 
during  well-baby  examination.  It  is  a point  of 
great  significance  that  nine  of  these  have  survived. 
Another  group  of  eight  patients  presented  with 
distended  abdomen  associated  with  pain.  Bone 
pain  and  difficulty  in  walking  were  the  chief  com- 
plaints in  ten  children,  and  a number  with  such 
complaints  were  initially  diagnosed  as  having 
rheumatic  fever  or  osteomyelitis.  Four  patients 
presented  with  symptoms  referred  to  the  chest, 
three  with  masses  caused  by  metastases  to  regional 

TABLE  2 

PRESENTING  COMPLAINTS  IN  NEUROBLASTOMA 


Mass  found  on  routine  abdominal  palpation  10 

Bone  pain  or  walking  difficulty 10 

Distended  abdomen  with  pain  8 

Weight  loss,  pallor,  lethargy  6 

Chest  pain,  cough,  wheeze,  URI  4 

Persistent  low  grade  fever  3 

Umbilical,  groin  or  supraclavicular  mass 3 

Nuchal  rigidity,  vomiting  3 


The  neuroblastoma  was  discovered  most  commonly  be- 
cause of  routine  abdominal  palpation  or  following  the 
investigation  of  bone  pain  or  a limp. 


Fig.  4.  18-month-old  male  with  left  upper  quadrant 
neuroblastoma.  This  tumor  was  palpated  on  routine 
physical  examination. 
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nodes,  and  three  with  symptoms  of  nuchal  rigidity 
and  vomiting  referable  to  intracranial  metastases. 
The  remaining  cases  had  complaints  which  were 
varied  and  general  such  as  weight  loss,  pallor, 
lethargy  and  low  grade  fever. 

When  adjacent  to  the  spine,  neuroblastoma  by 
dumb-bell  extension  may  cause  spinal  cord  com- 
pression with  neurological  deficits.  Jaundice  was 
present  in  two  patients  with  right  sided  abdominal 
masses  that  compressed  the  extrahepatic  biliary 
system. 

The  “syndromes”  of  Pepper  and  Hutchison 
are  now  only  of  historical  interest.  These  syn- 
dromes were  based  on  Pepper’s  series,  published 
in  1901,  in  which  the  author  described  hepatic 
metastases  associated  with  primary  lesions  in 
the  right  suprarenal  area,  and  Hutchinson’s  series 
of  1907,  in  which  metastases  spread  to  the  orbit 
and  elsewhere  but  the  primary  tumor  was  most 
often  left-sided.  Such  associations  are  no  longer 
regarded  as  valid. 

Diagnosis 

Several  possibilities  other  than  neuroblastoma 
must  be  considered  in  the  child  with  a mass  in 
the  abdomen.  Most  important  is  Wilms’  tumor  of 
the  kidney.  Malignancies  of  blood  forming  organs, 
eye  and  central  nervous  system  together  make  up 
at  least  half  of  the  malignant  diseases  of  children, 
but  the  retroperitoneal  group  of  tumors  is  numer- 
ically the  next  most  common.  This  group  is  com- 
posed mostly  of  Wilms’  tumors  and  neuroblas- 
tomas. 

Included  in  the  differential  diagnosis  of  masses 
in  the  abdomen  which  may  simulate  neuroblas- 
toma are  appendiceal  abscess,  various  causes  of 
hepatomegaly  (including  hepatoma),  splenomeg- 
aly, ovarian  masses,  retroperitoneal  rhabdomyo- 
sarcoma and  retroperitoneal  teratoma.  Either 
Wilms’  tumor  or  neuroblastoma  developing  in  the 
left  abdomen  may  cause  the  spleen  to  be  pushed 
into  a position  of  exaggerated  prominence.  This 
has  resulted  in  unfortunate  delays  in  treatment. 
Conditions  which  may  be  confused  with  neuro- 
blastoma because  of  bone  lesions  are  leukemia, 
reticuloendothelial  disease,  various  lymphomas 
and  possibly  Ewing’s  sarcoma  or  osteogenic  sar- 
coma. 

Diagnostic  evaluation  of  the  child  with  neuro- 
blastoma begins  with  a careful  history  and  physi- 
cal examination.  Study  of  patients  with  abdominal 
or  thoracic  mass  or  with  metastatic  nodule  must 
include  plain  films  of  the  abdomen,  chest,  pelvis. 


TABLE  3 

ROENTGEN  FINDINGS  IN  OUR  CASES 
OF  NEUROBLASTOMA 


Number 

Finding  of  Cases 


A.  Abdominal  tumor  30 

Scout  film  abnormal  28 

I.V.  urogram  abnormal  25 

Typical  kidney  displacement  14 

Kidney  rotation  only  3 

Kidney  distortion  intrinsic  4 

Hydronephrosis  2 

Kidney  displacement  upward 2 

Calcification  visible  10 

I.V.  urogram  negative  5 

Metastases  found  at  original  examination  7 

B.  Thoracic  tumor  13 

Scout  film  abnormal  13 

Pleural  fluid  present  6 

Metastases  found  at  original  examination  . . 0 

C.  Metastases  only  (no  primary  site  identified)  3 

D.  Intracranial  lesions  only  1 


Note  the  frequency  of  an  abnormality  found  on  the 
abdominal  scout  film.  The  I.V.  urogram  then  aided  in 
defining  the  mass.  Note  the  absence  of  metastases  at 
the  original  examination  when  the  primary  tumor  was 
in  the  thorax. 

skull,  long  bones  and  intravenous  urogram.  The 
scout  film  of  abdomen  mhy  show  the  soft  tissue 
shadow  of  the  mass  displacing  away  from  it  the 
gas  filled  bowel.  Most  neurdblastomas  in  the  ad- 
domen  will  be  visible  in  this  fashion.  Calcifica- 
tion has  been  reported  in  approximately  three- 
fourths  of  abdominal  neuroblastomas,  but  it  is  a 
snow-flaky  type  which  may  be  difficult  to  see. 
One-third  of  our  cases  had  visible  calcification 
(Table  3).  About  one-fourth  have  some  erosion 
of  the  vertebrae  or  ribs  adjacent  to  the  tumor. 

The  basic  procedure  in  the  study  of  abdominal 
masses  is  the  intravenous  urogram.  Typically  neu- 
roblastomas displace  the  kidney  downward,  later- 
ally, and  anteriorly,  with  the  upper  pole  tending 
to  be  rotated  anteriorly  and  laterally  (Fig.  5). 
Importance  of  the  lateral  projection  can  not  be 
over  emphasized.  Occasionally  the  tumor  will 
arise  caudal  to  the  kidney,  or  enlargement  of 
lymph  nodes  by  metastases  may  cause  upward 
displacement  of  the  kidney.  Intrinsic  distortion 
of  the  calyceal  pattern  is  rare  although  sometimes 
the  tumor  arises  in  such  a way  as  to  indent  the 
upper  pole  or  the  medial  portion  of  the  kidney 
giving  it  a medial  concave  appearance.  As  a rule, 
Wilms’  tumor  causes  gross  internal  distortion  of 
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the  kidney  and  is  easy  to  distinguish  from  neuro- 
blastoma. Rarely  a Wilms’  tumor  will  arise  from 
the  most  external  part  of  the  upper  pole  displac- 
ing the  kidney  more  than  distorting  it  and  making 
differentiation  difficult.  More  elaborate  roentgen- 
ologic procedures  are  not  commonly  done,  al- 
though retroperitoneal  (pre-sacral)  air  injection 
may  be  used.  Angiography  of  the  inferior  vena 
cava  is  becoming  more  popular,  particularly  esti- 
mating involvement  of  vena  cava  with  tumor,  and 
it  is  useful  in  following  the  patient  after  operation 
for  recurrence  of  the  tumor. 

Intrathoracic  neuroblastomas  produce  approx- 
imately the  same  shadows  of  a mass  as  they  do 
in  the  abdomen  except  that  the  mass  is  more 
clearly  visible  when  outlined  by  the  air  filled 
lungs.  The  thoracic  masses  are  always  posterior 
and  rib  and  vertebral  erosion  is  much  more  com- 
monly seen  in  thoracic  tumors  than  in  those  aris- 
ing in  the  abdomen.  A wide  paraspinal  shadow  ex- 
tending upward  and  downward  on  both  sides  of 
the  diaphragm  delineates  a frequent  site  of  origin. 

Metastases  have  been  reported  to  be  present 


in  about  50  per  cent  of  patients  at  initial  exam- 
ination. Only  about  one-fifth  of  our  patients  had 
radiographic  metastases  at  the  original  examina- 
tion (Table  3).  Metastases  may  be  present  in 
almost  any  part  of  the  skeleton  but  favorite  sites 
are  pelvis,  skull,  and  ends  of  the  long  bones  where 
they  are  often  symmetrical.  The  lesion  is  usually 
an  irregular  lytic  one  which  is  best  described  as 
“moth-eaten.” 

Bone  marrow  aspiration  is  done  routinely  as 
part  of  the  preoperative  evaluation.  When  meta- 
stases are  present  in  the  bone  marrow  aspirate, 
the  findings  are  large  hyperchromatic  nuclei  usu- 
ally clustered  as  if  stuck  together.  Neuroblasts  are 
not  spread  uniformly  throughout  the  marrow  so 
they  may  not  be  found  at  the  particular  aspiration 
site.  Neuroblasts  in  the  marrow  aspirate  indicate 
a very  poor  prognosis,  and  none  of  our  patients 
with  this  finding  has  survived. 

In  addition  to  the  above  studies,  a 24-hour 
urine  specimen  should  be  collected  for  vanil- 
lymandelic  acid  (VMA)  determination.  This  deg- 
radation product  of  tyrosine  is  markedly  elevated 


PA  view  Lateral  view 


Fig.  5.  Intravenous  urogram  of  a typical  neuroblastoma.  The  right  kidney  is  normal.  The  left  kidney  is  dis- 
placed lateral  and  inferiorly  with  ureteral  obstruction  and  calyceal  dilatation.  There  is  anterior  rotation  in  the 
lateral  projection. 
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in  some  neuroblastomas,  ganglioneuromas,  pheo- 
chromocytomas  and  in  Wilson’s  disease.  A large 
amount  of  this  metabolite  in  the  urine  aids  in  diag- 
nosis. Serial  determinations  at  postoperative  inter- 
vals are  important  in  identifying  recurrent  tumor 
activity.  There  is  urgency  in  carrying  out  treat- 
ment of  a neuroblastoma.  The  preoperative  study 
including  the  collection  of  urine  for  VMA  deter- 
mination should  be  completed  within  24  hours. 
Longer  and  more  involved  evaluation  and  observa- 
tion is  not  necessary  and  definitive  therapy  should 
be  promptly  undertaken. 

Treatment  and  survival 

The  fundamental  therapeutic  modality  in  neu- 
roblastoma is  surgery.  Primary  aim  should  be 
total  surgical  extirpation  of  the  entire  lesion  if 
possible.  However,  since  the  neuroblastoma  is  a 
relatively  radiosensitive  tumor,  the  patient’s  life 
should  not  be  placed  at  undue  risk  in  order  to 
accomphsh  total  removal.  Koop^  and  others  have 
pointed  out  that  operation  alone  with  trauma  to 
the  main  body  of  tumor  may  result  in  regression 
of  the  tumor.  The  mechanism  of  this  is  not  clear. 
Our  therapy  has  varied,  yet  all  but  one  of  the  sur- 
vivors in  our  series  had  all,  or  as  much  as  possible 
of  the  tumor  resected,  followed  by  irradiation.  One 
patient  has  completely  recovered  whose  tumor 
was  diagnosed  by  biopsy  and  then  treated  by 
radiation  only. 

Conventional  (250  KVP)  radiation  was  given 
to  each  patient  following  surgery.  Estimated  dos- 
age to  residual  tumor  or  to  tumor  bed  was  3,000 
to  3,500  r.  delivered  in  about  three  weeks.  Be- 


cause of  their  inherently  better  prognosis,  patients 
less  than  two  years  of  age  received  only  2,000  r. 
Single  AP  and  PA  ports  were  used  with  the  oppo- 
site kidney  protected  from  direct  radiation.  Radi- 
ation was  the  common  treatment  factor  in  all  of 
our  survivors.  Chemotherapy  varied  and  will  be 
discussed  later.  Table  4 documents  in  some  detail 
the  therapy  in  each  patient  who  has  survived. 

In  our  survivors,  the  average  age  at  the  time 
of  diagnosis  was  twelve  months.  In  those  who  ex- 
pired, the  average  age  at  diagnosis  was  thirty 
months.  As  shown  by  Fig.  6,  age  at  the  time  of 
diagnosis  is  a prime  factor  in  prognosis.  All  but 
two  of  the  patients  who  have  survived  for  a two 
year  period  were  under  two  years  of  age  when 
the  tumor  was  discovered.  We  regard  as  cured 
those  patients  who  have  survived  two  years  after 
initial  treatment  without  any  evidence  of  recur- 
rence. This  seems  reasonable  since  87.5  per  cent 
of  the  deaths  occurred  during  the  first  year  follow- 
ing diagnosis  and  100  per  cent  of  our  deaths  were 
within  two  years  of  diagnosis  (Fig.  7).  The  prog- 
nosis has  been  exceptionally  bad  for  those  patients 
beyond  two  years  of  age  when  the  tumor  was  first 
evident.  Fig.  2 indicates  the  site  of  the  primary 
tumor  in  relation  to  survival.  Those  children  with 
primary  tumors  in  the  right  chest  or  left  abdomen 
had  the  best  prognosis.  These  patients  were  pre- 
dominantly females  under  two  years  of  age. 

Data  from  our  autopsy  cases,  from  the  roentgen 
findings  and  from  our  clinical  observations  indi- 
cate that  metastatic  disease  from  primary  neuro- 
blastomas in  the  chest  is  less  extensive  than  from 


TABLE  4 

NEUROBLASTOMA  THERAPY  OF  SURVIVORS 

Patient  Age  at  Dx.  Age  on  2-15-64  Treatment 
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5 wks. 
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17  mos. 
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16  mos. 
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14  mos. 
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14  mos. 
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10  mos. 
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2 mos. 
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16  mos. 
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10  

to 

as 

11  

7 mos. 

12  

13  

14  

4%2  yrs. 

14i%2  yrs. 

Excision  & radiation 

13Wi2  yrs. 

Excision  & radiation 

12  yrs. 

Biopsy  & radiation 

1 1 yrs. 

Excision  & radiation 

5^12  yrs. 

Excision  & radiation  + Actinomycin  D 

5 yrs. 

Excision  & radiation 

3%2  yrs. 

Excision  & radiation 

51%2  yrs. 

Excision  & radiation 

61%2  yrs. 

Excision  & radiation 

3%2  yrs. 

Excision  & radiation 

6%2  yrs. 

Excision  & radiation 

5 yrs. 

Excision  & radiation  + Cytoxan 

10  yrs. 

Excision  & radiation 

5%2  yrs. 

Excision  & radiation  + Cytoxan 

Surgery  and  radiation  have  been  the  common  therapeutic  factors  in  our  surviving  patients.  Note  the  length  of 
survival  time. 
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after  treatment;  another  age  2%  years  at  diagnosis 
is  now  5 years  old.  One  infant  who  expired,  lived 
well  beyond  this  period  of  risk  but  died  of  causes 
unrelated  to  the  tumor;  no  case  who  has  lived  be- 
yond this  time  has  expired  later  from  recurrence. 
Even  though  our  over-all  survival  rate  is  30  per 
cent,  the  survival  rate  in  the  past  nine  years  is 
45.5  per  cent  as  compared  to  16  per  cent  in  the 
1945-1954  period. 


TABLE  5 

PROGNOSIS  IN  NEUROBLASTOMA  HAS 
IMPROVED 


1945-1954  2 Yr.  1955-1963  2-Yr. 

Age  at  Diagnosis  Survival  Age  at  Diagnosis  Survival 


Age  in  years  when  tumor  discovered 

Fig.  6.  Prognosis  and  age  at  diagnosis.  Age  at  the 
time  of  diagnosis  is  a prime  factor  in  prognosis. 
85.5  per  cent  of  those  patients  now  considered  cured 
were  under  2 years  of  age  at  diagnosis. 


1 yr.  of  age  8 1(12%)  1 yr.  of  age  7 5(71%) 

1 yr.-2  yrs.  12  3 (25%)  1 yr.-2  yrs.  . 6 3 (50%) 

2 yrs 5 0(0)  2 yrs.  9 1(11%) 


1 patient  > 2 yrs.  is  alive  and  well  1 year  after  treatment 
Survivors  include  1 1 females,  3 males 


the  primary  tumor  in  the  abdomen.  No  patient 
with  the  primary  disease  in  the  chest  had  meta- 
static disease  demonstrable  roentgenologically  at 
the  original  examination  (Table  3).  Metastases 
from  the  chest  lesion  perhaps  occur  later  than 
metastases  from  a primary  abdominal  neuroblas- 
toma. Perhaps  symptoms  appear  earlier  from  a 
primary  chest  lesion.  Any  explanation  at  present 
is  speculative. 

Table  5 indicates  the  change  in  survival  rate  of 
our  earlier  cases  as  compared  to  more  recent  ones. 
The  greatest  improvement  in  survival  has  been  in 
the  group  under  one  year  of  age,  in  which  the 
cures  have  increased  from  12  to  71  per  cent. 
In  children  between  one  and  two  years  of  age  the 
cure  rate  is  up  from  25  to  50  per  cent.  No  child 
who  was  more  than  two  years  old  when  initial 
treatment  was  begun  has  survived  beyond  “Col- 
lins’ period  of  risk.”^  Collins  postulated  this  period 
of  risk  as  the  time  after  treatment  it  would  take 
a single  cell  left  behind  to  grow  to  a tumor  of 
diagnosable  size.  He  assumed  that  in  children  the 
growth  rate  is  within  fairly  narrow  limits  and  that 
the  tumor  could  have  grown  only  since  concep- 
tion. Therefore  in  order  for  the  tumor  to  reach 
the  same  size  it  was  at  the  original  diagnosis,  the 
patient  would  have  to  be  twice  the  age  he  was  at 
initial  treatment  plus  nine  months.  All  of  our 
survivors  have  lived  beyond  this  period  of  risk 
except  two;  one  girl  who  is  now  5V2  years  of  age 
and  survived  without  known  disease  for  one  year 


A comparison  of  our  cases  in  two  different  periods  indi- 
cates a marked  improvement  in  prognosis  in  recent 
years.  Female  infants  have  a markedly  better  survival 

rate  than  the  males. 

We  must  emphasize  again  that  the  outcome 
for  the  pediatric  patient  with  a neuroblastoma  is 
by  no  means  hopeless.  Some  factors  relating  to 
prognosis  have  been  stated,  but  equally  significant 
is  the  fact  that  in  our  series  nine  of  ten  children 
whose  tumor  was  first  detected  early  by  routine 
physical  examination  has  survived. 

Chemotherapy  and  survival 

A wide  variety  of  drugs  has  been  used  in  treat- 
ment of  neuroblastomas.  These  include  nitrogen 
mustard,  prednisone,  vitamin  B12,  hydroxyurea, 
uracil  mustard,  methotrexate,  actinomycin  D,  cy- 
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Fig.  7.  Death  occurs  early  in  non-survivors.  87.5  per 
cent  of  the  non-survivors  lived  less  than  1 year  after 

diagnosis.  None  of  non-survivors  lived  beyond  2 years 

after  the  initial  therapy. 
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clophosphamide,  leurocristine  and  several  others. 
Each  of  these  has  been  given  to  many  of  our 
patients  who  expired.  Several  have  been  used  in 
a number  of  patients.  However,  in  two  of  our 
survivors  cyclophosphamide  (Cytoxan,  an  alkylat- 
ing agent  similar  in  structure  to  nitrogen  mustard), 
was  used  in  conjunction  with  surgery  and  radia- 
tion (Table  4).  These  patients  may  have  sur- 
vived without  this  cytotoxic  agent  since  none  of 
our  other  survivors  received  it  and  many  of  those 
who  died  did  so  in  spite  of  the  drug.  However,  it 
was  used  as  a final  attempt  at  palliation  in  those 
patients  who  died.  In  two  patients  who  have  since 
expired  we  have  radiographic  and  clinical  evi- 
dence of  temporary  complete  regression  of  meta- 
static lesions  in  bone  and  lungs  following  use  of 
this  drug  alone.  We  have  not  felt  we  have  effec- 
tively prolonged  life  with  any  chemotherapeutic 
agent  except  cyclophosphamide. 

Presently  we  are  using  cyclophosphamide  in 
all  patients  with  neuroblastoma.  In  the  child  under 
two  years  of  age  the  course  may  be  short  if  the 
tumor  is  entirely  removed  surgically  followed  by 
irradiation.  The  prognosis  is  so  much  better  in 
these  infants  than  in  the  older  child  following 
traditional  therapy  that  the  real  effect  of  chemo- 
therapy is  difficult  to  evaluate.  Those  children 
under  two  years  of  age  whose  tumors  cannot  be 
entirely  removed  surgically  or  in  whom  metastatic 
disease  is  present  on  initial  examination  are  treated 
with  surgery,  irradiation  and  chemotherapy.  The 
older  child  presently  is  treated  with  surgery,  radia- 
tion and  continuous  chemotherapy.  The  chemo- 
therapy is  being  continued  indefinitely,  perhaps 
for  years.  Depression  of  the  bone  marrow  and 
hematopoiesis  is  one  of  the  limiting  factors  in 
drug  therapy,  and  dosage  must  be  regulated  to 
prevent  serious  depression. 

The  field  of  chemotherapy  is  rapidly  changing. 
Obviously  no  curative  drug  has  yet  been  discov- 
ered. The  drugs  must  still  be  used  as  adjuvants  to 
radiation  and  surgery.  We  have  no  evidence  to 
indicate  that  the  extent  of  surgery  or  the  full  dos- 
age of  radiation  can  be  limited  in  the  hope  that 
a drug  can  replace  the  effectiveness  of  these  two 
forms  of  therapy. 

Urinary  metabolites  in  neuroblastomas 

There  is  now  available  a relatively  new  and 
effective  way  of  studying  neuroblastomas  and 
ganglioneuromas  by  biochemical  studies  of  the 
urinary  metabolites  of  tyrosine.  A highly  simpli- 
fied cycle  of  events  in  the  metabolism  of  tyrosine 
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Fig.  8.  Origin  of  urinary  metabolites  in  neuroblas- 
toma. Simplified  cycle  of  tyrosine  metabolism  lead- 
ing to  increased  production  of  measurable  urinary 
metabolites  found  in  neuroblastoma. 


is  shown  in  Fig.  8.  Vanillymandelic  acid  (VMA) 
is  present  in  normal  urine  in  amounts  that  can  be 
measured  fairly  easily.  Armstrong,  et  al.-^  found 
that  the  excretion  of  VMA  is  increased  in  cases  of 
pheochromocytoma.  Since  neuroblastomas  and 
ganglioneuromas  originate  also  from  precursor 
cells  of  sympathetic  nerve  tissue  or  the  adrenal 
medulla,  it  is  not  surprising  to  find  that  VMA  is 
elevated  in  these  tumors  also.  It  is  believed  that  in 
neuroblastomas  and  ganglioneuromas  excessive 
quantities  of  dopa,  dopamine  and  norepinephrine 
are  produced.  These  are  converted  to  terminal 
urinary  metabolites  including  VMA  and  homo- 
vanillic  acid  (HVA).  The  excessive  production  of 
these  metabolites  is  probably  initiated  by  an  in- 
crease in  the  quantity  of  tyrosine  hydroxylase 
which  catalyses  the  formation  of  dopa  from  tyro- 
sine. It  is  assumed  that  this  increase  in  enzyme 
production  follows  the  increased  number  of 
malignant  cells  from  tissue  similar  to  adrenal 
medulla  and  sympathetic  nervous  system  ganglia. 
There  is  evidence  that  other  metabolites^  of  dopa 
may  be  elevated  in  certain  cases  of  neuroblastoma 
so  that  one  cannot  assume  that  a proven  case  of 
neuroblastoma  does  not  have  an  associated  chem- 
ical abnormality  until  all  of  the  metabolites  of 
dopa  are  measured.  At  this  time  we  are 
measuring  only  urinary  VMA  and  metanephrines. 

There  is  as  yet  no  clear  means  of  differentiating 
a benign  ganglioneuroma  from  a neuroblastoma 
by  the  determination  of  a chemical  abnormality. 
Nor  is  there  yet  real  evidence  that  a metastatic 
bone  or  liver  lesion  can  be  diagnosed  by  biochem- 
ical means  before  it  is  radiologicaUy  evident  in  the 
absence  of  known  recurrence  of  the  tumor  at  the 
primary  site.  However,  recurrence  of  primary 
tumor  activity  in  the  absence  of  overt  signs  or 
symptoms  of  disease  has  been  documented  by 
these  biochemical  abnormalities.®  This  chemical 
analysis  of  urine  gives  the  clinician  another  mea- 
surement of  tumor  activity  to  test  the  effectiveness 
of  therapy  and  to  reoperate  or  reinstitute  radiation 
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or  chemotherapy  when  levels  of  these  urinary 
metabolites  indicate  renewed  growth. 

The  study  of  the  metabolites  of  dopa  found  in 
neuroblastoma  offers  a new  direction  to  investi- 
gation of  basic  processes  in  neurogenic  tumor 
growth  in  infants  and  children.  Certain  hopeful 
therapeutic  implications  are  seen  in  interfering 
with  the  biosynthesis  of  metabolic  products  of 
dopa  by  inhibiting  the  enzymes  which  catalyze 
the  degradation  of  dopa. 

Summary 

Forty-seven  cases  of  neuroblastoma  are  pre- 
sented. The  diagnosis  and  treatment  of  this  tumor 
in  this  group  at  Denver  Children’s  Hospital  are 
discussed.  Factors  in  prognosis  are  varied.  Nine 
of  fourteen  survivors  first  received  attention  be- 
cause of  a mass  palpated  on  routine  medical  ex- 
amination. Eleven  females  survived;  only  three 
males  are  survivors.  Infants  under  two  years  of 
age  at  the  time  of  discovery  of  the  tumor  have 
been  the  only  survivors  in  all  but  one  instance. 


Patients  with  primary  tumors  in  the  right  chest 
or  the  left  abdomen  have  had  a better  prognosis 
than  those  with  primary  tumor  at  other  sites. 
Surgery  and  radiation  have  been  the  common 
therapeutic  measures.  Aspects  of  chemotherapy 
are  discussed. 


Addendum 

Since  completion  of  this  study  the  two  female 
patients  who  were  beyond  two  years  of  age  at 
diagnosis  and  who  were  alive  1 year  and  2% 
years  beyond  diagnosis  both  now  have  metastatic 
spread  of  the  tumor.  • 
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American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  Part  I (written)  examination  of  this  Board  will  be  held  at  various  examin- 
ing centers  in  the  United  States,  Canada,  and  military  bases  outside  of  the  continental  United 
States  on  Friday,  December  11,  1964,  at  2:00  p.m.  Candidates  eligible  to  take  this  examination 
will  be  notified  on  or  about  November  1 where  to  appear  for  examination. 

The  1964  Bulletin  containing  detailed  information  on  the  requirements  and  procedure  of  ap- 
plication in  accordance  with  the  new  schedule  of  examinations  beginning  in  1965,  is  now  avail- 
able upon  request.  Bulletins  may  be  obtained  by  writing  to  the  office  of  the  Secretary,  Clyde  L. 
Randall,  MD,  American  Board  of  Obstetrics  and  Gynecology,  100  Meadow  Road,  Buffalo,  New 
York  14216. 

SPECIAL  NOTICE 

Beginning  in  1965,  NEW  APPLICANTS  will  be  required  to  submit  an  application  for  the 
Part  I (written)  examination  (together  with  training  verifications)  between  January  1 and  Feb- 
ruary 28.  Previous  applicants  (Reopened  and  Re-examinees),  whose  training  credits  have  been 
approved  by  the  Credentials  Committee  of  this  Board,  may  be  scheduled  for  the  Part  I exam- 
ination upon  written  request  received  no  later  than  February  28  in  the  year  of  examination. 

Applications  for  the  Part  I examination  are  now  available  and  may  be  obtained  by  writing  to 
the  office  of  the  Secretary. 

Diplomates  of  this  Board  are  requested  to  inform  the  Secretary’s  office  of  any  change  in  ad- 
dress. 
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Lactic  acid  acidemia  and  phenformin 

Chris  L.  Mengis,  MD,  Santa  Fe,  New  Mexico 


Two  fascinating  fatal  cases  of  acidosis 
from  increased  blood  lactic  acid  in 
diabetics  managed  by  an  oral  agent 
are  reported  and  discussed. 

Of  interest  to  the  practicing  physician  in  recent 
years  is  the  incidence  of  acidosis  due  to  lactic 
acid  in  chronically  ill  patients,  particularly  those 
with  diabetes,  and  its  precipitation  in  those  re- 
ceiving phenformin  (DBI®)*  therapy.  Following 
is  a report  of  two  unfortunate  individuals  with 
diabetes  who  developed  lactic  acid  acidemia  while 
receiving  phenformin. 

Case  Reports 

Case  1 : A 68  year  old  white  male  office  worker 
was  admitted  for  prostatectomy  following  a long  his- 
tory of  urinary  obstructive  symptoms.  Current  com- 
plaints were  of  nocturia,  frequency,  hesitancy,  an 
average  stream  size  with  reduced  force,  dribbling 
and  a sensation  of  residual  urine. 

Past  history  was  of  broken  leg,  hemorrhoidectomy 
and  bilateral  herniorrhaphy.  There  had  been  pre- 
vious diagnosis  of  probable  aortic  stenosis.  He  was 
a diabetic  who  had  been  on  175  mg.  of  phenformin 
per  day  for  about  2 months. 

The  admission  blood  pressure  was  160/110,  the 
pulse  96  and  regular.  The  only  abnormalities  noted 
on  examination  were  a loud  whistling  systolic  mur- 
mur heard  best  at  the  apex  of  the  heart,  a long  ven- 
tral well-healed  meatotomy,  and  a grade  I smooth 
symmetrical  nonnodular  prostate.  The  white  count 
was  6300  with  a normal  differential.  Hemoglobin 
was  13.3  and  hematocrit  36.  Urine  specific  gravity 
was  1.019  with  negative  sugar  and  albumin  and 
normal  sediment;  pH  was  not  done.  Serology,  ECG 
and  chest  x-ray  were  normal. 

The  following  day  a transurethral  prostatectomy 
was  performed  without  difficulty;  blood  loss  was 
about  300  cc.,  without  replacement.  He  was  main- 
tained on  sliding  scale  insulin  for  one  day  and  the 
following  day  was  again  placed  on  phenformin  50  mg. 
before  breakfast,  lunch  and  dinner,  and  25  mg.  in 
the  evening.  Morning  blood  sugars  on  the  2nd,  3rd 
and  4th  postoperative  days  were  185,  150  and  58 
respectively.  On  the  evening  of  the  4th  day  he  com- 

•  DBI®  U.  S.  Vitamin  and  Pharmaceutical  Corp.,  New  York, 
N.  Y. 


plained  of  sour  stomach  and  anorexia  and  phenfor- 
min was  withheld.  (He  had  had  a total  of  325  mg. 
phenformin  in  2 days.)  His  pulse  was  slow  and  full, 
the  color  good  and  output  high.  At  7 a.m.  the  fol- 
lowing day  he  was  in  shock.  There  had  been  200  cc. 
output  of  urine  overnight;  urine  glucose  was  nega- 
tive. The  blood  sugar  was  5 mg.  per  cent  and 
CO2  was  3 mEq/L.  He  had  dilated  fixed  pupils. 
Pulse  was  60  and  blood  pressure  was  50/45.  After 
50  cc.  of  50  per  cent  glucose  his  pupils  reacted  and 
he  began  to  respond.  Blood  pressure  rose  to  normal 
but  dropped  at  9:30  a.m.  and  he  again  became 
shocky,  and  dyspneic,  with  deep  respirations.  The 
blood  sugar  was  600,  the  COo  still  under  3 mEq/L, 
but  serum  acetone  was  only  moderately  positive 
without  dilution.  Two  serum  potassium  determina- 
tions were  normal.  He  died  just  before  sodium  bi- 
carbonate could  be  injected. 

Autopsy  showed  atherosclerosis  in  the  first  part  of 
anterior  descending  coronary  artery,  but  no  occlu- 
sions; Left  ventricle  was  hypertrophied;  the  endo- 
cardium and  myocardium  were  normal.  Spleen  was 
slightly  tense  and  blue-gray.  Lungs  showed  decreased 
aeration  and  increased  amounts  of  watery,  red-tinged 
fluid.  Trachea  and  bronchi  contained  gastric  content. 
Stomach  contained  a large  amount  of  black-tinged 
watery  fluid.  Liver  and  kidneys  were  normal.  The 
prostate  (surgical  specimen)  showed  no  evidence  of 
neoplasm. 

Case  2:  A 66  year  old  white  male  office  worker 
presented  with  complaint  of  abdominal  pain  and 
vomiting  of  3 days’  duration,  shortness  of  breath 
and  weakness  of  2 days’  duration  and  tarry  stools  for 
about  a month;  there  was  also  thirst  and  frequent 
urination  the  night  before  admission.  Nine  years 
previously  a duodenal  ulcer,  responsive  to  treatment, 
had  been  found.  Four  years  before  he  had  developd 
mild  diabetes  easily  controlled  on  Orinase®*  and 
loose  dietary  restriction.  The  same  year  he  had  had 
a hernia  repair.  Five  months  before  admission  there 
had  been  an  episode  of  peripheral  edema  and  pul- 
monary rales;  this  subsided  on  digitalis  and  oral  di- 
uretics. Two  months  before  admission,  his  diabetes 
became  uncontrolled  despite  maximum  doses  of 
Orinase;  on  DBI-TD  50  mg.  b.i.d.,  his  diabetes  again 
came  under  control.  Ten  days  before  admission  his 
ankles  swelled  again,  and  with  2 tabs.  Hydromox 
daily  the  swelling  disappeared  and  he  felt  well.  His 
urine  remained  sugar  free.  At  one  time  the  patient 
had  mild  asthma  and  hay  fever;  there  was  a question- 
able history  of  angina  with  non-radiating  left  chest 
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pain;  for  10  years  he  had  nocturia.  There  was  no 
family  history  of  diabetes. 

On  office  physical  examination,  he  was  acutely  ill; 
respirations  were  30,  urine  was  sugar-free  but  2 plus 
acetone,  and  there  was  an  obviously  tender  upper  ab- 
domen. He  was  admitted  to  the  hospital  several  hours 
later  and  appeared  slightly  cyanotic,  and  moderately 
dehydrated.  The  AP  diameter  of  the  chest  was  in- 
creased; a few  fine  moist  rales  were  heard  at  the  lung 
bases.  A sinus  tachycardia  was  present  with  occa- 
sional premature  contractions.  Blood  pressure  was 
170/110  dropping  shortly  afterward  to  120/74. 
There  was  mottled  cyanosis  of  both  lower  legs.  The 
left  femoral  artery  could  not  be  palpated. 

The  White  count  was  10,700  with  72  per  cent 
neutrophiles;  hemoglobin  18,  hematocrit  54;  CO2 
was  3.6  mEq/L  and  blood  sugar  100  mg.  per  cent. 
Blood  pH  was  6.8;  serum  acetone  negative  and  BUN 
42  mg.  per  cent.  The  serum  lactic  acid  was  280  mg. 
per  cent,  normal  being  5 to  20;  pyruvic  acid  was 
15.4  mg.  per  cent,  normal  being  0.6  to  1.2.  Urine 
specific  gravity  was  1.010  with  1 plus  albumin,  neg- 
ative sugar,  4-6  white  cells,  1-3  red  cells  and  a few 
epithelial  cells.  A film  of  the  abdomen  showed  a 
greatly  distended  stomach. 

Oxygen  and  oral  antacids  were  started  and  after 
a total  of  2000  cc.  of  glucose  in  normal  saline  with 
9 gms.  of  sod.  bicarbonate  repeat  CO2  was  still  3.1 
mEq/L.  His  blood  pressure  fell  to  shock  levels  and 
Levophed  was  started,  indwelling  urethral  catheter 
and  Levine  tube  were  placed.  Digitalization  with 
digitoxin  was  pushed. 

On  the  second  hospital  day  urine  specific  gravity 
was  1.012,  and  was  loaded  with  red  cells,  sugar-free, 
acetone-negative,  and  with  trace  of  albumin.  BUN 
was  51.8  mg.  per  cent,  sugar  333  mg.  per  cent,  CO2 
still  3.6  mEq/L,  potassium  6.7  mEq/L,  sodium  147 
mEq/L,  chlorides  97.9  mEq/L.  His  temperature 
began  to  climb  reaching  104  degrees  on  the  day  of 
death.  As  it  became  apparent  that  large  doses  of 
bicarbonate  were  inadequate  to  reduce  his  acidosis, 
he  was  given  20  cc.  of  1 per  cent  Methylene  Blue 
intravenously.  In  the  afternoon  there  was  complete 
loss  of  vision  and  reaction  of  pupil  to  light  or 
accommodation.  The  COo  rose  to  17  mEq/L  and  the 
blood  pH  returned  to  normal. 

The  following  day  he  regained  his  vision  and  pupil 
reflexes.  Retinal  fields  were  pale,  the  discs  clearly 
outlined,  and  there  were  no  hemorrhages  or  exudates. 
Blood  sugar  remained  at  reasonable  levels  as  did  the 
sodium  and  potassium  but  he  became  progressively 
oliguric  and  on  the  following  day  BUN  was  78  mg. 
per  cent.  He  became  somewhat  edematous  but  by 
withholding  fluids  this  subsided.  White  count  rose 
to  18,700  with  94  per  cent  neutrophiles  including 
79  stabs.  The  blood  pressure  remained  normal  on 
Levophed. 

The  4th  (terminal)  day  there  was  considerable 
jerking  of  the  legs,  respirations  remained  rapid,  and 
death  ensued.  The  autopsy  showed  fatty  metamorpho- 
sis of  the  liver,  emphysema  of  the  lungs,  hypertrophy 
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of  the  heart,  some  congestion  and  edema  of  the  lungs, 
hemorrhagic  gastritis  at  the  cardiac  end  of  the 
stomach,  ulcerations  of  the  pyloric  end  of  the 
stomach,  mild  arterionephrosclerosis  of  the  kidneys 
and  multiple  colonic  diverticula.  The  brain  was  not 
examined. 

Discussion 

Walker,  Linton,  and  Thomson®  demonstrated  a 
slight  rise  in  blood  lactate  levels  in  normal  sub- 
jects after  strenuous  exercise,  along  with  a slight 
fall  in  alkali  reserve.  Similar  findings  were  demon- 
strated in  otherwise  healthy  diabetics  on  insulin 
therapy.  In  healthy  diabetics  on  phenformin,  how- 
ever, a precipitous  rise  in  blood  lactate  occurred 
with  exercise.  Accompanying  this  in  unstable  dia- 
betics was  a steep  fall  in  alkali  reserve.  They  re- 
ported eleven  cases  of  acidosis  occurring  in  109 
patients  receiving  phenformin  therapy  for  diabetes, 
three  of  them  severe,  with  one  death.  One  severe 
case  deteriorated  when  given  intravenous  lactate, 
then  recovered  on  bicarbonate.  It  was  presumed 
that  there  was  both  increased  lactate  formation 
from  anaerobic  glycolysis  and  possibly  impaired 
utilization  of  lactate  due  to  interference  with  the 
tricarboxylic  acid  cycle. 

Huckabee'’’  reported  37  hospitalized  patients 
with  increased  blood  lactate  (normal  0.6  mM/L) 
from  2 to  26  mM/L,  only  four  of  whom  were 
diabetics.  Sixteen  had  acute  infectious  diseases, 
seven  chronic  pulmonary  disease,  eight  had 
CVA’s,  seven  heart  disease,  eight  renal  disease, 
with  or  without  uremia,  five  severe  anemia,  twelve 
malignant  disease,  and  seventeen  miscellaneous  in- 
sults such  as  methyl  and  ethyl  alcohol  intoxication, 
anesthesia,  and  postoperative  onset.  Most  of  these 
patients  had  hypoxia  of  some  degree,  but  in  nine 
cases  (Huckabee’s  group  II A)  there  was  no  de- 
tectable disturbance  of  oxygen  transport.  All  of 
these  nine  had  a severe  acidosis  with  considerably 
higher  increase  in  lactate  than  in  pyruvate  (excess 
lactate),  and  all  died.  Four  were  in  respirators 
with  poliomyelitis  and  two  had  increased  blood 
urea  nitrogen.  None  had  diabetes.  If  the  pOo  was 
at  any  time  low  in  these  patients,  they  were  given 
O2  by  mask  with  recovery  of  normal  oxygen  ten- 
sion. Some  were  given  massive  bicarbonate  ther- 
apy, which  seemed  largely  ineffective.  He  ob- 
served that  the  production  and  removal  of  lactate 
is  the  active  function  of  every  tissue  in  the  body 
except  the  red  cell  and  that,  therefore,  absence 
of  the  kidneys  should  have  no  influence  on  blood 
levels.  Since  lactic  acid  dehydrogenase  is  the  only 
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known  enzyme  at  the  cellular  level  for  both  pro- 
duction and  removal  of  lactate,  it  might  be  pre- 
sumed that  excess  lactate  results  from  a derange- 
ment of  this  enzyme.  He  noted,  however,  that 
lactate  levels  varied  tremendously  in  only  a few 
seconds,  presumably  faster  than  could  be  account- 
ed for  by  enzymatic  action. 

Tranquada  et  al.®  reported  sixteen  cases  with 
lactic  acid  acidemia,  seven  with  diabetes,  three  of 
whom  were  on  phenformin  and  died.  All  three 
had  azotemia  and  pyelonephritis,  and  all  three 
were  in  shock,  although  one  had  no  obvious  cause. 
He  noted  that  raising  the  blood  pressure  did  not 
lower  the  blood  lactate.  Moreover,  lactate  levels 
were  moderately  elevated  (2.8  mM/L  to  13 
mM/L)  in  eighteen  other  patients  in  shock,  but 
none  of  these  became  acidotic.  Serum  levels  of 
phenformin  were  found  to  be  four  times  higher 
than  those  of  other  patients  on  the  drug  and,  be- 
cause of  evidence  that  it  is  excreted  by  the  kidneys, 
they  recommended  that  it  be  withheld  from  pa- 
tients with  impairment  of  renal  function.  Hucka- 
bee  and  NeilP  have  recently  reported  experiments 
in  which  increase  of  excess  lactate  from  electrical 
stimulation  of  muscles  and  from  cyanide  intoxica- 
tion was  prevented  by  injection  of  New  Methylene 
Blue.  This  protective  effect  of  New  Methylene 
Blue  was  overcome  by  increasingly  severe  hypoxia. 
They  therefore  recommended  regulation  of  dosage 
required  in  individual  instances  from  the  observed 
response  of  the  lactate-pyruvate  ratio. 

Including  our  own,  sixty-four  cases  of  lactic 
acid  acidemia  have  been  reported.  Thirty-two  of 
these  were  associated  with  hypoxia  or  shock  from 
some  other  cause.  Twenty-two  were  diabetics  and 
at  least  thirteen  of  these  were  on  phenformin.  Ten 
died. 

To  our  knowledge,  our  second  case  is  the  only 
one  in  whom  Methylene  Blue  has  been  used  in 
an  attempt  to  clear  the  excess  lactate  from  the 
blood.  It  would  appear  from  the  blood  chemistries 
that  his  acidosis  was  corrected,  and  that  he  died 
from  renal,  failure.  Whether  or  not  peritoneal 
lavage  would  have  helped  him  after  his  prolonged 
hypotension  is  open  to  question.  One  thing  does 
appear  certain,  that  the  profound  acidosis  definite- 
ly antedated  the  onset  of  shock  in  both  of  our 
cases. 

Conclusion 

One  could  hardly  do  better  than  to  review  the 
conclusions  reached  by  the  Committee  on  Lactic 


acid  acidosis  reported  by  Danowski  et  al.^  Blood 
lactate  is  raised  in  healthy  subjects  by  exercise, 
hyperventilation,  and  infusions  of  pyruvate,  bicar- 
bonate, and  saline,  but  the  lactate-pyruvate  ratio 
remains  fixed  at  about  10:1.  Excess  blood  lactate 
levels  (i.e.,  excess  increase  in  lactate  levels  with 
respect  to  those  of  pyruvate)  may  follow  tissue 
hypoxia  such  as  produced  by  prolonged  slow 
bleeding,  shock,  cardiac  tamponade,  ingestion  of 
cyanide,  injection  of  epinephrine  or  norepineph- 
rine, low  arterial  oxygen  saturation  or  primary 
CO2  retention.  If  the  underlying  cause  is  corrected, 
excess  lactate  clears  from  the  blood.  Other  in- 
stances, however,  occur  where  there  is  no  obvious 
cause  for  tissue  hypoxia  (although  this  is  still 
presumed  present),  and  the  prognosis  is  grave. 

Phenformin  alone  has  increased  lactic  acid 
levels  by  only  2 mM/L  in  healthy  subjects  in 
therapeutic  doses.  Any  diabetic  severely  ill  should 
stop  oral  hypoglycemic  medication  and  substitute 
insulin.  In  a diabetic,  the  presence  of  acidosis  with 
minimal  or  absent  ketone  bodies  in  urine  and 
plasma  excludes  diabetic  ketoacidosis  and  justifies 
the  presumptive  diagnosis  of  lactic  acid  or  other 
metabolic  acidosis,  such  as  salicylic  and  formic 
acids  in  methyl  alcohol  poisoning,  alpha  ketoglu- 
taric  acid  in  hepatic  failure,  organic  acids  in  ure- 
mia, and  the  acidoses  resulting  from  hyperchlore- 
mia, hyperphosphatemia,  and  hyponatremia.  When 
the  diagnosis  is  made,  one  should  correct  circula- 
tory collapse  and  tissue  hypoxia  if  possible,  stop 
all  other  treatment,  and  combat  the  acidosis  with 
bicarbonate  infusion.  The  place  of  peritoneal 
lavage,  the  artificial  kidney,  and  Methylene  Blue 
treatment  is  still  to  be  evaluated.  • 
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Penicillin — Variations,  Natunyf 

f 


GENERIC  NAME 

Trade  Name 

Available 

Preparation 

Dosage 

Primary  Use  in  Sens) 
Organisms 

Penicillin  G 

Abbocillin 

oral 

300,000  to 

Gram  positive  cocci 

Crystalline 

Cilloral 

i.m. 

2,400,000 

Streptococcus  (all  shi 

Procaine 

Dramicillin 

Duracillin 

Flavocillin 

Palocillin 

Pentids 

Pentresamide 

Remanden 

Sugracillin 

Wycillin 

i.v. 

units  daily 

Staphlococcus  (after 
teriological  sensitivit: 
Pneumococci 
Gonococcus 

Spirochetes  (i.m.  only) 
Borrelia 

Spiral  organisms  of  the 
Clostridia 
Corynebacterium 
Anthrax 

Benzanthine  Bicillin  i.m.  300,000  to  Streptococcal  infections  b 

Penicillin  G oral  1,200,000  I ^ 

units  daily  i d 


Penicillin  O 

Cer-o-cillin 

i.m. 

300.000  to 

1.200.000 
units  daily 

Same  as  Penicillin-G 

Phenoxymethyl 
penicillin  or 
Penicillin-V 
(as  Na  or  K salt) 

Compocillin 

Pen-V 

V-Cillin 

oral 

500-1000 
mgm.  daily 

Same  as  Penicillin-G 

Not  for  syphilis 

Phenethicillin 

Alpen 

Broxil 

oral 

500-1000 
mgm.  daily 

Same  as  Penicillin-G 

Not  for  syphilis  | 

Chemipen 

Darcil 

Dramicillin-S 

Maxipen 

Syncillin 


Dimethyoxyphenyl  Celbenin 

penicillin  Dimocillin 

Methicillin  Staphcillin 


Oxacillin  Prostaphlin 

Resistopen 


Nafcillin 


Unipen 


Ampicillin  PenBritin 

Polycillin 


i.m.  adult — 4 gm. 

i.v.  daily:  chil- 

dren— 50  mgrn. 
per Ib/day 


oral 

i.v. 

adult  1 to 

4 gm.  daily: 
children  un- 
der 85  lb. 

25-50  mgm. 
per Ib/day 

oral 

adult — 1000- 

i.v. 

2000  mgm. 

i.m. 

daily:  chil- 

dren  25  to 

50  mgm.  per 

Ib/day 

oral  adult — 1000 

2000  mgm. 
daily:  chil- 
dren— up  to 
50  mgm/lb/day 


Staphylococcus  resistan 
to  Penicillin  G-V  (pen- 
icillinase producing) 


" 

Staphylococcus  resistan  i 
to  Penicillin  G-V 


Staphylococcus  resistani 
to  Penicillin  G-V 


Gram  negative  organisr 
H.  Influenza 
Salmonella 
Shigella 


i 


Synthetic,  of  the  Basic  Drug 


1 

Jbecondary  Use 

Acid 

Hydrolysis 

Penicillin-G 

Cross 

Resistance 

Resistance  to 
Penicillinase 

Allergy 

Reaction 

Cross  Al- 
lergy to 
Penicil- 

lin-G 

Hactic  in  surgery 
^'heumatic  fever 

. 

Yes 

No 

Yes 

Ilaxis  streptococcus 
led  treatment  at 
lod  levels 

Yes 

Yes 

No 

Yes 

Yes 

— 

Yes 

No 

Yes 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

'lactic  in  surgery 
rheumatic  fever 

Yes 

No 

No 

Yes 

Yes 

No 

No 

Yes 

Yes 

Probable 

No 

No 

Yes 

Yes 

Probable 

lococcus 

Yes 

No 

Yes 

Yes 

Yes 

3COCCUS 

lococcus  No  Yes  No  Yes  Unknown 

/lococcus 

lOCOCCUS 


/ 

/erratum 

Dr.  J.  Thomas  Johnston  of  Pinedale, 
Wyoming,  who  compiled  the  material  on 
Penicillin  in  our  November  issue,  states  that 
under  the  column  “Acid  Hydrolysis”  for 
Methicillin  there  should  be  “yes”  instead  of 
“no”  (page  43). 


A study  of  snakebites  in  Colorado* 

Henry  M.  Parrish,  MD,  Dr  PH,  Columbia,  Missouri 


Prior  to  this  study  there  were  no  reliable 
data  available  about  the  incidence  of 
poisonous  snakebites  in  Colorado  or  the 
other  member  states  of  the  Rocky 
Mountain  Region.  It  may  surprise  some 
physicians  that  so  many  people  are  bitten 
by  snakes  each  year,  but  it  should  comfort 
them  that  the  case-fatality  rate  is  so  low 
with  present-day  treatment. 

Little  has  been  published  about  the  poisonous 
snakebite  problem  in  the  Rocky  Mountain  Region 
of  the  United  States  or  in  its  member  states.  This 
area  has  the  fourth  highest  annual  incidence  of 
poisonous  snakebites  of  the  nine  regions  in  the 
United  States.  Regions  having  the  highest  annual 
snakebite  incidences  per  100,000  population  are: 
West  South  Central  (13.30),  South  Atlantic 
(9.25),  East  South  Central  (5.53),  and  Moun- 
tain (4.52).  Poisonous  snakebites  occur  more 
frequently  in  Colorado  than  many  people  realize. 
In  view  of  these  findings  it  is  surprising  that  there 
were  no  snakebite  deaths  in  Colorado  during  the 
ten  year  period,  1950  through  1959.^ 

A statewide  survey  of  poisonous  snakebites  in 
Colorado  was  conducted  for  the  following  pur- 
poses: (1)  to  define  the  geographical  and  sea- 
sonal patterns  of  poisonous  snakebites  in  Colo- 
rado; (2)  to  relate  other  epidemiologic  and  clin- 
ical findings  associated  with  snakebite  accidents; 
and  (3)  to  review  briefly  current  concepts  of 
snakebite  treatment. 

Poisonous  snakes 

According  to  Klauber,^  the  following  three  spe- 
cies or  sub-species  of  rattlesnakes  are  indigenous 
to  Colorado:  the  prairie  rattlesnake  (Crotalus 
viridis  viridis);  the  midget  faded  rattlesnake  (Cro- 
talus viridis  decolor) ; and  the  western  massasauga 

♦ From  the  Department  of  Community  Health  and  Medical 
Practice,  School  of  Medicine,  University  of  Missouri,  Colum- 
bia, Missouri. 

This  investigation  was  supported  in  part  by  Public  Health 
Service  Research  Grant  GM  11268-02  from  the  Division  of 
General  Medical  Sciences,  Public  Health  Service. 


(Sistrurus  catenatus  tergeminus).  Copperheads, 
cottonmouth  moccasins  and  coral  snakes  are  not 
native  to  Colorado. 

The  prairie  rattlesnake  is  the  largest  and  mostly 
deadly  snake  in  Colorado.  It  is  found  throughout 
Colorado  (except  in  the  higher  mountains,  and 
in  the  basins  of  the  Colorado  and  Green  rivers 
west  of  the  Continental  Divide ).2  The  western 
massasauga  is  confined  to  extreme  southeastern 
Colorado.  The  midget  faded  rattlesnake’s  range 
is  in  the  extreme  west-central  part  of  the  State 
surrounding  the  basins  of  the  Colorado  and  Green 
rivers.^  The  latter  two  species  are  relatively  small 
rattlesnakes. 

Rattlesnakes  are  pit  vipers,  so  named  because 
of  a characteristic  pit  which  is  located  between 
the  eye  and  nostril  on  each  side  of  the  body.  Pit 
vipers  also  are  identified  by  elliptical  pupils  and 
by  two  well-developed  fangs  which  protrude  from 
the  maxillae  when  the  snake’s  mouth  is  opened. 
Rattlesnakes  have  rattles  which  are  attached  to 
their  tails.  Harmless  snakes  do  not  have  facial 
pits,  they  have  round  rather  than  elliptical  pupils, 
and  while  they  have  teeth,  they  lack  fangs. 

Oftentimes  people  will  chop  off  the  head  of 


Fig.  1.  Prairie  rattlesnake,  the  snake  which  bites 
most  people  in  Colorado.  (Photograph,  courtesy  of 
L.  M.  Klauber,  Ref.  No.  2.) 
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a snake  which  has  bitten  someone  and  bring  the 
snake’s  body  in  for  identification.  Pit  vipers  can 
be  identified  by  turning  the  snake’s  belly  upwards 
and  noting  a single  row  of  subcaudal  plates  just 
below  the  anal  plate.  Harmless  snakes  have  a 
double  row  of  subcaudal  plates.  Fig.  2 depicts  the 
characteristic  features  of  pit  vipers  and  harmless 
snakes. 

Methods  of  study 

A questionnaire  and  letter  explaining  the  pur- 
pose of  this  study  were  mailed  to  a “selected” 
group  of  Colorado  hospitals  listed  in  Hospitals 
(Journal  of  the  American  Hospital  Association) 
Guide  Issue.  The  hospitals  selected  for  this  study 
were  general  hospitals,  children’s  hospitals  and 
college  infirmaries.  Army,  Navy,  Coast  Guard, 
Public  Health  Service,  Air  Force  and  Veterans 
Administration  hospitals  also  were  sent  question- 
naires. Maternity,  tuberculosis  and  mental  hos- 
pitals were  omitted  as  they  would  not  be  expected 
to  treat  snakebite  victims.  A total  of  78  Colorado 


hospitals  comprise  the  study  group.  Each  hospital 
was  requested  to  report  all  in-patients  admitted 
to  the  hospital  for  snakebite  treatment  during 
1958  and  1959. 

Most  hospitals  do  not  code  and  tabulate  the 
diagnoses  of  emergency  room  and  out-patient 
clinic  visits.  Since  some  snakebite  victims  are  not 
admitted  to  the  hospital  as  in-patients,  it  seemed 
essential  to  ask  a sample  of  practicing  physicians 
how  many  snakebite  victims  they  treated  on  both 
an  out-patient  (office,  home,  emergency  room, 
etc.)  and  on  an  in-patient  basis.  Previous  sur- 
veys,®’ ^ have  shown  that  most  people  with  ven- 
omous snakebites  are  treated  by  general  practi- 
tioners, surgeons,  internists,  pediatricians,  and 
orthopedic  surgeons.  Therefore,  a random  sample 
of  one-third  of  all  the  Colorado  physicians  in 
these  categories  of  practice  who  were  listed  in 
the  AMA  American  Medical  Directory  were  sent 
questionnaires.  Death  certificates  for  fatal  snake- 
bite cases  were  obtained  from  the  Colorado  State 
Department  of  Public  Health. 


CHARACTERISTICS  OF  SNAKES 


Poisonous 
(pit  vipers) 


Harmless 


Rattlesnakes 


Rattles 


A I I A Single  row  sub- 
Anal  plate 


No  rattles 


Copperheads  ir  cottonmouths 


Anal  plate  Double  row  subcaudal 


Fig.  2.  Characteristic  features  of  poisonous  (pit  vipers)  and  harmless  snakes. 
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Results 

This  report  is  based  on  questionnaires  returned 
by  78  (100%)  of  78  Colorado  hospitals.  It  is 
supplemented  by  questionnaires  returned  by  306 
(75%)  of  410  practicing  physicians  in  the  State. 
The  Colorado  State  Department  of  Public  Health 
reported  that  there  were  no  snakebite  deaths 
during  1958  and  1959. 

INCIDENCE:  Colorado  hospitals  reported  a 
total  of  25  in-patients  treated  for  poisonous  snake- 
bites during  1958  and  1959.  There  were  10  cases 
in  1958  and  15  cases  in  1959 — an  average  of 
12.5  cases  per  year.  Of  the  25  snakebites  reported 
during  1958  and  1959,  detailed  case  reports  were 
received  for  23  patients  and  only  numbers  of 
bites  were  reported  for  two  cases.  All  of  the 
analyses  in  this  paper,  excluding  the  estimate  of 
incidence,  were  based  on  the  23  detailed  case 
reports  received  from  hospitals. 

Physicians’  reports,  when  adjusted  to  account 
for  all  Colorado  physicians  in  the  practice  cate- 
gories mentioned,  indicated  that  approximately 
30  in-patients  and  11  out-patients  were  treated 
for  snakebite  accidents  each  year.  The  difference 
between  the  estimate  of  30  in-patients  treated  for 
snakebites  by  physicians  and  the  average  of  12.5 
in-patients  reported  by  hospitals  can  be  explained, 
in  part,  by  the  following  facts : ( 1 ) three  counties 
from  which  physicians  reported  snakebites  did 
not  have  hospitals  listed  in  the  Hospitals  Guide 
Issue;  (2)  there  was  evidence  of  under  reporting 
snakebite  in-patients  from  four  hospitals  which 
participated  in  the  study;  and  (3)  physicians  in- 
dicated that  some  snakebite  in-patients  were 
treated  in  small  clinics  and  infirmaries  not  listed 
in  Hospitals  Guide  Issue.  Taking  all  of  these  vari- 
ous reports  into  consideration,  I estimate  that 
approximately  41  (30  in-patients  and  11  out- 
patients) people  are  treated  annually  for  poison- 
ous snakebites  in  Colorado.  This  provides  an  inci- 
dence of  2.34  bites  per  100,000  population  per 
year. 

GEOPATHOLOGY:  The  geographic  distribu- 
tion of  snakebites  reported  in  Colorado  during 
1958  and  1959  may  be  seen  in  Fig.  3.  The  lightly 
shaded  counties  are  those  from  which  hospitals 
reported  in-patients  treated  for  snakebites.  An 
appropriate  symbol  is  used  to  mark  each  hospital- 
ized patient  who  was  bitten  by  a specific  kind  of 
snake.  The  darker  shaded  counties  are  those 
counties  from  which  physicians  reported  snake- 
bite cases,  but  from  which  no  cases  were  reported 
by  hospitals. 


Of  23  people  hospitalized  for  snakebite  treat- 
ment for  whom  detailed  records  were  available, 
19  (83% ) were  bitten  by  rattlesnakes,  one  (4% ) 
by  a cottonmouth  moccasin,  and  three  (13%  ) by 
unidentified  poisonous  snakes.  By  comparing  the 
geographic  pattern  of  rattlesnake  bites  with  the 
known  ranges  of  rattlesnake  species  in  Colorado 
it  is  apparent  that  prairie  rattlesnakes  (Crotalus 
viridis  viridis)  indicted  all  of  the  bites.  Also,  it 
seems  highly  probable  that  they  were  the  uniden- 
tified poisonous  snakes  which  bit  people.  The  bite 
by  a non-native,  cottonmouth  moccasin  occurred 
in  Denver  while  a radio  announcer  was  showing 
the  snake  in  a store  window.  Fig.  3 shows  that 
while  snakebite  accidents  were  reported  from  all 
sections  of  the  State  except  the  west  central 
region,  they  were  most  frequently  reported  from 
the  central  and  eastern  two-thirds  of  Colorado. 

TEMPORAL  RELATIONSHIPS:  The  monthly 
distribution  of  snakebite  accidents  is  shown  in 
Table  1.  Snakebites  were  infrequent  during  the 
colder  months  of  the  year,  November  through 
April.  In  general,  snakes  are  usually  inactive 
and/or  hibernating  during  the  colder  months. 
All  of  the  snakebites  in  Colorado  happened  from 
May  through  October.  This  striking  seasonal  dis- 
tribution of  bites  coincides  with  the  time  that 
snakes  are  abundant  and  active  and  with  the  time 
that  people  have  greater  exposure  due  to  out-of- 
doors  occupations  and  recreation.  Similar  “sea- 
sonal epidemics”  of  venomous  snakebites  have 
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Fig.  3.  Geographical  distribution  of  poisonous  snake 
bites  in  Colorado,  1958  and  1959. 
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been  observed  in  New  England  and  North 
Carolina.^’  ^ 

The  time  of  day  when  most  snakebite  accidents 
happened  was  the  three  hour  period  from  12  noon 
to  2:59  p.m.  when  eight  (35% ) people  were  bit- 
ten. The  number  of  bites  by  three  hour  periods 
of  time  were:  6:00-8:59  a.m.,  3 bites;  9:00- 
11:59  a.m.,  3 bites;  12:00  noon-2: 59  p.m.,  8 
bites;  3:00-5:59  p.m.,  2 bites;  6:00-8:59  p.m., 
6 bites;  and  9:00-11:59  p.m.,  1 bite.  There  were 
no  bites  reported  from  12  midnight  to  5:59  a.m. 

BITE  VICTIMS:  There  were  12  white  males, 
11  white  females,  no  non-white  males  and  no 
non-white  females  admitted  to  Colorado  hospitals 
for  snakebite  treatment  during  1958  and  1959. 
Using  the  1960  census  for  the  population  of  Colo- 
rado the  bite  rates  per  100,000  population  were: 
1:42  for  white  males,  0.0  for  non-white  males, 
1.28  for  white  females  and  0.0  for  non-white 
females.  Thus,  males  had  higher  snakebite  rates 


TABLE  1 

SEASONAL  DISTRIBUTION  OF  POISONOUS 
SNAKEBITES  IN  COLORADO,  1958  AND  1959 


MONTH 

NO.  BITES 

MONTH 

NO.  BITES 

January  . . . . 

0 

July  

5 

February 

0 

August  

4 

March  

0 

September  . . 

5 

April  

0 

October  . . . 

2 

May  

2 

November  . . 

0 

Tune 

5 

December 

0 

than  females  and  whites  had  higher  rates  than 
non-whites. 

The  age  distribution  of  Colorado  bite  victims 
is  shown  in  Table  2.  The  largest  number  of  bites 
happened  to  children  and  youths  0-9  years  of 
age  (7  bites)  and  people  20-29  years  of  age  (4 
bites).  Forty-three  per  cent  of  all  snakebites  were 
inflicted  on  children  and  young  adults  less  than 
20  years  of  age.  Age-specific  bite  rates  are  much 
more  meaningful  since  they  take  into  account  the 
population  at  risk  in  a particular  age  group.  The 
highest  biannual  bite  rates  per  100,000  popula- 
tion were:  20-29  years  of  age  (1.78)  and  0-9 
years  of  age  (1.74).  The  lowest  bite  rate  was 
found  among  people  70  or  more  years  of  age. 

An  analysis  of  the  occupations  of  the  patients 
showed  that  10  were  children,  seven  were  farmers 
or  farm  laborers,  two  were  operatives,  two  were 
housewives,  one  was  a professional  and  one  was 
a craftsman. 


TABLE  2 

AGE  DISTRIBUTION  OF  HOSPITALIZED  SNAKE- 
BITE VICTIMS  IN  COLORADO,  1958  AND  1959 


AGE  GROUP  POPULATION  NUMBER  RATE  PER 

(YEARS)  AT  RISK*  BITES  100,000** 


0-9  402,312  7 1.74 

10-19  297,472  3 1.01 

20-29  224,875  4 1.78 

30-39  241,174  3 1.24 

40-49  209,181  3 1.43 

50-59  158,651  1 0.63 

60-69  118,371  2 1.69 

70  or  more  101,911  0 0.00 


* Based  on  the  1960  Census  of  the  population  of  Colorado. 

* * These  rates  are  only  on  hospitalized  patients  for  whom 
information  was  available. 

ACTIVITY  AND  PLACE:  Five  bites  occurred 
while  children  were  playing  outside,  four  in  their 
own  yards  and  one  elsewhere.  An  additional 
woman  was  bitten  while  working  in  her  own  yard. 
Four  people  were  bitten  while  handling  a poison- 
ous snake,  four  while  working  on  a farm,  and  one 
each  while  hunting,  while  engaged  in  recreation 
other  than  hunting  or  fishing,  while  working  in- 
side a bam,  and  while  walking  on  or  near  a 
highway.  The  activity  was  not  stated  for  the 
remaining  patients. 

The  place  where  the  bite  accident  happened  is 
closely  related  to  the  activity  when  bitten.  The 
largest  number  of  snakebites,  five,  happened  right 
in  patients’  own  yards.  Four  people  were  bitten 
on  a farm  not  near  the  house,  four  in  a field  away 
from  the  house,  and  one  each  inside  a building 
(store  window),  inside  a bam,  in  a field  near  the 
house,  and  on  or  near  a highway.  The  place 
where  the  bite  accident  took  place  was  not  coded 
for  the  remaining  patients. 

TABLE  3 


ANATOMICAL  SITES  OF  BITES  BY  POISONOUS 
SNAKES  IN  COLORADO,  1958  AND  1959 

ANATOMICAL  SITE 

OF  BITE 

SIDE  OF  BODY 

RIGHT  LEFT 

TOTAL  NO. 

OF  BITES 

Head,  face  and  neck  . . . 

0 

0 

0 

Trunk,  front  

0 

0 

0 

Trunk,  back  

0 

0 

0 

Upper  arm  

0 

0 

0 

Forearm  

2 

1 

3 

Hand  

2 

0 

2 

Fingers  

2 

1 

3 

Upper  leg  

1 

1 

2 

Lower  leg  and  ankle  . . 

7 

3 

10 

Foot  

2 

0 

2 

Toes  

1 

0 

1 
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SITE  AND  SEVERITY:  The  anatomic  sites  on 
human  beings  where  venomous  snakes  inflicted 
their  bites  are  shown  in  Table  3.  All  of  the  bites 
were  inflicted  on  the  extremities,  35%  on  the 
upper  extremities  and  65  % on  the  lower  extremi- 
ties. The  fingers  and  forearms  were  the  parts 
most  often  bitten  on  the  upper  extremities.  The 
lower  legs,  including  the  ankles,  were  the  parts 
most  frequently  bitten  on  the  lower  extremities. 

A modification  of  the  clinical  classification  of 
pit  viper  venenation  by  Wood,  Hoback  and 
Green®  was  used  to  determine  the  severity  of 
bites.  Bites  were  classified  as  follows: 

Grade  0 — No  venenation.  Fang  or  tooth  marks, 
minimal  pain,  less  than  1 inch  of  surrounding 
edema  and  erythema.  No  systemic  involvement. 
Grade  I — Minimal  venenation.  Fang  or  tooth  marks, 
severe  pain,  1-5  inches  of  surrounding  edema  and 
erythema  in  first  12  hours  after  bite.  No  systemic 
involvement  usually  present. 

Grade  II — Moderate  venenation.  Fang  or  tooth 
marks,  severe  pain,  6-12  inches  of  surrounding 
edema  and  erythema  in  first  12  hours  after  bite, 
systemic  involvement  may  be  present — nausea, 
vomiting,  giddiness,  shock  or  neurotoxic  symptoms. 
Grade  III — Severe  venenation.  Fang  or  tooth  marks, 
severe  pain,  more  than  12  inches  of  surrounding 
edema  and  erythema  in  first  12  hours  after  bite, 
systemic  involvement  usually  present  as  in  Grade 
II. 

The  severity  of  venenation  (venom  poisoning) 
was  classified  as  follows  for  21  hospitalized  cases: 
six  (29%)  were  Grade  0;  four  (19%)  were 
Grade  I;  eight  (38%)  were  Grade  II;  and  three 
(14%)  were  Grade  III.  For  the  remaining  two 
hospitalized  cases  the  severity  of  venenation  was 
not  stated.  There  were  no  deaths  among  the  23 
hospitalized  cases  in  this  series.  Furthermore, 
there  were  no  deaths  during  1958  and  1959 
among  the  estimated  41  snakebite  cases  that 
occurred  annually.  The  case-fatality  rate  for 
poisonous  snakebites  in  Colorado  is  estimated  to 
be  less  than  one-half  of  one  per  cent.  This  is  con- 
firmed by  the  fact  that  there  were  no  snakebite 
deaths  in  Colorado  from  1950  through  1959. ^ 

Treatment 

The  current  treatment  of  North  American  pit 
viper  (rattlesnake,  cottonmouth  moccasin  and 
copperhead)  bites  includes  both  minor  surgery 
and  medical  forms  of  treatment.  A tourniquet 
should  be  applied  lightly  to  the  involved  extrem- 
ity several  inches  proximal  to  the  bite.  The  con- 
stricting band  should  be  applied  only  tight  enough 
to  occlude  the  superficial  venous  and  lymphatic 


flow.  It  should  not  occlude  the  arterial  circula- 
tion and  it  should  be  released  every  10  to  15 
minutes  for  a minute  or  two.  As  edema  resulting 
from  venom  poisoning  spreads,  the  constricting 
band  should  be  advanced  to  keep  just  ahead  of 
the  swelling.  The  purpose  of  the  constricting  band 
is  to  impede  the  spread  of  venom  until  incision 
and  suction  can  be  used  to  remove  the  venom 
mechanically  and/or  until  antivenin  can  be 
administered  to  neutralize  the  venom. 

Incision  and  suction  (I.S.)  is  effective  in  re- 
moving venom  from  experimental  animals  up  to 
about  120  minutes  after  the  venom  is  injected. 
The  sooner  it  is  used,  the  larger  the  amount  of 
venom  that  can  be  removed.  Suction  should  be 
used  for  about  one  hour.  We  have  found  the  suc- 
tion cups  supplied  in  the  Cutter  and  the  Becton- 
Dickinson  snakebite  first-aid  kits  effective  for 
removing  pit  viper  venom.  Incisions,  one-quarter 
inch  long  and  one-eighth  to  one-quarter  inch 
deep,  are  made  into  the  subcutaneous  tissues  over 
the  fang  punctures.  A few  (3-5)  additional  inci- 
sions may  be  made  in  the  surrounding  edematous 
tissues.  A large  number  of  incisions  is  not  needed. 
Immobilization  aids  in  limiting  the  spread  of 
venom.  However,  if  one  must  decide  between  im- 
mobilization or  seeking  prompt  medical  treatment, 
the  latter  should  be  sought. 

The  “3  A’s”  (antivenin,  antibiotics,  and  tet- 
anus antitoxin  and/or  toxoid)  are  recommended, 
in  addition  to  I.S.,  in  treating  all  serious  pit  viper 
bites.  Antivenin  Crotalidae  Polyvalent  (Wyeth) 
is  effective  in  neutralizing  the  venoms  of  all  North 
American  pit  vipers.  It  is  not  protective  against 
coral  snake  venom.  Since  antivenin  is  manufac- 
tured from  horse  serum,  the  patient  should  re- 
ceive a skin  test  before  antivenin  is  given.  For 
Grade  I venenations  antivenin  may  be  adminis- 
tered in  the  deltoid  or  gluteus  muscles.  In  Grade 
II  and  Grade  III  venenations,  antivenin  diluted 
in  1000  cc.  of  normal  saline  may  be  given  intra- 
venously.® Studies  with  radioisotopes  have  shown 
that  antivenin  accumulates  at  the  site  of  the  bite 
more  rapidly  after  intravenous  administration 
than  after  intramuscular  administration.'^  Injection 
of  antivenin  into  the  local  bite  area  is  not  a par- 
ticularly effective  way  to  administer  antivenin.  We 
have  found  the  following  amounts  of  antivenin 
useful  in  treating  the  various  Grades  of  venena- 
tion: Grade  0 (no  venenation)  requires  no  anti- 
venin; Grade  I (minimal  venenation)  may  require 
10  cc.  (one  ampoule)  of  antivenin;  Grade  II 
(moderate  venenation)  requires  30-40  cc.  of  anti- 
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venin;  and  Grade  III  (severe  venenation)  requires 
50  cc.  or  more  of  antivenin. 

Since  snakes’  mouths  and  venoms  may  harbor 
pathogenic  organisms,  antibiotics  and  tetanus 
antitoxin  and/or  toxoid  should  be  given  prophy- 
lactically.  Gram  negative  organisms  predominate, 
hence  a broad  spectrum  antibiotic  is  indicated. 
Penicillin  used  by  itself  is  not  adequate  treatment. 

Cortisone  and  ACTH  do  not  affect  the  survival 
rate  of  animals  poisoned  with  pit  viper  venom. 
They  probably  should  not  be  used  during  the  first 
few  days  after  venenation,  although  they  may  be 
beneficial  later  in  treating  serum  sickness  result- 
ing from  antivenin  therapy.  Antihistamines  are 
contraindicated  as  they  shorten  the  survival  time 
of  animals  poisoned  with  pit  viper  venoms.  Shock 
resulting  from  venom  poisoning  should  be  treated 
with  infusion  of  blood,  plasma,  saline  solution 
and  vasopressor  drugs.  Meperidine  hydrochloride 
and  other  analgesics  may  be  given  to  relieve  pain. 
Recently  there  have  been  reports  of  excessive 
tissue  necrosis  and  amputations  associated  with 
cold  therapy  such  as  packing  an  extremity  in  ice 
or  using  ethyl  chloride.'^  In  my  opinion,  cold 
therapy  should  not  be  used  in  treating  pit  viper 
bites. 

Summary 

An  estimated  41  (30  in-patients  and  11  out- 
patients) people  in  Colorado  were  bitten  by  poi- 
sonous snakes  annually,  an  incidence  of  2.34  bites 
per  100,000  people.  However,  the  estimated  case- 
fatality  rate  was  less  than  one-half  of  one  per  cent. 

Of  23  in-patients  reported  in  detail  by  Colo- 
rado hospitals  during  1958  and  1959,  19  (83%) 
were  bitten  by  rattlesnakes,  one  (4%)  by  a cot- 
tonmouth  moccasin,  and  three  (13%)  by  uniden- 
tified poisonous  snakes.  “Seasonal  epidemics”  of 
snakebites  occurred  with  all  of  the  bites  inflicted 
from  May  through  October. 

Males  had  higher  bite  rates  than  females  and 
whites  had  higher  rates  than  non-whites.  Forty- 
three  per  cent  of  the  cases  were  among  children 
and  young  adults  less  than  20  years  of  age.  All 
of  the  bites  were  on  the  extremities — 35%  on 
the  upper  extremities  and  65%  on  the  lower 
extremities.  Current  snakebite  treatment  is 
discussed.*  • 

* ACKNOWLEDGMENT : The  author  cites  with  gratitude  the 
technical  assistance  of  the  following  persons:  Judi  Pummill, 
Genevieve  Calescibetta,  and  Linda  Hinson. 
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A CLASSIC  Rx 

FOR  A CLASSIC  DIAGNOSIS 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetraniirate  10  mg. 

IN  ANGINA  PECTORIS  AND  CORONARY  INSUFFICIENCY 


Provides  long-term  coronary  vasodilation  * 
Plus  long-term  control  of  anxiety  in  heart  disease*  * 


REFERENCES:  1.  CoIJicelli,  A.,  and  Nardelll,  A.:  Treatment  of  angina  pectoris  with  a combination  of  pentaerythritol  tetranitrate  and  meprobamate.  Policlinico  (Prat.) 
i7:441,  Mar.  28,  1960.  2.  Marche,  J.;  Pentaerythritol  tetranitrate  (pentrite  or  pentanitrine)— a coronary  vasodilator  with  prolonged  action.  J.  Med.  Chir.  Prat.  (In 
French)  121:252,  Nov.  1950.  3.  Piotz,  M.:  Pentaerythritol  tetranitrate:  A new  drug  for  the  treatment  of  coronary  insufficiency.  N.  Y.  J.  Med.  52:2012,  Aug.  15,  1952. 
4.  Piotz,  M.:  The  treatment  of  angina  pectoris  with  a new  prolonged  action  pentaerythritol  tetranitrate.  Amer.  J.  Med.  Sci.  239:194,  Feb.  1960.  5.  Russell,  H.  I.,  Urback,  K.  F., 
Ooerner,  A.  A.  and  Zohman,  B.  L:  Choice  of  a coronary  vasodilator  drug  in  clinical  practice.  JAMA  153:207,  Sept.  19,  1953.  6.  Russek,  H.  I.,  Zohman,  B.  L and  Dorset, 
V.  J.:  Objective  evaiuation  of  coronary  vasodilator  drugs.  Amer.  J.  Med.  Sci.  229:46,  Jan.  1955.  7.  Russell,  H.  !.,  Zohman,  B.  L,  Drumm,  A.  E.,  Weingarten,  W.  and 
Dorset,  V.  i.:  Long-acting  coronary  vasodilator  drugs:  Metamine,  Paveril,  Nitroglyn,  and  Peritrate.  Circulation  12:169,  Aug.  1955.  8.  Russek,  H.  I.;  Evaluation  of  drugs 
used  in  the  treatment  of  angina  pectoris  by  means  of  exercise-electrocardiographic  tests.  Ann.  N.  Y.  Acad.  Sci.  64:533,  Nov.  16,  1956.  9.  Talley,  R.  W.,  Beard,  0.  W., 
and  Doherty,  J.  E.:  Use  of  pentaerythritol  tetranitrate  (Peritrate)  in  treatment  of  angina  pectoris.  Amer.  Heart  J.  44:366,  Dec.  1952.  10.  Winsor,  T.  and  Humphreys,  P.: 
Influence  of  pentaerythritol  tetranitrate  (Peritrate)  on  acute  and  chronic  coronary  insufficiency.  Angiol.  3:1,  Feb.  1352.  11.  Eskwith,  I.  S.:  Holistic  approach  in  the 
management  of  angina  pectoris.  Postgrad.  Med.  27:203,  Feb.  1960.  12.  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  J.  Cardiol.  1:39S,  Mar.  1958.  13.  Russek, 
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disorders.  Angiol.  S:504,  Dec.  1957.  15.  Waldman,  S.  and  Pelner,  L.:  Modification  of  the  anxiety  state  associated  with  myocardial  infarction  by  meprobamate:  pre- 
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Indications:  'Miltrate'  is  useful  for  prophylaxis  of  pain  In  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety  is  a factor.  Contraindications;  Like 
all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness. 
Meprobamate  may  increase  the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a historjf  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be  precipitated  in  persons  susceptible 
to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects:  Peptaerytbritol  tauanitrate most 
common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been 
reported  on  a few  occasions.  Meprobamate  - May  cause  drowsiness  and.  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular  rash.  Serious  reactions,  rarely 
encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is 
one  or  two  tablets  before  meals  and  at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  praseribipf,  ceositli packape  eirealar. 
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Abstract  of  Minutes* 

House  of  Delegates  of 
The  Colorado  Medical  Society 

94th  Annual  Session 
September  16-19,  1964 

The  House  held  three  meetings  at  its  94th  Annual 
Session.  Speaker  John  Amesse  and  Vice  Speaker 
Walter  Herold  alternated  in  presiding.  At  the  first 
meeting,  all  reports  published  in  the  Handbook  and 
all  supplementary  reports  and  Resolutions  which 
had  been  mimeographed  after  publication  of  the 
Handbook,  as  well  as  verbal  reports  introduced  on 
the  floor  of  the  House,  were  referred  to  appropriate 
Reference  Committees. 

FIRST  MEETING 
Wednesday,  September  16,  1964 

The  House  was  called  to  order  at  1:30  p.m.  The 
Reverend  Daniel  Kelleher  pronounced  the  invoca- 
tion. President  Vernon  Bolton  led  the  House  in  the 
Pledge  of  Allegiance.  Ninety-four  Delegates  an- 
swered the  roll  call,  including  substitute  Alternates 
accredited  by  the  Credentials  Committee.  (See  de- 
tailed roll  call  at  the  end  of  these  minutes.) 

By  direction  of  the  last  previous  meeting  of  the 
House,  the  first  order  of  business  was  the  reorgani- 
zation of  the  Nominating  Committee  and  considera- 
tion of  the  By-law  amendment  to  make  that  reorgani- 
zation permanent.  The  Nominating  Committee  as  in- 
formally elected  at  the  1964  Clinical  Session  was 
elected  formally  by  acclamation.  The  slate  of  nomi- 
nees for  office  which  the  Nominating  Committee  had 
prepared  in  advance  was  then  distributed  to  all  mem- 
bers of  the  House. 

The  House  then  adopted  the  By-law  amendment 
introduced  at  the  1964  Midwinter  Clinical  Session, 
to  be  finally  worded  as  follows : 

Amend  Chapter  VI,  Section  1 (Page  20  of  the 
published  By-Laws)  by  striking  the  first  paragraph 


* Condensed  from  the  detailed  transactions  and  minutes 
kept  by  certified  shorthand  reports  and  from  tape  record- 
ings of  the  House  meetings.  All  documents  and  definitive 
reports  referred  to  herein  were  distributed  to  all  Delegates 
and  Alternates  who  attended,  and  were  subsequently  sup- 
plied by  mail  to  the  Presidents  and  Secretaries  (and  Ex- 
ecutive Secretaries  of  those  societies  having  this  office)  of 
all  component  societies.  Such  documents,  together  with  this 
abstract,  compose  the  complete  minutes  of  the  House. 


of  said  Section  and  inserting  in  lieu  thereof  the  fol- 
lowing: 

The  House  of  Delegates  shall,  at  the  first 
meeting  of  the  Midwinter  Clinical  Session,  elect 
a nominating  committee  consisting  of  seven 
Delegates,  no  two  of  whom  may  be  members  of 
the  same  component  society.  The  President  and 
the  Speaker  of  the  House  shall  be,  ex-officio, 
voting  members  of  this  committee  in  addition 
to  the  seven  elected  members.  The  committee 
is  to  report  its  recommendations,  which  shall  be 
carried  in  the  House  of  Delegates  Handbook,  to 
the  first  meeting  of  the  Annual  Session  following 
its  election. 

President  Bolton  announced  that  Dr.  Lawrence  D. 
Buchanan  of  Wray,  who  had  been  nominated  as  the 
Society’s  President-elect,  was  seriously  ill  but  urged 
the  House  to  await  word  from  his  family  before  re- 
moving his  name  from  the  Nominating  Committee’s 
slate. 

Speaker  Amesse  addressed  the  House  briefly. 
Minutes  of  the  Midwinter  Clinical  Session  were  ap- 
proved as  published  in  the  May,  1964  issue  of  the 
Rocky  Mountain  Medical  Journal.  The  House  re- 
ceived a brief  verbal  report  from  President  Bolton. 

In  addition  to  receipt  of  published  reports,  the 
following  actions  were  taken : 

Dr.  Samuel  Childs,  President-elect,  presented  his 
nominations  for  new  members  of  the  Society’s  Ad- 
ministrative Councils.  These  nominations  were 
placed  on  file. 

President  Bolton,  on  behalf  of  the  Board  of  Trus- 
tees, submitted  two  nominations  for  the  Society’s 
Certificate  of  Service,  each  of  which  was  confirmed. 
They  were:  Dr.  Carl  Swartz  “Energetic  and  Effective 
Medical  Leader”  and  Mr.  J.  Peter  Nordlund  “Legal 
Counselor  to  Medicine  in  Colorado.” 

The  House  adopted  by  standing  vote  the  follow- 
ing Resolution  concerning  Dr.  Norman  Welch: 

WHEREAS,  Norman  A.  Welch,  MD,  has  re- 
cently passed  away  at  the  very  zenith  of  his  re- 
markable career,  while  President  of  the  Amer- 
ican Medical  Association  and  revered  through- 
out the  world  as  a leader  of  medical  thought; 
and 

WHEREAS,  his  growing  leadership  over  the 
years  added  greatly  to  the  stature,  the  dignity, 
and  the  warmth  of  American  Medicine  before 
the  people  of  our  great  nation  wherein  all  have 
benefited  from  his  work  in  medical  education, 
his  keen  interest  in  civic  affairs,  his  stimulus  to 
religion  and  his  kindly  friendship  toward  all  who 
knew  him;  and 

WHEREAS,  his  wise  counsel  and  guidance 
will  henceforth  forever  be  missed  in  all  echelons 
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of  the  educational,  professional  and  socio-eco- 
nomic phases  of  American  Medicine;  now  be  it 
RESOLVED:  That  the  Colorado  Medical 
Society,  speaking  through  its  House  of  Dele- 
gates, shares  with  the  bereaved  family  and  with 
all  physicians  a deep  sense  of  tragic  personal 
deprivation,  and  directs  that  copies  of  this 
Resolution  be  spread  permanently  upon  the 
minutes  of  this  Society  and  be  forwarded  to 
his  family  and  to  the  headquarters  of  the  Ameri- 
can Medical  Association. 

The  House  received  a supplementary  report  from 
Irvin  E.  Hendryson,  AMA  Delegate,  concerning  the 
proposed  increase  in  AMA  dues  and  the  succession 
to  the  AMA  presidency  in  the  event  of  the  death 
or  the  removal  from  office  of  the  President.  Dr. 
Gatewood  Milligan,  Necrology  Chairman,  read  the 
list  of  members  of  the  Colorado  Medical  Society  who 
had  died  within  the  past  year  while  the  House  stood 
in  silent  respect. 

The  House  received  reports  of  the  Society’s  Ju- 
dicial Council  and  Grievance  Committee  in  Execu- 
tive Session. 

SECOND  MEETING 

Thursday,  September  17 

The  House  was  called  to  order  at  2:30  p.m. 
Seventy-four  delegates  answered  the  roll  call,  includ- 
ing accredited  substitute  Alternates.  (See  detailed 
roll  call  at  the  end  of  these  minutes.)  Reading  of 
the  minutes  of  the  first  meeting  was  dispensed  with 
on  motion. 

President  Bolton  announced  the  winner  of  the 
Annual  Robins  Award,  Dr.  Bradford  Murphey  of 
Denver,  in  recognition  of  his  outstanding  com- 
munity service.  Dr.  Murphey  was  called  to  the  plat- 
form to  receive  the  award  while  the  House  stood  in 
his  honor. 

Reports  of  all  Reference  Committees  had  been 
mimeographed  and  distributed  to  each  member  of 
the  House. 

DEFINITIVE  ACTIONS 

Reference  Committee  on  Board  of  Trustees 
and  Executive  Office 

Approved  the  new  Society  budget  as  published, 
noting  the  Society’s  excellent  financial  condition  as 
shown  by  the  annual  audit. 

Approved  the  miscellaneous  actions  of  the  Board 
of  Trustees  as  published  in  the  Handbook.  Approved 
the  published  revision  of  the  Standing  Rules  of  the 
Board  of  Trustees  and  urged  all  component  societies 
to  obtain  copies  of  the  revised  Standing  Rules  (previ- 
ously mailed  to  all  component  secretaries). 

Approved  the  annual  audit  as  prepared  by  the 
Society’s  retained  firm  of  CPA’s.  Recommended  a 
thorough  study  to  determine  need  before  agreeing 
to  any  dues  increase  by  AMA.  Approved  a retire- 
ment contract  for  Mr.  Harvey  T.  Sethman,  the  So- 
ciety’s Executive  Secretary,  as  prepared  by  the  Board 
of  Trustees.  Approved  continuation  of  the  Society’s 
Stag  Smoker  at  Clinical  Sessions,  to  be  as  nearly  as 


possible  a self-supporting  function.  Commended  the 
Society’s  Foundation  Advocate  and  its  Historian  and 
urged  component  societies  to  cooperate  with  the  rec- 
ommendations of  the  Historian  as  carried  in  the 
Handbook. 

Approved  the  report  of  the  Executive  Secretary 
as  published  in  the  Handbook.  Praised  the  Board  of 
Trustees  and  members  of  the  administrative  staff  for 
their  accomplishments  during  the  past  year. 

Reference  Committee  on  Legislation 

and  Public  Relations 

Re-emphasized  the  importance  of  cooperation  by 
all  members  of  the  medical  profession  in  implement- 
ing Kerr-Mills.  Accepted  in  principle  the  legislation 
proposed  in  the  Handbook  report  of  the  Council  on 
Medical  Service  concerning  felonious  operation  of 
motor  vehicles,  recommending  that  the  details  be 
left  to  legal  groups  for  implementation.  Recommend- 
ed approval  of  the  revised  confidential  medical  ex- 
amination report  form,  but  felt  that  other  recom- 
mendations in  the  Handbook  re  driver  licensing  are 
not  medical  problems  per  se.  Recommended  that  the 
Society  endorse  installation  of  roll-bars  in  tractors 
and  built-in  SAE  seat-belt  attachment  points.  Agreed 
that  the  constitutionality  of  application  of  rigid 
blood-alcohol  standards  to  the  young  and  not  to  all 
ages  is  not  strictly  a medical  problem. 

Approved  the  Resolution  on  Air  Pollution  intro- 
duced by  Roger  S.  Mitchell,  the  Council  on  Public 
Health  and  Henry  W.  Toll,  Jr.,  endorsing  studies  on 
air  pollution  and  supporting  the  principle  of  strong 
measures  to  eliminate  air  pollution,  including  legis- 
lative control. 

Recommended  that  consideration  of  the  legislation 
concerning  medical  qualifications  for  motor  vehicle 
operators  proposed  in  Resolution  No.  2 introduced 
by  the  Arapahoe  County  Medical  Society  be  jointly 
considered  by  the  Council  on  Governmental  Rela- 
tions and  the  State  Motor  Vehicle  Licensing  authori- 
ties. 

Approved  Resolution  No.  1 introduced  by  the 
Mesa  County  Medical  Society  with  endorsement  of 
the  Colorado  Medical  Society  Council  on  Govern- 
mental Relations,  which  opposes  antivivisection  legis- 
lation but  calls  for  better  medical  control  of  animal 
experimentation.  Approved  a Resolution  on  Blood  and 
Blood  Banks  introduced  by  the  Council  on  Govern- 
mental Relations  supporting  Senate  Bill  2560  which 
would  insure  the  continued  classification  of  the  use 
of  whole  blood  as  a service  rather  than  a commodity 
and  support  the  companion  bills  with  the  same  in- 
tent, and  that  this  action  be  made  known  to  our  rep- 
resentatives in  Congress. 

Disapproved  a Resolution  on  Hospital  Admission 
concerning  forms  for  MAA-OAP  patients,  intro- 
duced by  Boulder  County  Medical  Society,  on  the 
basis  that  it  was  yet  too  early  to  evaluate  the  present 
admission  forms. 

Reference  Committee  on  Professional  Relations 

Recommended  continual  close  cooperation  be- 
tween this  Society’s  Grievance  Committee,  Board  of 
Trustees,  and  the  Blue  Shield  Board  of  Trustees. 
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Opposed  an  increase  in  AMA  dues.  Tabled  a pro- 
posed resolution  to  ask  for  a change  in  the  succession 
of  Vice  President  and  President-elect  of  the  AMA. 
Approved  and  applauded  the  Handbook  report  of 
the  Council  on  Professional  Relations,  stressing  that 
all  Registered  Nurses  need  not  have  Baccalaureate 
degrees  and  that  such  a requirement  would  further  de- 
plete the  supply  of  Registered  Nurses.  Approved  the 
supplemental  report  of  the  Council  on  Professional 
Relations  concerning  the  appointment  of  a commit- 
tee to  render  opinions  relative  to  medical  questions 
in  reference  to  health  insurance  contracts  and  recom- 
mended that  the  “medical  review  committee”  be  ap- 
pointed by  the  President  with  the  aid  of  legal  coun- 
sel to  determine  membership  and  structure  and  that 
all  its  meetings  be  held  in  Executive  Session. 

Reference  Committee  on  Insurance 
and  Prepayment  Plans 

Recommended  that  proposed  changes  in  the  Blue 
Shield  Fee  Schedule  be  hereafter  submitted  to  the 
Advisory  Committee  a reasonable  length  of  time  in 
advance  of  the  meeting. 

Recommended  continued  functioning  of  the  ad 
hoc  committee  on  Crippled  Children  and  urged  that 
it  study  with  particular  care  the  recommendations 
received  from  the  Morgan  County  Medical  Society. 

Approved  the  recommendations  of  the  Utilization 
Review  Committee  concerning  the  certification  of 
hospital  need  beyond  fourteen  days,  to  be  repeated 
each  fourteen  days,  the  means  of  implementation  to 
be  determined  as  seems  appropriate. 

Reference  Committee  on  Scientific  Work 

Approved  the  Handbook  report  of  the  Council 
on  Scientific  Education.  Affirmed  the  importance  of 
recognition  of  the  work  done  by  students  for  the  Col- 
orado-Wyoming  Science  Fair,  and  urged  that  com- 
ponent societies  give  enthusiastic  support  and  recog- 
nition to  exhibitors  from  their  areas.  Approved  the 
Handbook  report  of  the  AMA-ERF  Committee.  Ap- 
proved the  Handbook  report  of  the  Committee  on 
Medical  Education  and  Hospitals. 

Reference  Committee  on  Public  Health 

Approved  the  supplemental  report  of  the  Council 
on  Public  Health,  recommending  changes  in  the  ID 
card  sponsored  jointly  by  Colorado  Medical  Society 
and  Public  Health  Department  but  recommended 
that  the  cost  of  2.80  per  card  plus  7.50  per  card  for 
embossing  be  borne  by  the  physician  or  passed  on  to 
the  patient  unless  outside  funds  are  obtained  for  this 
worthwhile  program.  Approved  the  Handbook  re- 
port of  the  Committee  on  School  Health  and  en- 
couraged improvement  of  communication  channels 
between  school  health  officials  and  school  nurses 
regarding  health  problems  of  individual  students  and 
the  proper  evaluation  of  these  problems  by  the  stu- 
dent’s family  physician. 

Encouraged  the  component  societies  to  cooperate 


actively  to  develop  local  mental  health  programs  with 
local  participation  and  leadership  from  local  physi- 
cians. Encouraged  continual  educational  programs  in 
pulmonary  diseases.  Encouraged  plans  and  develop- 
ment of  preceptorship  programs.  Encouraged  the 
planning  of  regional  poison  control  centers. 

Urged  component  societies  to  obtain  bound  vol- 
umes of  “Old  Doc  Experience”  articles  to  present 
to  local  high  schools. 

Approved  an  amended  resolution  introduced  by 
the  Northwestern  Colorado  Medical  Society  on  can- 
cer treatment,  retitling  the  Resolution  to  read  “Can- 
cer by  Unproven  Methods”  and  re-wording  the 
RESOLVED  paragraph  of  that  Resolution  to  read: 

“That  the  CMS  re-affirms  its  disapproval  of  the 
prescription  by  physicians  of  any  method  of  treat- 
ment of  Cancer  not  considered  effective  by  recog- 
nized authorities.” 

Reference  Committee  on  Miscellaneous  Business 

Approved  a Resolution  on  Disaster  Medical  Care 
introduced  by  the  Society’s  Committee  on  Disaster 
Medical  Care,  encouraging  all  component  societies 
to  set  aside  one  of  their  monthly  meetings  for  the 
purpose  of  providing  information  on  disaster  medical 
care  to  their  members. 

THIRD  MEETING 
Saturday,  September  19 

The  House  reconvened  at  10:45  a.m.  and  72 
Delegates  answered  the  roll  call.  In  addition,  many 
others  attended,  this  being  a joint  session  of  the 
House  and  the  General  Meeting.  On  motion,  the 
House  dispensed  with  reading  of  minutes  of  its  sec- 
ond meeting.  Dr.  Childs  presented  the  annual  Presi- 
dential Address.  His  complete  address  appeared  in 
the  October  issue  of  the  Rocky  Mountain  Medical 
Journal,  page  27  et  seq.  Speaker  Amesse  introduced 
Dr.  Ernest  B.  Howard,  Assistant  Executive  Vice 
President  of  the  American  Medical  Association, 
who  addressed  the  joint  session  on  current  and 
prospective  activities  of  the  AMA. 

Following  these  addresses,  the  first  order  of  busi- 
ness was  the  election  of  officers.  Dr.  Gromer,  Chair- 
man, Nominating  Committee,  explained  that  his 
committee  had  been  advised  by  Dr.  L.  D.  Buchanan’s 
family  that  he  wished  his  name  withdrawn  as  nomi- 
nee for  President-elect,  because  of  his  illness.  The 
Nominating  Committee  then  submitted  the  name  of 
Dr.  Paul  R.  Hildebrand  of  Brush  for  President-elect. 
There  were  no  nominations  from  the  floor  for  this 
or  any  other  of  the  offices  to  be  filled  and  the  follow- 
ing names  proposed  by  the  Nominating  Committee 
were  elected  by  acclamation : 

President-elect:  Paul  R.  Hildebrand,  Brush 

Vice  President:  Myron  C.  Waddell,  Denver 

Trustee  (3  years) : Kenneth  A.  Platt,  Westminster 

Trustee  (3  years) : Carl  H.  McLauthlin,  Denver 

Councilor,  District  No.  3 (3  years):  Kenneth  E. 
Gloss,  Colorado  Springs 

Councilor,  District  No.  6 (3  years):  Heman  R. 
Bull,  Grand  Junction 
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Councilor,  District  No.  7 (3  years):  Tullius  W. 
Halley,  Durango 

Grievance  Committee  (two-year  terms) : C.  K. 
Mammel,  Denver;  Joseph  A.  Leonard,  Lakewood; 
John  B.  Griffith,  Aurora;  Dwight  C.  Dawson,  Colo- 
rado Springs;  Ray  G.  Witham,  Craig;  Robert  B. 
Richards,  Fort  Morgan. 

Delegate  to  the  AM  A (two-year  term):  Kenneth 
C.  Sawyer,  Denver. 

Alternate  Delegate  to  the  AM  A (two-year  term): 
Gatewood  C.  Milligan,  Englewood. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Speaker  of  the  House  of  Delegates:  Walter  C. 
Herold,  Colorado  Springs. 

Vice  Speaker  of  the  House  of  Delegates:  Marvin 
E.  Johnson,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

The  nominations  by  President-elect  Childs  for 
membership  on  the  Administrative  Councils  were 
reread.  In  view  of  the  election  of  two  of  his  Council 
nominees  to  high  state  offices,  he  offered  substitute 
nominations.  There  were  no  nominations  from  the 
floor  and  the  nominees  proposed  by  Dr.  Childs  were 
then  elected  by  acclamation. 

Mr.  Sethman  expressed  his  thanks  to  the  Board 
of  Trustees  and  Dr.  Bolton  for  kind  remarks  con- 
cerning him  and  his  staff  which  had  been  made  in 
their  reports,  and  thanked  the  Board  and  the  House 
for  the  retirement  program  which  had  been  voted 
by  the  Board  of  Trustees  and  approved  by  the  House. 
He  announced  his  retirement  date  as  October  1, 
1965. 

Supplemental  Reference  Committee  Reports 

Joint  Reference  Committee  on  Board  of  Trustees 
and  Executive  Office  and  Legislation 
and  Public  Relations 

Urged  each  component  society  to  enclose  in  its 
dues  billing  a request  by  COMPAC  for  a contribution 
or  donation  to  COMPAC,  together  with  COMPAC’s 
self-addressed  envelope  for  making  remittance  there- 
of directly  to  COMPAC.  The  component  society  is 
not  to  act  as  agent  for  COMPAC  and  shall  be  reim- 
bursed by  COMPAC  for  any  expenses  incurred  in 
performing  this  service.  Strongly  urged  individual  sup- 
port by  all  Society  members  of  aims,  ideals,  money- 
raising programs  and  other  activities  of  COMPAC. 
Reminded  membership  that  the  purpose  of  COMPAC 
is  to  protect  our  freedom  as  a profession  to  practice 
good  medicine. 

Reference  Committee  on  Public  Health 

Approved  the  formation  of  a permanent  commit- 
tee on  Medical  Aspects  of  Sports  under  the  Council 
on  Medical  Service  and  recommended  that  the  Com- 
mittee meet  with  the  Colorado  High  School  Activi- 
ties Association  to  discuss  mutual  problems. 

The  Secretary  declared  the  desk  officially  clear 
and  the  House  adjourned  without  day.  The  meeting 
of  the  House  was  immediately  followed  by  the  an- 
nual installation  of  newly-elected  officers  in  the 
closing  general  meeting  of  this  Society. 


HOUSE  OF  DELEGATES  ROLL  CALL 

ANNUAL  SESSION,  SEPTEMBER  16-19,  1964 

Parenthetical  numbers  (1),  (2),  (3),  indicate  whether  dele- 
gates or  seated  alternates  answered  the  roll  at  first,  second, 
and  third  meetings  of  the  House. 

Component 

Society  Delegates  Alternates 


Adams  County- 

Esposito,  S.  P.  (1)  (2) 

Griffith,  John 

Aurora 

(3) 

Gibson,  M.  L.  (1)  (2) 

(3) 

O’Dell,  Robert 

Arapahoe 

Booren,  Jack  (1)  (2) 

Dunphy,  Stephen 

Fraser,  Charles  H. 

(1)  (2)  (3) 

Thulin,  William 

Muffly,  H.  M.  (2) 

Bayne,  I.  Dean 
Harvey,  Wells  (3)* 

Peyton,  Alton  B.  (1) 

(2)  (3) 

Bortz,  Alan  I. 

Stewart,  John  L.  (1) 

(2) 

Dumm,  James  B.  (3) 

Boulder 

Gordon,  Leon 

McFarland,  Robert 
(1)  (2)  (3) 

Kahn,  Kenneth  (1) 

(2)  (3) 

Gillette,  Warren 

McCurdy,  Robert  S. 

(1) 

Geesaman,  R.  E. 

Takahashi,  William 

Y.  (1) 

Strenge,  Henry  B. 

Yost,  Byron  A.  (1)  (2) 

Wherry,  Harry  L. 

Chaffee 

Peterson,  Donald 

Hoover,  Robert  A. 

Clear  Creek 

Carpenter,  David 

Doyle,  John  (1)  (2) 

Valley 

(3) 

Durham,  Morgan  A. 

(1)  (2)  (3) 

Collier,  Douglas 

Herrmann,  Richard 

Markham,  Allen 

(1)  (2) 

Walker,  Harry  (3)* 

Maruyama,  Herbert 

White,  Barry  (1) 
Campbell,  Bernard 
(3)* 

Platt,  Kenneth  A.  (1) 
(2)  (3) 

Campbell,  Bernard 

Ryan,  Michael 

Smith,  Martin 
(1)  (2) 

Anderson,  C.  H.  (3)* 

Sontag,  Stanley  (1)  (3) 

Walker,  Harry  (2) 

Delta 

Hick,  L.  L.  (1)  (2)  (3) 

Brown,  Woodrow 

Denver 

Anderson,  Cyrus  (1) 

Alexander, 

(2) 

Martin  M. 

Ashe,  S.  M.  Prather 
(1)  (2)  (3) 

Buck,  George 

Atkins,  Dale 

Newman,  S.  P.  (1) 

Berris,  Robert 

Waggener,  Hugh 

Blandford,  Sidney  (1) 
(3) 

McKenna,  Robert 

Bosworth,  Robert  (1) 

Cohen,  Edmond 

(2) 

McLauthlin,  C.  A. 
(3)* 

Boyd,  Harry 

Perkins,  James  (1) 

Bramley,  Howard  (1) 
(2)  (3) 

Maresh,  George 

Buchtel,  Henry  (1)  (2) 

(3) 

Longwell,  Freeman 

Clarke,  J.  Philip  (1) 

Sawyer,  Kenneth  C., 

(2)  (3) 

Jr. 

Chisholm,  R.  Neil  (1) 
(2)  (3) 

Brock,  L.  Loring 

Condon,  William  (1) 

(2) 

Sides,  Leroy  J. 

Covode,  William 

Sunderland,  Karl 
(1)  (3) 

Curfman,  George  (1) 
(2)  (3) 

Twombly,  G.  C. 

Eckhout,  Gifford 

Coppinger,  WiUiam 
(1)  (2)  (3) 

Eisele,  C.  Wesley  (1) 
(2) 

Demong,  Charles 

Freed,  Charles  R. 

Bennett,  Willis 

Garcia,  Felice 

Baer,  Sylvan  B. 

Gromer,  Terry  J.  (1) 
(2)  (3) 

Franz,  Elmer 

Grow,  John  B.  (2) 

Sears,  Thad  (1)  (3) 

Hamilton,  Paul  (3) 

Livingston,  W.  H. 

(1)  (2) 
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Harvey,  Robert  P. 

Virtue,  Robert 

Buck,  George  (1)* 

Hines,  William  (1)  (3) 

Tobin,  Peter 

Holmes,  Joseph 

Wierman,  William 

Isbell,  N.  Paul  (1)  (2) 

Kurland,  Stanley 

Johnson,  Marvin  (1) 

(3) 

Elliott,  Robert 

Johnson,  Melvin 

Lasater,  Gene 

Kauvar,  Abraham 

Donovan,  Edward 

Kovarik,  Joseph  (1) 

Flax,  Leo 

Liggett,  William  (1) 

(2)  (3) 

Friedland,  Joseph 

Lipscomb,  William  (2) 

Bouslog,  John 

Lubchenco,  A.  E. 

Duman,  Louis 

Maresh,  Gerald  (1)  (2) 

Whitehead,  Richard 

McAfee,  John  (1)  (2) 
(3) 

Waddell,  Myron 

McCurdy,  Robert  E. 

(1)  (2)  (3) 

Nelson,  John 

McLauthlin,  Carl  H. 

(1)  (2)  (3) 

Rothenberg,  H.  J. 

Meikeljohn,  Gordon 
(1)  (2) 

Reckler,  Sidney 

Mitchell,  Roger  (1)  (2) 

Fisher,  H.  Calvin 
Curry,  Marcia  (3)* 

Philpott,  James  A.,  Jr. 

Ogura,  George  (1) 
(3) 

Stanfield,  Clyde  E.  (1) 
(2)  (3) 

Grogan,  John 

Stonington,  Oliver 

Badger,  E.  Bruce 

Strain,  James  (1)  (2) 

MacMillan,  Hugh 

Taylor,  E.  Stewart  (1) 

Amer,  Jules 

Toll,  Henry  (1)  (2) 

(3) 

Lewis,  Henry 

Tyner,  George  (1)  (2) 

Glassbum,  Alba 

Eastern 

Myers,  Leonard 

Ross,  C.  L. 

Straub,  John  (1)  (2) 
(3)* 

El  Paso 

Christensen,  M.  H.  (2) 

Heitman,  Richard 

(3) 

(1) 

Dillon,  Robert  (1)  (2) 

King,  Otis  (3) 

Gloss,  Kenneth  (1)  (2) 
(3) 

Winternitz,  David 

Hays,  John  (1)  (2)  (3) 

Meatheringham, 

R.  O. 

Lindeman,  George  (1) 
(3) 

Blakely,  Maurice 

McWilliams,  John  (1) 
(2)  (3) 

Pennington,  Charles 

Paap,  Jack  (1)  (2) 

Arnold,  Chadwick 

Stone,  William  (1)  (3) 

Steele,  Lee 

Fremont 

Vincent,  Jack  (1)  (2) 

(3) 

Wyatt,  Kon 

Garfield 

Mueller,  Edward  (1) 

(3) 

Hendrick,  Harry 

Huerfano 

Merritt,  William  (I) 

Lamme,  James  M., 

(3) 

Jr. 

Lake 

Stanley,  George  (1)  (3) 

Elzi,  Richard 

La  Plata 

Browning,  Joseph  (1) 
(2) 

Murray,  F.  M. 

Larimer 

Humphrey,  Robert  (1) 
(2) 

Thode,  Henry  P. 

Patterson,  Stuart  (1) 

(2)  (3) 

Lee,  Robert 

Sundquist,  Glenn  (1) 

(2) 

Robertson,  Ian 

Las  Animas 

Beuchat,  Lee 

Vialpando,  A.  B. 

Mesa 

Crumbaker,  Victor  (1) 
(2)  (3) 

Rigg,  James,  Jr. 

Huskey,  Harlan  (1) 

(2)  (3) 

Troy,  Richard 

Ziegel,  Henry  H.  (1) 

(2)  (3) 

Linnemeyer,  R.  F. 

Montelores 

Merritt,  E.  G. 

Gardner,  Vincent 

Montrose 

Peters,  John,  Jr. 

Spangler,  Edward 

Morgan 

Richards,  Robert  (1) 

Mellinger,  William 

(2) 

Solt,  Robert  (3)* 

Northeast 

Beebe,  Kenneth  (1) 

(2)  (3) 

Linton,  Hersell 

Ludwick,  Robert  (1)  Manganaro,  C.  J. 
(2)  (3) 


Northwestern 

Kramer,  Daniel  (1)  (3) 

Crawford,  M.  L. 

Otero 

Sisson,  William 

Sampson,  Lloyd 
Davis,  Richard  (1) 
(3)* 

Prowers 

Likes,  Edwin  (1)  (2) 

(3) 

Blease,  E.  B. 

Pueblo 

Bramer,  Clifford  (1) 

(2) 

King,  William  (3) 

Farabaugh,  Leonard 
(1)  (2)  (3) 

Beckwith,  Richard 

Farley,  John  B.  (1) 

(2)  (3) 

Hensen,  J.  P. 

Miller,  William  (1) 

(2)  (3) 

Ingram,  William 

Stander,  Frank  (1)  (2) 

Petitti,  Leonard 
Miller,  T.  W.  (3)* 

Swartz,  Carl  W.  (1) 

(2)  (3) 

Weaver,  John 

San  Luis  Valley 

Anderson,  V.  V.  (1) 

(2)  (3) 

Cassidy,  Charles  R. 

Bunch,  Littleton  (1) 

(3) 

Davis,  George 

Washington- 

Yuma 

Davie,  V.  V.  (1) 

Waski,  A.  T. 

Weld 

Allely,  Donald  (1)  (2) 
(3) 

Wolach,  Bernard 

Bechtel,  Martin  (1) 

(2)  (3) 

Shore,  Roy 

Kinzer,  Edward  (1) 

(2)  (3) 

Kadlub,  E.  D. 

Wheeler,  James  (1)  (2) 

Spencer,  Max  J. 

* Indicates  appointed  substitute  Alternate  in  absence  of 
both  elected  Delegate  and  Alternate. 


Colorado’s 

President-elect 

Paul  Raymond  Hildebrand,  MD,  general  prac- 
titioner and  long  a leading  citizen  of  Brush  and 
Morgan  County,  was  chosen  President-elect  of  the 
Colorado  Medical  So- 
ciety by  acclamation 
vote  of  the  House  of 
Delegates  in  Colorado 
Springs  on  September 
19,  1964. 

Paul  Hildebrand 
comes  to  this  high  office 
with  a wealth  of  experi- 
ence in  medical  society 
activities.  He  had  served 
not  only  as  secretary  but 
twice  as  president  of 
the  Morgan  County 
Medical  Society,  is  a 
past  president  of  the 
Colorado  Chapter, 

AAGP,  had  served  two 
three-year  terms  as  state  Judicial  Councilor  for  his 
district,  and  briefly  this  year  served  six  months  on 
the  State  Society’s  Grievance  Committee,  to  fill  a 
vacancy  that  had  occurred.  In  addition,  he  has  served 
on  many  other  committees  of  both  local  and  state 
organizations  over  the  years. 

He  found  time,  too,  to  be  active  in  local  civic  and 
fraternal  affairs,  is  a past  president  of  the  Brush 
Chamber  of  Commerce,  twice  served  as  Commander 
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of  Post  No.  68  of  the  American  Legion,  and  is  still 
a member  of  the  Board  of  Trustees  of  the  Brush 
Hospital  and  a Trustee  of  the  local  hospital  district 
organization. 

Paul  was  born  June  12,  1906,  in  Harrison  County, 
Indiana,  the  son  of  a Methodist  minister.  After  local 
public  and  high  schools  he  decided  on  medicine  and 
went  to  the  University  of  Michigan  both  for  his  pre- 
medical college  and  the  MD  degree,  awarded  in 
June,  1930.  His  internship  was  served  in  Denver  at 
Colorado  General  Hospital.  After  a month  of  locum 
tenens  practice  in  Haxtun,  he  settled  permanently  in 
Brush  where  he  has  practiced  ever  since.  While  an 
intern,  he  met  and  married  Miss  Ann  Howerter,  RN, 
then  supervisor  of  the  surgery  at  Colorado  General. 
They  have  three  sons,  Peter,  a PhD  in  economics  and 
on  the  faculty  of  Colorado  State  University  at  Fort 
Collins,  though  on  leave  from  that  faculty  as  consul- 
tant on  a two-year  assignment  with  a group  of  engi- 
neers in  West  Pakistan;  Paul,  Jr.,  DVM,  practicing 
in  Evergreen,  Colorado,  and  Jan,  senior  medical  stu- 
dent at  the  University  of  Colorado,  who  has  pre- 
sented his  parents  with  their  first  two  grandchildren. 

President-elect  Hildebrand’s  long  military  experi- 
ence taught  him  much  in  administration  as  well  as  in 
military  medicine.  He  joined  the  U.S.  Army  Reserve 
Corps  in  1934  and  was  in  the  reserve  corps  continu- 
ously until  called  to  full  active  duty  in  March,  1942. 
During  World  War  II  he  served  two  years  in  this 
country  and  two  years  in  Europe,  was  promoted  to 
Major,  and  was  relieved  of  active  duty  in  late  Febru- 
ary of  1946,  returning  immediately  to  his  private 
practice  in  Brush.  He  then  transferred  his  military 
activity  to  the  Colorado  National  Guard,  maintained 
constant  activity  in  the  Guard,  advanced  to  full 
Colonel,  and  retired  from  it  last  year  after  29  years 
of  military  connections. 

Dr.  Hildebrand  will  be  installed  as  President  of 
the  Colorado  Medical  Society  just  before  adjourn- 
ment of  the  Society’s  95th  Annual  Session  next 
September  in  Colorado  Springs. 


University  of  Colorado  Medical 
Center  News 

A $15,000  trust  fund,  representing  an  accumula- 
tion of  fees  donated  by  the  privately  practicing  eye 
specialists  of  Colorado,  was  formally  accepted  for 
the  University  of  Colorado  School  of  Medicine 
Thursday  night  by  Dr.  George  S.  Tyner,  Associate 
Dean  and  Assistant  to  the  Vice  President  for  Med- 
ical Affairs.  Income  from  the  endowment  fund  will  be 
used  to  advance  the  educational  objectives  of  the  Di- 
vision of  Ophthalmology  at  the  medical  school. 

The  gift  represents  fees  derived  from  eye  surgery 
and  treatment  performed  by  the  private  specialists  at 
Colorado  General  Hospital  during  the  past  several 
years  as  a part  of  their  continuing  service  to  the 
CU  Medical  Center  and  its  patients. 

Terms  of  the  trust  agreement  with  the  CU  Regents 
provide  that  additions  to  the  principal  of  the  fund 
may  be  made  at  any  time  and  that  income  may  be 
employed,  at  the  discretion  of  the  head  of  the  Divi- 


sion of  Ophthalmology,  to  advance  education  and 
training  of  future  eye  specialists.  Chief  of  the  divi- 
sion is  Dr.  Philip  P.  Ellis. 


Friends  and  colleagues  of  Dr.  John  M.  Lyon, 
Denver  psychiatrist,  unveiled  a plaque  in  his  honor 
Oct.  9 in  the  auditorium  of  Colorado  Psychopathic 
Hospital  at  the  University  of  Colorado  Medical  Cen- 
ter. 

The  plaque  will  carry  a permanent  record  of  the 
beneficiaries  of  the  John  M.  Lyon  Teaching  Fund 
created  in  recognition  of  Dr.  Lyon’s  service  to  psy- 
chiatry and  the  Department  of  Psychiatry  of  the  CU 
School  of  Medicine.  The  fund  was  created  last  April 
by  the  friends  and  associates  of  Dr.  Lyon. 

Proceeds  from  the  endowment  fund  are  to  be  used 
to  advance  teaching  in  psychiatry  in  furtherance  of 
the  ideals  to  which  Dr.  Lyon  dedicated  his  life.  It  is 
anticipated  that  fellowships  will  be  granted,  Dr.  Gas- 
kill  said,  and  the  name  of  each  fellow  will  be  per- 
manently inscribed  on  the  plaque. 

Dr.  Lyon,  who  received  his  residency  training  in 
psychiatry  at  Colorado  Psychopathic  Hospital  in 
1939-42,  joined  the  CU  faculty  as  an  instructor  upon 
completion  of  his  residency.  He  became  successively 
assistant  professor,  associate  professor  and  professor 
and  resigned  from  the  full-time  faculty  in  1950  to 
enter  private  practice  in  Denver.  He  has  continued  to 
serve  CU  as  a clinical  professor  of  psychiatry. 
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^ew  ^yi/]exico  lfl/]eclicai  .Societi^ 

^euentk  ^ntenm  ^J^oude  '^^eie^ated  l/¥leetin^  and  j^ro^ram 
Sponsored  by  LOS  ALAMOS  COUNTY  MEDICAL  SOCIETY 

November  20-2 1 , 1964  Los  Alamos,  New  Mexico 


Note:  The  Saturday  program  is  made  possible  through  the  joint  efforts  of  the  Rehabilitation  Committee  of  the 
New  Mexico  Medical  Society,  New  Mexico  Chapter  of  the  Arthritis  Foundation  and  grants  in  aid  from  Geigy, 
Riker,  Rorer  and  Upjohn  Pharmaceuticals. 


Thursday,  November  19 
12:00-  2:00  p.m.  Registration 
2:00  p.m.  Council  Meeting 

6:30  Council  Dinner 

Friday,  November  20 

8:30  a.m.  Registration 

CLINICAL  PROGRAM 

Presiding:  Thomas  L.  Shipman,  M.D.,  Health  Divi- 
sion Leader,  Los  Alamos  Scientific  Laboratory 

9:00  a.m.  “Radiation  Accidents” 

C.  C.  Lushbaugh,  M.D.,  Oak  Ridge 
Institute  of  Nuclear  Studies 

9:40  “Radiation  Dosimetry  & Decon- 

tamination” 

Dean  D.  Meyer,  Ph.D.,  Los  Al- 
amos Scientific  Laboratory 

10:35  “The  Hospital’s  Role  in  Care  of 

Acute  Radiation  Syndrome” 

Thomas  L.  Shipman,  M.D. 

11:05-12:00  noon  Panel  Discussion  & Questions 
From  Audience 

Moderator: 

Thomas  L.  Shipman,  M.D. 

Panel  Members: 

H.  O.  Whipple,  M.D. 

D.  D.  Meyer,  M.D. 

C.  C.  Lushbaugh,  M.D. 

1:30  p.m.  Registration 

2:00  House  of  Delegates  Meeting 


3:30  p.m.  Reference  Committee  Meetings: 

Legislation  & Public  Policy  Ad- 
ministrative Matters  & Miscel- 
laneous Business 

7:30  Cocktails  and  Dinner 

Purchase  Tickets  at  Registration 
Desk 

Saturday,  November  21 

8:30  a.m.  Registration 

Rehabilitation  of  the  Arthritis  Patient 

Presiding:  Freeman  P.  Fountain,  M.D.,  Chairman, 
Rehabilitation  Committee 

9:00  a.m.  “Medical  Management  of  Rheu- 

matoid Arthritis” 

Donald  F.  Hill,  M.D.,  Rheuma- 
tologist, Tucson,  Arizona 

9:40  “Surgical  Management  of  Rheu- 

matoid Arthritis” 

Mack  L.  Clayton,  M.D.,  Assistant 
Professor,  Orthopedic  Surgery,  Uni- 
versity of  Colorado 

10:35  “Physical  Management  of  Rheu- 

matoid Arthritis” 

Dorothy  M.  Stillwell,  M.D.,  As- 
sistant Professor,  Physical  Medicine 
& Rehabilitation,  University  of  Col- 
orado 

11:05-12:00  noon  Panel  Discussion  & Questions 
From  Audience 

Moderator: 

Clarence  Kemper,  M.D. 

Panel  Members: 

Donald  Hill,  M.D. 

Mack  Clayton,  M.D. 

Dorothy  Stillwell,  M.D. 

2:30  p.m.  House  of  Delegates  Meeting 


/or  November,  1964 


57 


News  From  the  University  of  Utah 
College  of  Medicine 

The  University  of  Utah  College  of  Medicine  re- 
ceived a check  for  $150,000  from  the  American  Can- 
cer Society,  to  aid  in  the  construction  of  the  Eleanor 
Roosevelt  Cancer  Research  Institute  in  the  research 
extension  of  the  University’s  medical  center.  In  De- 
cember the  University  will  receive  another  $150,000 
from  the  Eleanor  Roosevelt  Cancer  Foundation,  Inc., 
an  affiliate  of  the  American  Cancer  Society,  and  in 
March,  1965,  $50,000 — bringing  the  total  to 
$350,000.  This  constitutes  one  of  the  largest  grants 
to  an  institution  for  a specific  project. 

Dr.  Wendell  G.  Scott,  President  of  the  American 
Cancer  Society,  stressed  the  need  for  greater  labo- 
ratory facilities  in  major  medical  institutions  if  the 
country’s  capacity  for  cancer  research  is  to  be  fully 
utilized.  He  said  that  it  was  in  the  laboratory  that  the 
answer  to  cancer  will  be  found,  and  that  the  sooner 
laboratory  facilities  are  provided  the  sooner  the  can- 
cer problem  will  be  solved. 

The  total  of  $350,000  will  help  provide  “bricks 
and  mortar”  and  fully  equipped  laboratories  in  the 
Medical  Center’s  research  extension.  The  Institute, 
when  completed,  will  have  facilities  for  a staff  of 
about  100  scientists  and  technicians.  In  addition  to 
this  substantial  contribution  to  the  University  of 
Utah  College  of  Medicine,  the  American  Cancer 
Society  is  currently  supporting  research  grants  at  the 
University  totaling  $265,199. 


0 
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Abstract  of  House  of  Delegates  Proceedings 
Wyoming  State  Medical  Society* 

Sixty-first  Annual  Meeting 
September  1,  2,  3,  4,  1964 

Jackson  Lake  Lodge,  Grand  Teton  National  Park, 
Wyoming 

First  Meeting 

Wednesday,  September  2,  1964,  9:00  a.m. 

The  Sixty-first  annual  meeting  of  the  House  of 
Delegates  of  the  Wyoming  State  Medical  Society  was 

* These  minutes  represent  actions  taken  largely  on  material 
from  the  official  packet  of  the  Wyoming  State  Medical  So- 
ciety. This  packet  contains  the  reports  that  are  representative 
of  committee  activities  and  recommendations  and  form  an 
official  part  of  these  minutes. 


called  to  order  at  Jackson  Lake  Lodge,  Grand  Teton 
National  Park,  Wyoming,  at  9:15  a.m.  on  Septem- 
ber 2,  1964,  by  President  John  H.  Froyd. 

Dr.  Ray  K.  Christensen,  Chairman  of  the  Cre- 
dentials Committee,  after  calling  the  roll,  announced 
that  a quorum  was  present. 

President  Froyd  announced  that  on  this  day  in 
the  Senate  of  the  United  States  a vote  was  being 
taken  on  an  amendment  implementing  the  Social 
Security  law  and  pertaining  to  medicare;  that  it  was 
suggested  that  the  House  of  Delegates  go  on  record 
as  opposing  this  action  by  sending  a wire  to  that 
effect;  that  he  had  asked  Mr.  Walt  Kingham  to 
prepare  an  appropriate  message  and  would  entertain 
a motion  that  such  a wire  be  sent  to  both  Senators 
from  Wyoming,  the  Hon.  Harry  Bird,  and  the  Hon. 
Wilbur  Mills.  It  was  so  moved  by  Dr.  Harold  F. 
Edwards  and  seconded  by  Dr.  H.  E.  Stuckenhoff. 
Motion  carried. 

President  Froyd  called  for  the  reading  of  the 
minutes  of  the  1963  meeting  of  the  House  of  Dele- 
gates and  stated  that  they  were  a part  of  the  Dele- 
gates’ Packet.  It  was  moved  by  Dr.  Dan  B.  Greer 
and  seconded  by  Dr.  Laurence  W.  Greene  that  the 
minutes  be  approved  as  printed  in  the  Packet. 

Dr.  Brendan  P.  Phibbs  stated: 

“Natrona  County  would  like  to  have  the  record  show 
something.  There  was  a great  deal  of  discussion  as  to 
whether  the  precise  terminology  of  the  now  famous  amend- 
ment to  a motion  about  cost  of  living.  Blue  Shield,  etc.,  was 
transcribed  correctly  and  rather  than  waste  the  time  of  the 
House  playing  tapes  back  and  arguing,  since  this  will  be  the 
subject  of  other  action  this  time,  we  would  just  ask  that  the 
record  show  that  those  who  framed  the  amendment  relevant 
to  alteration  in  service  benefit  of  Blue  Shield  feel  that  the 
amendment  as  printed  was  ambiguous  and  susceptible  of 
interpretation  subsequently  which  was  contrary  to  the  in- 
tent of  those  who  made  the  amendment.  This  is  an  observa- 
tion to  go  on  the  record,  so  to  speak.” 

President  Froyd  stated  that  this  was  a motion  that 
the  minutes  be  approved  with  Natrona  County’s  com- 
ment. Seconded  by  Dr.  H.  E.  Stuckenhoff.  After 
further  discussion  by  Dr.  Phibbs,  he  stated  that  a 
resolution  would  be  introduced  regarding  this  matter. 
President  Froyd  asked  that  the  minutes  be  approved 
as  printed,  that  this  problem  could  be  discussed  later. 
Dr.  H.  E.  Stuckenhoff  stated  that  this  could  be  done. 
Motion  carried. 

Under  old  business.  Dr.  H.  B.  Anderson,  Chair- 
man of  the  Committee  on  Constitution  and  Bylaws 
reported  on  changes  that  were  proposed  last  year 
and  upon  which  final  action  was  to  be  taken  this  year. 

Article  IV,  Sec.  2 (b)  Page  3 of  the  Constitution: 

Shall  be  a citizen  of  the  United  States  or  has  applied  for 
citizenship. 

Article  IV,  Sec.  2 (f ) : 

Shall  have  a degree  of  Doctor  of  Medicine  from  a medical 
school  accredited  by  the  American  Medical  Association  at 
the  time  of  conferring  of  the  degree  or  pass  the  ECFMG 
examination. 

It  was  moved  by  Dr.  Paul  J.  Preston  and  seconded 
by  Dr.  T.  L.  Johnston  that  the  amendments  to  the 
Constitution  be  approved  and  accepted.  Motion 
carried. 

President  Froyd  introduced  Dr.  Vernon  L.  Bolton 
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of  the  Colorado  Medical  Society  who  addressed  the 
House  of  Delegates  briefly.  Mr.  Harvey  Sethman, 
Executive  Secretary  of  the  Colorado  Society,  ac- 
knowledged his  introduction  by  President  Froyd. 

The  financial  report  of  Dr.  Oscar  Rojo,  having 
been  previously  approved  by  the  Council,  was  pre- 
sented for  approval  by  the  House  of  Delegates. 
President  Froyd  stated  that  in  the  absence  of  com- 
ment it  would  be  approved  and  accepted  by  the 
House  of  Delegates. 

The  report  of  the  Secretary  was  received  and  ap- 
proved by  the  House  of  Delegates  without  formal 
motion  or  comment. 

Dr.  H.  B.  Anderson  read  his  report  of  the  Acting 
Delegate  to  the  AMA  on  the  annual  meeting  in 
San  Francisco,  June  21-25,  1964,  mimeographed 
copies  of  which  were  supplied  to  all  members  of  the 
House  of  Delegates.  After  discussion  regarding  the 
election  of  officers  of  the  AMA,  President  Froyd 
stated  that  he  would  entertain  two  motions;  first,  the 
acceptance  of  Dr.  Anderson’s  report.  It  was  moved 
by  Dr.  Frederick  H.  Haigler  and  seconded  by  Dr. 
Henry  N.  Stephenson  that  Dr.  Anderson’s  report  be 
accepted.  Motion  carried.  Secondly,  President  Froyd 
stated  he  would  entertain  a motion  endorsing  Dr.  W. 
Andrew  Bunten’s  candidacy  for  the  vice  presidency 
of  the  AMA.  It  was  so  moved  by  Dr.  Thomas  A. 
Nicholas  and  seconded  by  Dr.  John  J.  Corbett.  Mo- 
tion carried. 

The  Executive  Secretary’s  report  appeared  on 
Pages  6 to  14,  inclusive,  of  the  Packet.  It  was  moved 
by  Dr.  John  J.  Corbett  and  seconded  by  Dr.  Dean  A. 
Holt  that  the  report  be  approved  as  printed.  Motion 
carried. 

Committee  reports 

Dr.  H.  B.  Anderson,  reporting  further  on  the  Con- 
stitution and  Bylaws  Committee,  stated  that  there 
were  some  changes  recommended  in  the  Reference 
Committees  whereby  certain  committees  be  com- 
bined. Dr.  Anderson  submitted  mimeographed  copies 
of  the  recommended  changes  to  all  members  of  the 
House  of  Delegates. 

Recommended  were  the  following  changes: 

Amendment  of  the  Bylaws  to  provide  for  a speaker  and  vice- 
speaker of  the  House  of  Delegates.  A speaker  and  vice- 
speaker to  be  elected  for  two-year  terms  from  the  member- 
ship of  the  House  of  Delegates.  The  vice-speaker  may  vote 
but  the  speaker  will  not  vote  except  to  determine  a tie  vote. 

Change  in  Chapter  IX,  Page  19. 

To  provide  that  the  House  of  Delegates  may  at  its  discretion 
elect  a speaker  and  vice-speaker  to  act  instead  of  the  Presi- 
dent or  may  provide  that  the  President  may  preside  at  the 
meetings  of  the  House  of  Delegates. 

Change  in  Chapter  IV,  Sec.  1. 

Last  sentence  to  be  changed  to  read;  “The  order  of  business 
shall  be  arranged  by  the  Speaker  or  the  President  depending 
on  who  is  the  presiding  officer  at  the  House  of  Delegates 
meeting.” 

Chapter  IV,  Sec.  3.  Accepted  1963. 

Will  provide  that  once  a delegate  or  alternate  is  seated  at  a 
meeting,  he  shall  remain  seated  until  that  day's  meeting  is 
adjourned,  unless  he  be  unseated  by  a vote  of  the  House. 


Chapter  IV,  Sec.  3.  New  Amendment. 

Once  a delegate  or  alternate  is  seated,  he  will  remain  seated 
for  the  duration  of  the  session  of  the  House  of  Delegates, 
unless  a substitute  is  seated  on  approval  of  the  House. 

Dr.  Anderson  moved  that  the  proposed  changes  be 
approved  and  referred  to  the  appropriate  reference 
committee.  Seconded  by  Dr.  Frederick  H.  Haigler. 
Motion  carried.  The  report  was  referred  to  the  Re- 
search, Organization  and  Scientific  Program  Com- 
mittee. 

Dr.  S.  J.  Giovale,  reporting  for  the  Grievance  Com- 
mittee, said  that  Dr.  Benjamin  Gitlitz  deserved  much 
credit  for  the  work  he  did  during  the  year,  that  a 
resolution  was  presented  to  the  Council  and  was 
now  pending  further  action. 

President  Froyd  stated  that  other  than  attending 
to  the  usual  duties  of  his  office,  he  had  no  report. 
President  Froyd  stated  that  Dr.  Francis  A.  Barrett 
was  not  present  and  called  on  Mr.  Harvey  Sethman, 
Executive  Secretary  of  the  Colorado  Society  for  com- 
ment on  the  Rocky  Mountain  Medical  Journal.  He 
commented  briefly  on  a printed  report  which  pre- 
viously had  been  supplied  to  the  various  societies. 

In  considering  the  committee  reports.  President 
Froyd  stated  that  all  those  noncontroversial  reports 
presented  at  this  session  would  be  accepted  by  the 
House  of  Delegates  without  referral  to  one  of  the 
reference  committees.  President  Froyd  said  that 
without  objection,  the  reports  of  Dr.  Francis  A. 
Barrett  and  Harvey  Sethman  would  be  accepted. 

There  was  no  written  report  by  the  Advisory  to 
Selective  Service  Committee. 

Advisory  to  Woman’s  Auxiliary.  No  report. 

Dr.  Paul  J.  Preston’s  report  of  the  Advisory  to 
Workmen’s  Compensation  Committee  was  printed 
in  the  Packet  and  accepted  without  comment. 

The  Blue  Shield  Fee  Schedule  Committee  report, 
set  out  on  Page  21  of  the  Packet,  being  somewhat 
controversial,  was  referred  by  President  Froyd  to  the 
Executive,  Governmental  Affairs,  and  Economics 
Committee. 

Dr.  Frederick  H.  Haigler  was  called  upon  for  the 
Blue  Cross  Trustee  report,  which  appears  in  the 
Packet.  The  report  was  accepted  without  comment. 

The  report  of  Dr.  Dan  B.  Greer  of  the  Blue  Shield 
Trustees  is  set  out  on  Page  24  of  the  Packet.  There 
being  some  discussion  indicated,  the  report  was  re- 
ferred to  the  Executive,  Governmental  Affairs,  and 
Economics  Committee  for  further  consideration. 

The  report  of  Dr.  Benjamin  Gitlitz  for  the  Civil 
Defense  and  National  Emergency  Committee,  ap- 
pearing in  the  Packet  at  Page  26,  was  accepted  with- 
out comment. 

The  Insurance  Committee  had  no  written  report. 
After  some  discussion  it  was  moved  by  Dr.  Elmer  S. 
McKay  that  the  present  forms  sponsored  by  the 
Health  Insurance  Council,  composed  of  most  of  the 
health  insurance  companies,  be  approved  for  adop- 
tion by  the  Wyoming  State  Medical  Society.  Sec- 
onded by  Dr.  Brendan  P.  Phibbs.  Motion  carried. 
The  matter  was  then  referred  to  the  Executive, 
Governmental  Affairs,  and  Economics  Committee. 

President  Froyd  stated  that  the  report  of  the 
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Legislative  Committee  would  be  adopted  without 
comment. 

The  Memorial  Committee  report  appearing  in 
the  Packet  indicated  that  the  following  members  of 
the  Society  had  died  during  the  the  past  year; 

Dr.  Lawrence  C.  Barrett,  Casper 

Dr.  Philip  R.  Teal,  Wheatland 

Dr.  Ranson  B.  Baker,  Rawlins 

Dr.  Otis  L.  Vaden,  Thermopolis 
Dr.  S.  J.  Giovale  stated  that  Dr.  Jack  L.  LaRue  of 
Laramie  had  died  within  the  past  few  weeks  and  his 
name  was  added  to  those  appearing  in  the  report. 
The  members  of  the  House  of  Delegates  stood  in  a 
moment  of  silent  tribute  to  the  memory  of  these 
gentlemen. 

The  recommendations  to  the  Public  Health  Com- 
mittee, requiring  further  consideration,  were  referred 
to  the  appropriate  committee  involved. 

The  report  of  Dr.  Francis  A.  Barrett,  for  the 
Public  Relations  Committee,  appearing  in  the  Packet, 
was  approved  without  objection. 

The  report  of  the  Retirement  Plan  Committee  was 
referred  to  the  proper  reference  committee. 

President  Froyd  reported  for  Dr.  William  N.  Karn 
on  State  Institutions,  and  stated  that  the  state  insti- 
tutions were  in  the  best  condition  at  the  present 
time  that  they  have  been  in  some  years,  with  the  ex- 
ception of  the  utilization  of  the  sanitorium  at  Basin. 
The  utilization  aspect  of  the  facility  was  discussed 
with  regard  to  tubercular  patients  and  geriatric  pa- 
tients. It  was  moved  by  Dr.  Raymond  E.  Kunkel  that 
the  Wyoming  State  Medical  Society  urge  the  Board 
of  Charities  and  Reform  to  consider  a change  in  the 
policy  of  admission  to  the  Basin  Sanitorium  and  con- 
vert it  into  a geriatric  institution.  Seconded  by  Dr. 
Brendan  P.  Phibbs.  The  motion  was  referred  to  the 
Executive,  Governmental  Affairs,  and  Economics 
Committee. 

Mr.  Arthur  Abbey  reported  on  the  Student  Loan 
Fund,  which  report  is  set  out  in  the  Packet,  and 
stated  that  certain  features  of  the  administration  of 
the  fund  would  be  recommended  to  the  Council  after 
the  first  of  the  year. 

The  Committee  on  Veterans’  Care  had  no  report. 

Dr.  H.  E.  Stuckenhoff,  on  a point  of  order,  stated 
that  they  had  not  had  any  report  on  the  Council’s 
actions  in  the  past  year  and  asked  if  the  House  of 
Delegates  did  not  have  an  opportunity  to  approve 
or  disapprove  any  action  taken  by  the  Council  since 
the  last  meeting.  President  Froyd  advised:  “This 
should  have  been  done  by  me.”  Dr.  Stuckenhoff  then 
asked  if  there  would  be  a report  on  all  actions  taken 
and  President  Froyd  said  that  he  would  make  a 
report  at  this  time. 

Whereupon  the  House  of  Delegates  was  in  recess 
from  10:25  a.m.  to  10:40  a.m.  at  which  time  the 
following  proceedings  were  had,  to-wit: 

President  Froyd  stated  that  on  a point  of  order, 
the  report  of  the  President  and  Council  is  reopened 
and  any  objections  would  be  heard  to  the  minutes 
of  the  Council  as  printed  and  submitted  to  the 
Councilors  and  Presidents  of  the  respective  societies 
in  the  past  year.  Dr.  H.  E.  Stuckenhoff,  speaking  for 


Natrona  County,  stated  that  in  the  March  3 meeting, 
Natrona  County  voiced  its  opinion,  stating  what 
they  thought  the  interpretation  was  and  the  Council 
rejected  that  and  voted  a $6,000  service  benefit  level 
for  Blue  Shield.  They  object  to  this  and  believe  that  it 
is  not  appropriate  and  do  not  think  that  it  should  be 
accepted.  After  some  discussion  Dr.  Brendan  P. 
Phibbs  moved  that  the  actions  of  the  Council  be 
approved  with  the  exception  of  the  action  regarding 
establishment  of  a $6,000  service  benefit  level  for 
Blue  Shield.  Seconded  by  Dr.  Harold  F.  Edwards. 
Motion  carried. 

The  Arthritis  and  Rheumatism  Committee  made 
no  report. 

The  report  of  the  Committee  on  Blood  Banks  was 
accepted  as  printed  without  comment. 

The  Cancer  Committee  had  no  report. 

The  Child  Health  Committee  made  no  written  re- 
port. 

The  report  of  Dr.  Charles  R.  Lowe  for  the  Com- 
mittee on  Geriatrics  was  approved  and  accepted 
without  comment. 

Dr.  Spencer  Walton,  reporting  on  the  Gottsche 
Foundation,  having  been  at  the  Foundation  only  two 
weeks,  outlined  his  plans  on  what  he  would  like  to 
do,  discussing  financing,  operation,  etc.  Dr.  Walton 
named  the  members  of  the  Executive  Committee  of 
the  Foundation  as  follows:  Mr.  Charles  Smith,  Presi- 
dent, John  Herron  of  the  Empire  State  Oil  Company, 
Ray  Bower,  Sr.,  Mrs.  Katherine  Maloney,  and  Gus 
Hordendorf. 

Dr.  S.  J.  Giovale  raised  a question  concerning  the 
action  taken  on  the  resolution  of  the  State  Society 
last  year,  the  resolution  having  to  do  with  the  Blood 
Bank  program.  President  Froyd  suggested  that  the 
Blood  Bank  Committee  keep  their  eyes  and  ears 
open  and  notify  the  Society  of  any  HEW  action  in 
order  that  the  Society  may  take  appropriate  action. 
The  blood  bank  problem  was  referred  to  the  Com- 
mittee for  Medical  Services. 

President  Froyd  referred  the  Child  Health  prob- 
lem to  the  Committee  on  Medical  Services. 

The  Maternal  Health  report  was  printed  in  the 
Packet  and  approved  without  objection  or  comment. 

Medical  Advisory  to  Wyoming  Motor  Vehicle  De- 
partment. No  report. 

Committee  on  Medical  Aspect  of  Sports.  Dr. 
Elmer  S.  McKay  presented  the  following  resolution: 

RESOLVED,  that  soft  rubber  pads  without  bracing  be  accept- 
able if  worn  on  extremities  during  intermural  school  athletic 
programs. 

The  resolution  was  referred  to  the  Medical  Ser- 
vices Committee. 

The  Mental  Health  Committee  presented  no  writ- 
ten report. 

The  Committee  for  the  National  Foundation  had 
no  written  report  but  Dr.  Duane  M.  Kline  reported 
orally,  bringing  up  some  problems  regarding  medical 
liaison,  and  after  a lengthy  discussion  the  matter  was 
referred  to  the  Medical  Services  Committee  and  Dr. 
Kline  was  asked  to  appear  before  that  committee. 

The  report  on  Radiation  by  Dr.  Benjamin  Gitlitz 
was  printed  in  the  Packet  and  President  Froyd  stated 
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that  it  would  be  approved  in  the  absence  of  com- 
ment. 

Religion  in  Medicine.  No  written  report. 

President  Froyd  stated  that  without  comment  or 
objection  the  written  report  of  Dr.  Brendan  P.  Phibbs 
for  the  Rheumatic  Fever  Committee  would  be  ap- 
proved. 

There  was  no  report  by  the  Rural  Health  Com- 
mittee. 

President  Froyd  stated  that  the  report  by  Dr.  Nels 
A.  Vicklund  of  the  Committee  for  the  Society  for 
Crippled  Children  and  Adults  was  on  Page  51  of 
the  Packet,  and  there  being  no  comment,  that  the 
report  was  approved. 

Tuberculosis  Committee;  no  written  report. 

Unification  of  Volunteer  Health  Groups;  no 
written  report. 

Medicine  and  Pharmacy.  Each  member  was  given 
a copy  of  the  Code  of  Interprofessional  Relations  for 
Physicians  and  Pharmacists  in  Wyoming.  Dr.  Thomas 
A.  Nicholas  reported  orally  on  the  formation  of  the 
committee  and  reported  on  the  preparation  of  the 
Code  and  stated  that  he  had  a resolution  to  present 
as  follows: 

RESOLVED,  that  the  Wyoming  State  Medical  Society  adopt 
a Code  of  Interprofessional  Relations  for  Physicians  and 
Pharmacists  in  Wyoming,  as  written. 

President  Froyd  referred  the  resolution  to  the  Medi- 
cal Services  Reference  Committee  for  discussion  and 
action. 

American  Medical  Education  and  Research 
Foundation  Committee.  Written  report  accepted. 

Dr.  H.  B.  Anderson  reported  earlier  in  the  ses- 
sion on  the  Constitution  and  Bylaws. 

The  Credentials  Committee  reported  at  the  begin- 
ning of  the  session. 

The  Entertainment  Committee  gave  no  written 
report. 

The  Historical  Committee  had  no  written  report. 

Dr.  Thomas  A.  Nicholas  advised  that  twenty-one 
people  attended  the  Orientation  Program  and  all 
comments  regarding  the  program  were  most  favor- 
able. Without  further  comment.  President  Froyd 
stated  that  the  report  was  approved. 

The  Program  Committee  had  no  report. 

When  President  Froyd  called  for  a report  of  the 
Resolutions  Committee,  several  resolutions  were  pre- 
sented for  reference  to  that  Committee. 

The  report  of  the  Committee  on  the  Rocky  Moun- 
tain Medical  Conference,  submitted  by  Dr.  D.  G. 
MacLeod,  is  printed  in  the  Packet. 

President  Froyd  stated  that  the  Science  Fair  Com- 
mittee was  inactive.  Also  that  the  Time  and  Place 
Committee  would  report  at  the  end  of  the  second 
session.  Dr.  Elmer  S.  McKay  presented  the  following 
resolution  for  the  Time  and  Place  Committee,  from 
Fremont  County: 

BE  IT  RESOLVED,  that  with  the  completion  of  the  present 
contract  with  Jackson  Lake  Lodge  that  the  annual  meeting  of 
the  Wyoming  State  Medical  Society  be  held  in  various  towns 
throughout  the  state  on  a rotating  basis. 

The  resolution  was  referred  to  the  Research,  Or- 
ganization and  Scientific  Program  Committee. 


President  Froyd  presented  the  following  budget 
for  1964-1965: 


Travel — Executive  Secretary  $1,200.00 

Travel — AMA  Delegate  and  Alternate  $1,800.00 

Salary — Executive  Secretary  $2,500.00 

Office  Expense — Executive  Secretary  $1,000.00 

Rocky  Mountain  Medical  Journal  $ 700.00 

Printing,  Stationery,  Supplies  $ 700.00 

Woman’s  Auxiliary  $ 400.00 

Postage  $ 400.00 

Public  Relations  & Advertising  $3,600.00 

Committee  & Conference  Meetings  $1,000.00 

Telephone  and  Telegraph  $ 350.00 

Auditing  $ 100.00 

President’s  Office  $1,000.00 

Constitution  and  Bylaws  $ 100.00 

Legal  $1,800.00 

A.A.P.S.  Prizes  $ 100.00 

Surety  Bonds  $ 50.00 

Dues  and  Subscriptions  $ 75.00 

Miscellaneous  $ 350.00 

Transcription  of  State  Minutes  $ 275.00 

Wyoming-Colorado  Science  Fair  $ 100.00 


It  was  moved  by  Dr.  Paul  R.  Yedinak  and  sec- 
onded by  Dr.  Laurence  W.  Greene  that  the  budget  be 
approved.  Motion  carried. 

The  WICHE  report  of  Dr.  Francis  A.  Barrett  was 
accepted  without  comment. 

President  Froyd  then  announced  that  the  House 
of  Delegates  would  be  in  recess  until  9:00  a.m. 
on  Friday,  September  4,  1964,  at  which  time  the 
following  proceedings  were  had,  to-wit: 

Second  Meeting 

Friday,  September  4,  1964,  9:00  a.m. 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  President  John  H.  Froyd  on  Fri- 
day, September  4,  1964,  at  9:15  a.m.  Dr.  Ray  K. 
Christensen,  Chairman  of  the  Credentials  Commit- 
tee, after  roll  call,  stated  that  a quorum  was  present. 

Executive,  Governmental  Affairs,  and 
Economic  Committee  report 

Dr.  James  W.  Barber,  Chairman,  reported  that  his 
committee  met  and  considered  the  matters  that  were 
referred  to  it.  Proponents  of  resolutions  appeared  be- 
fore the  Committee  to  present  their  points  of  view 
and  out  of  the  discussion  came  the  resolutions  and 
recommendations  of  the  Committee  presented  to  the 
House  of  Delegates  by  Dr.  Barber. 

After  discussing  the  immunization  program,  Dr. 
Barber  read  the  following  resolution: 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
favor  the  immunization  survey  and  vaccination  program 
of  the  State  Department  of  Public  Health. 

BE  IT  FURTHER  RESOLVED,  that  each  County  Medical 
Society  cooperate  with  the  State  Health  Department  in  suit- 
able implementation  of  the  program  in  its  own  area. 

Dr.  Barber  then  moved  for  the  acceptance  of  the 
resolution.  Seconded  by  Dr.  Dan  B.  Greer.  Motion 
carried. 

The  following  resolution  was  discussed  by  Dr. 
Barber  and  presented  as  follows: 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
approve  the  proposals  for  statutory  changes  presented  by  the 
Wyoming  Society  of  Pathologists.  Further,  that  the  Wyoming 
State  Medical  Society  through  its  committee  on  legislation, 
aid  and  advise  in  obtaining  passage  of  these  statutory 
changes. 
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It  was  moved  by  Dr.  Barber  that  the  resolution 
be  accepted.  Seconded  by  Dr.  Henry  N.  Stephenson. 
Motion  carried. 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
through  its  appropriate  Fee  Schedule  Committee  shall  aid 
in  an  advisory  capacity  in  matters  pertaining  to  fees  for 
medical  services. 

BE  IT  SPECIFICALLY  RESOLVED,  that  the  Wyoming  State 
Medical  Society  shall  not  endorse  or  sponsor  any  fee 
schedule  as  its  own. 

Dr.  Barber  moved  for  the  adoption  of  the  resolu- 
tion. Seconded  by  Dr.  Goode  R.  Cheatham.  The 
resolution  was  discussed  by  Dr.  Paul  J.  Preston, 
Dr.  Bernard  J.  Sullivan,  Dr.  Thomas  A.  Nicholas, 
Dr.  H.  E.  Stuckenhoff,  Dr.  T.  L.  Johnston,  Dr. 
Raymond  E.  Kunkel,  Dr.  Robert  C.  Carnahan,  and 
others.  Motion  carried. 

Dr.  Barber  discussed  the  resolution  regarding  the 
Blue  Shield  service  benefit  indemnity  which  was 
presented  by  Natrona  County  and  then  read  it  as 
follows: 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
endorse  the  unlimited  sale  of  indemnity  contracts  only,  that 
the  existing  $3,000  and  $4,500  policy  be  left  intact  with 
respect  to  service  benefit  levels,  that  there  be  no  increase  in 
service  benefit  income  levels  for  a period  of  five  years,  that 
any  future  increase  in  service  benefit  levels  be  made  only 
with  the  approvai  of  the  Wyoming  State  Medical  Society 
House  of  Delegates. 

Dr.  Barber  moved  the  adoption  of  the  resolution. 
Seconded  by  Dr.  H.  B.  Anderson.  Motion  carried. 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
urge  the  State  Board  of  Charities  and  Reform  to  reevaluate 
the  Basin  Sanitorium  with  the  view  to  its  total  conversion 
to  the  care  of  geriatric  patients. 

Dr.  Barber  moved  that  the  resolution  be  accepted. 
Seconded  by  Dr.  Henry  Stephenson.  Motion  carried. 

WHEREAS,  it  has  been  established  by  the  Advisory  Com- 
mittee to  the  Surgeon  General  of  the  Public  Heaith  Service 
that  there  is  a direct  relation  of  smoking  to  diseases  of  the 
respiratory  system; 

BE  IT  THEREFORE  RESOLVED,  the  Wyoming  State  Medical 
Society  support  the  findings  of  this  Advisory  Committee  re- 
port and  the  Wyoming  Tuberculosis  and  Health  Association 
in  its  attempt  to  discourage  young  people  from  acquiring 
the  smoking  habit  and  to  encourage  those  people  now 
smoking  to  discontinue  the  habit. 

Dr.  Barber  stated  that  the  Committee  took  this 
resolution  and  were  now  submitting  it  for  considera- 
tion without  comment.  Dr.  Froyd  stated  that  the 
AMA  had  passed  a similar  resolution.  Seconded  by 
Dr.  Goode  R.  Cheatham.  Motion  carried. 

The  following  resolution  was  presented  by  Dr. 
Brendan  P.  Phibbs: 

RESOLVED,  that  the  Wyoming  State  Medical  Society  sup- 
port legislation  to  authorize  an  appointed  parole  board,  in- 
cluding the  best  in  medical,  legal,  and  psychiatric  skills 
available  in  our  state,  and 

FURTHER,  that  our  Society  support  legislation  to  permit 
indefinite  incarceration  of  those  individuals  manifesting  com- 
pulsive repetitive  criminal  tendencies  of  such  character  as  to 
constitute  a public  menace. 

Dr.  Barber  moved  for  the  acceptance  of  the  reso- 
lution. Seconded  by  Dr.  Dan  B.  Greer.  Motion 
carried. 

This  concluded  Dr.  Barber’s  report  and  it  was 


moved  by  Dr.  Goode  R.  Cheatham  and  seconded  by 
six  delegates  that  Dr.  Barber  be  commended  for  hav- 
ing done  an  excellent  job  as  Chairman  of  the  Refer- 
ence Committee.  Motion  carried. 

Dr.  Frederick  H.  Haigler  moved  that  the  House  of 
Delegates  support  and  encourage  the  use  of  the 
standard  forms  as  issued  by  the  Health  Insurance 
Council.  Dr.  Dean  A.  Holt  suggested  the  motion 
be  amended  to  send  copies  of  the  resolution  to  all 
insurors  licensed  to  do  business  in  the  State  of 
Wyoming.  Dr.  Haigler  accepted  the  amendment  to 
his  motion.  Seconded  by  Dr.  H.  B.  Anderson.  Mo- 
tion carried. 

Medical  Services  Committee  report 

Dr.  William  N.  Karn,  Chairman,  stated  that  the 
Medical  Services  Committee  met  at  the  appropriate 
time  and  place  and  that  eight  subcommittees  re- 
ported, that  their  reports  appeared  in  the  Delegates’ 
Packet  and  that  reports  be  approved  as  written.  He 
stated  that  the  Committee  was  asked  again  to  state 
its  view  on  the  management  of  blood  banks,  and 
then  reaffirmed  its  previous  stand  regarding  the  reso- 
lution which  was  passed  by  the  House  of  Delegates 
last  year  and  can  be  found  in  the  minutes  of  the  60th 
annual  meeting.  Dr.  Karn  moved  for  the  adoption  of 
this  portion  of  his  report.  Seconded  by  Dr.  G.  M. 
Harrison.  Motion  carried. 

Dr.  Karn  stated: 

“A  carry-over  from  last  year  was  our  approved  motion 
that  before  the  P.K.U.  detection  program  be  ‘dropped 
and  buried  as  it  is  not  something  in  the  public  interest’ 
that  the  Child  Health  Subcommittee  be  instructed  to  submit 
a full  report  of  its  findings  in  time  for  discussion  at  the 
1964  meeting.  No  such  report  was  received.  It  was  your 
Committee’s  feeling  that  the  P.K.U.  detection  program  may 
well  have  some  merit  and  we  urge  that  the  House  of  Dele- 
gates request  a full  report  on  the  merits  of  such  a program 
for  next  year’s  Medical  Service  Reference  Committee.  In 
this  regard  I would  like  to  recommend  that  Subcommittee 
No.  10,  entitled  ‘Mental  Health’  be  altered  and  named  to 
read,  ‘Mental  Illness  and  Mental  Retardation’  and  the  re- 
quested report  submitted  to  the  latter  subcommittee.” 

It  was  moved  by  Dr.  Karn  that  this  portion  of  the 
report  be  adopted.  Seconded  by  Dr.  Laurence  W. 
Greene.  Motion  carried. 

The  matter  of  the  Federally  Sponsored  Vaccination 
Grants  was  submitted  to  the  Reference  Committee 
and  no  action  was  taken. 

Dr.  Karn  moved  for  the  adoption  of  that  portion 
of  his  report.  Seconded  by  Dr.  Harlan  B.  Anderson. 
Motion  carried. 

Dr.  Karn  read  a resolution  presented  by  Fremont 
County. 

BE  IT  RESOLVED,  that  soft  rubber  pads  without  bracing  be 
acceptable  if  worn  on  extremities  during  intermural  school 
athletic  programs. 

Dr.  Karn  said  that  the  Committee  recommended 
that  the  entire  matter  be  referred  to  the  Medical 
Aspect  of  Sports  subcommittee,  Dr.  Paul  J.  Preston, 
Chairman,  and  that  no  action  be  taken  on  the  resolu- 
tion. Dr.  Karn  then  moved  for  the  adoption  of  this 
portion  of  his  report.  Seconded  by  Dr.  Henry  N. 
Stephenson.  Motion  carried. 
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BE  IT  RESOLVED,  that  the  Wyoming  State  Medical  Society 
adopt  the  Code  of  Interprofessional  Relations  for  Physicians 
and  Pharmacists  in  Wyoming,  as  written. 

Dr.  Karn  stated  that  this  resolution  was  requested 
by  the  Wyoming  Pharmaceutical  Association.  The 
Committee  submitted  three  recommendations: 

(1)  That  the  Pharmaceutical  Association  submit  copies  of 
the  Code  as  written  to  each  County  Medical  Society  for 
comments,  additions,  or  deletions; 

(2)  After  comments  have  been  returned  that  there  be  a 
meeting  or  communication  with  the  Pharmaceutical  Associa- 
tion as  to  the  possibility  of  a revision  of  the  Code;  and 

(3)  That  the  aforementioned  committee  submit  a written 
report  to  next  year’s  Medical  Reference  Committee  for  final 
action  at  that  time. 

Dr.  Karn  then  moved  for  the  adoption  of  this  por- 
tion of  the  report.  Seconded  by  Dr.  S.  J.  Giovale. 
Motion  carried. 

Dr.  Karn,  as  retiring  Chairman  of  the  Medical 
Services  Committee,  expressed  a regret  that  there  had 
not  been  more  work  to  do.  He  then  discussed  the 
consolidation  of  various  committees.  Dr.  Karn  moved 
for  the  adoption  of  that  portion  of  his  report. 
Seconded  by  Dr.  Henry  N.  Stephenson.  Motion 
carried. 

Dr.  Frederick  H.  Haigler  moved  that  Dr.  Karn  be 
commended  for  his  interest  and  thoroughness  in  pre- 
paring and  presenting  his  report.  Seconded  by  Dr. 
Stuckenhoff.  Motion  carried. 

Dr.  Vernon  L.  Bolton  expressed  his  appreciation 
for  his  cordial  welcome  at  the  Wyoming  meeting  and 
invited  the  members  of  the  Wyoming  Society  to  at- 
tend the  Colorado  meeting. 

President  John  H.  Froyd  asked  for  a standing  ova- 
tion for  Mr.  Arthur  Abbey  and  Mr.  Harvey  Sethman 
for  their  efforts  in  handling  all  of  the  emergencies 
which  arose  as  the  result  of  the  death  of  Dr.  Norman 
A.  Welch. 

Research,  Organization,  and 
Scientific  Program  Committee  report 

Dr.  Ray  K.  Christensen,  Chairman,  read  the  fol- 
lowing resolution  which  was  presented  by  Fremont 
County : 

BE  IT  RESOLVED,  that  with  the  completion  of  the  present 
contract  with  the  Jackson  Lake  Lodge  (which  will  go 
through  1967)  that  the  annual  meeting  of  the  Wyoming  State 
Medical  Society  be  held  in  various  towns  throughout  the 
state  on  a rotating  basis. 

Dr.  Christensen  stated  that  the  resolution  was  duly 
noted  and  that  it  was  the  recommendation  of  the 
committee  that  it  do  not  pass.  Dr.  Christensen  moved 
for  the  adoption  of  this  portion  of  the  report  and  that 
the  resolution  do  not  pass.  After  a lengthy  discussion 
by  numerous  members  of  the  House  of  Delegates  the 
motion  was  seconded  by  Dr.  Dan  B.  Greer  and 
carried.  That  concluded  Dr.  Christensen’s  report. 

President  Froyd  called  for  any  further  discussion 
on  the  changes  in  the  Constitution  and  Bylaws  as 
presented  at  the  first  session  by  Dr.  Harlan  B. 
Anderson.  It  was  moved  by  Dr.  Anderson  and  sec- 
onded by  Dr.  S.  J.  Giovale  that  the  changes  be  ap- 
proved. Motion  carried. 

Dr.  Harmon  L.  Wilmoth  discussed  the  importance 


of  the  Mental  Health  Committee.  No  action  was  re- 
quested and  none  taken. 

Dr.  S.  J.  Giovale  moved  that  the  following  special 
resolution  be  adopted.  It  was  seconded  by  Dr. 
William  Karn  and  unanimously  passed. 

WHEREAS,  the  Wyoming  State  Medical  Society  through  its 
President,  John  H.  Froyd,  MD,  expresses  the  profound 
sympathy  of  the  entire  membership  of  the  Wyoming  State 
Medical  Society  in  the  untimely  death  of  a great  American, 
Dr.  Norman  Welch,  President  of  the  American  Medical  Asso- 
ciation. The  prayers  of  all  the  doctors  in  Wyoming  are  with 
Mrs.  Welch  and  her  five  children  during  this  tragic  hour. 

BE  IT  RESOLVED,  that  this  resolution  be  unanimously 
adopted  with  the  expression  of  our  esteem  and  respect,  and 
be  transmitted  to  the  family  of  the  late  Norman  Welch,  MD. 

Dr.  S.  J.  Giovale  moved  that  the  following  resolu- 
tion be  passed,  seconded  by  Dr.  William  Karn.  Mo- 
tion carried. 

WHEREAS,  the  Wyoming  State  Medical  Society  in  its  Sixty- 
first  Annual  Meeting  assembled  at  Jackson  Lake  Lodge, 
Moran,  Wyoming,  on  September  1,  2,  3,  and  4,  1964  has 
enjoyed  a most  successful  convention;  and 
WHEREAS,  the  Scientific  Program  has  been  of  extraordinarily 
high  quality,  with  outstanding  speakers  and  outstanding 
scientific  exhibits;  and 

WHEREAS,  the  hospitality  of  the  personnel  of  the  Jackson 
Lake  Lodge  has  been  shown  in  many  ways,  adding  to  the 
comfort  and  enjoyment  of  all  the  members  and  guests;  and 

WHEREAS,  the  commercial  exhibitors  have  contributed  very 
materially  to  the  success  of  the  convention  by  their  co- 
operation and  devotion  to  the  needs  of  the  physicians;  and 

WHEREAS,  special  recognition  is  due  President  John  H. 
Froyd  for  the  many  ways  his  leadership  and  efforts  have 
insured  the  success  of  the  meeting;  and 

WHEREAS,  Special  recognition  is  due  Arthur  R.  Abbey, 
Executive  Secretary,  for  his  attention  to  details,  efficiency, 
and  customary  good  will;  and 

WHEREAS,  the  Wyoming  Division  of  the  American  Cancer 
Society,  Wyoming  Heart  Association,  Wyoming  Tuberculosis 
and  Health  Association,  the  Wyoming  Chapter  of  the 
Academy  of  General  Practice,  have  made  excellent  con- 
tributions to  the  meetings  by  providing  speakers;  and 

WHEREAS,  many  of  the  officers,  reference  committee  chair- 
men and  other  committee  members  of  the  Society  have 
worked  with  diligence  and  devotion  throughout  the  year  to 
make  possible  the  considerable  achievements  of  the  Society; 
and 

WHEREAS,  our  Society  has  been  additionally  honored  by  the 
delegation  from  Colorado,  including  Dr.  Vernon  L.  Bolton, 
President  of  the  Colorado  Medical  Society,  and  Mr.  Harvey 
Sethman,  Executive  Secretary  of  the  Colorado  Medical 
Society;  and 

WHEREAS,  the  success  and  charm  of  the  convention  is 
greatly  enhanced  by  the  presence  and  valued  loyalty  of  the 
Ladies’  Auxiliary:  and  that  our  Society  was  honored  by  the 
presence  of  Mrs.  William  H.  Evans,  President,  Woman’s 
Auxiliary  to  the  American  Medical  Association;  therefore, 
be  it 

RESOLVED,  that  the  members  of  the  House  of  Delegates 
of  the  Wyoming  State  Medical  Society  assembled  take  this 
opportunity  to  unanimously  express  their  deep  appreciation 
for  all  of  the  matters  heretofore  contained. 

Dr.  Harlan  B.  Anderson  stated  that  he  had  spoken 
to  Dr.  Donovan  Ward,  the  new  President  of  AMA 
and  that  on  behalf  of  the  Wyoming  State  Medical 
Society,  either  the  Board  of  Trustees  or  the  President 
will  send  out  letters  of  commendation  to  the  doctors, 
Arthur  Abbey,  and  Harvey  Sethman,  and  the  other 
people  who  have  helped  at  this  time,  to  St.  John’s 
Hospital,  and  to  Mr.  Lillie  and  the  staff  at  Jackson 
Lake  Lodge. 

Dr.  Harmon  L.  Wilmoth  spoke  briefly  about  the 
American  Association  of  Physicians  and  Surgeons. 


/or  November,  1964 


63 


Dr.  Harlan  B.  Anderson  reported  that  Dr.  Andrew 
Bunten  would  be  nominated  for  Vice  President  of 
the  AMA  and  suggested  that  funds  be  provided  by 
the  Wyoming  Society  for  the  use  of  the  Wyoming 
delegation  for  a reception  for  Dr.  Bunten  in  New 
York  at  the  annual  meeting  of  the  AMA.  It  was 
moved  by  Dr.  Frederick  H.  Haigler  and  seconded  by 
Dr.  S.  J.  Giovale  that  funds  not  to  exceed  $1,000 
be  provided  for  that  purpose.  Motion  carried. 

President  John  H.  Froyd  then  gave  the  President’s 
Address,  which  was  enthusiastically  received  and 
which  will  appear  in  an  early  issue  of  the  Rocky 
Mountain  Medical  Journal. 

Election  of  Officers 

Dr.  Howard  P.  Greaves,  Chairman  of  the  Nom- 
inating Committee,  nominated  Dr.  Roger  B.  Mattson 
and  Dr.  Bernard  Stack  for  Treasurer.  President 
Froyd  called  for  nominations  from  the  floor.  Dr. 
Haigler  moved  and  Dr.  Greene  seconded  that  the 
nominations  be  closed.  Motion  carried.  A ballot  was 
taken  and  Dr.  Roger  Mattson  was  elected  Treasurer. 

Dr.  Thomas  A.  Nicholas  stated  that  he  and  Dr. 
Barber  had  discussed  the  feeling  of  Dr.  Welch  for 
the  education  program  of  the  AMA  and  suggested 
that  a donation  might  be  given  to  the  education 
fund  in  his  name  as  a memorial  from  the 
Society.  Dr.  Goode  R.  Cheatham  suggested  that 
since  the  possibility  existed  of  the  transfer  of  the 
state  scholarship  fund  to  AMA  for  administration, 
that  this  might  be  done  with  the  proper  notation  as 
applying  in  memory  of  Dr.  Welch.  President  Froyd 
said  that  since  the  Council  had  authority  to  act  in 
the  disposition  of  the  Scholarship  Fund  that  this 
matter  would  be  referred  to  it. 

Dr.  Greaves,  for  the  Nominating  Committee,  nom- 
inated Dr.  Oscar  Rojo  for  Secretary.  President  Froyd 
then  called  for  nominations  from  the  floor.  Dr.  John 
J.  Corbett  nominated  Dr.  Laurence  W.  Greene.  There 
being  no  further  nominations,  a ballot  was  taken  and 
Dr.  Oscar  Rojo  was  elected  Secretary. 

Dr.  Ray  K.  Christensen  having  been  nominated  by 
the  Committee  for  Vice  President  and  there  being 
no  further  nominations  from  the  floor.  Dr.  G.  W. 
Rounsburg  moved  the  nominations  be  closed  and 
the  Secretary  instructed  to  cast  a unanimous  ballot 
for  Dr.  Christensen.  Motion  carried  and  Dr. 
Christensen  was  elected  unanimously. 

Dr.  Thomas  Nicholas  having  been  nominated  by 
the  Committee  and  there  being  no  nominations  from 
the  floor  for  President-elect,  Dr.  Goode  R.  Cheatham 
moved  the  nominations  be  closed  and  the  Secretary 
instructed  to  cast  a unanimous  ballot  for  Dr. 
Nicholas.  Motion  carried. 

Delegate  to  the  AMA.  Dr.  Harlan  B.  Anderson’s 
name  having  been  presented  by  the  Nominating 
Committee,  and  no  further  nominations  having  been 
made  from  the  floor.  Dr.  Albert  T.  Sudman  moved 
and  Dr.  Goode  R.  Cheatham  seconded  that  the  nom- 
inations be  closed  and  the  Secretary  cast  a unanimous 
ballot  for  Dr.  Anderson.  Motion  carried. 


For  Alternate  Delegate  to  the  AMA  Dr.  Greaves 
reported  that  the  Nominating  Committee  nominated 
Dr.  Frederick  H.  Haigler.  There  being  no  nomina- 
tions from  the  floor.  Dr.  Ray  K.  Christensen  moved 
that  the  nominations  be  closed  and  a unanimous 
ballot  cast  by  the  Secretary  for  Dr.  Haigler.  Seconded 
by  Dr.  Thomas  A.  Nicholas.  Motion  carried. 

President  Froyd,  after  the  Nominating  Committee 
presented  Dr.  Sam  S.  Zuckerman  for  Advisory  to 
Selective  Service,  called  for  nominations  from  the 
floor.  There  being  none.  Dr.  H.  E.  Stuckenhoff 
moved  the  nominations  be  closed  and  the  Secretary 
instructed  to  cast  a unanimous  ballot  for  Dr. 
Zuckerman.  Seconded  by  Dr.  John  J.  Corbett.  Mo- 
tion carried. 

The  nominations  for  Blue  Cross  Trustees  were 
Dr.  A.  A.  Engelman,  Dr.  William  T.  Ward,  Dr. 
Harold  F.  Edwards,  Dr.  Duane  M.  Kline,  and 
Dr.  Harry  B.  Durham.  President  Froyd  stated  that 
two  were  to  be  elected.  After  a ballot,  Drs.  Kline 
and  Durham  were  announced  as  elected. 

President  Froyd  asked  for  ratification  of  the 
Council  meeting  held  on  Tuesday,  September  1. 
Mr.  Arthur  Abbey  advised  that  at  the  Council  meet- 
ing, the  minutes  of  the  June  7 meeting  were  ap- 
proved, the  financial  report  was  approved,  the  budget 
was  approved,  which  was  reported  on  at  the  first 
meeting  of  the  House  of  Delegates,  the  Executive 
Secretary  was  reemployed  at  the  same  salary,  the 
Grievance  Committee  report  was  given  by  Dr. 
Giovale  and  approved.  Dr.  Nicholas  reported  on  the 
AMA  institute,  Mr.  Anderson  reported  on  Public 
Relations,  the  first  aid  station  at  the  next  session  of 
the  legislature  was  discussed,  and  a motion  was  made 
to  contribute  up  to  $300  for  staffing  the  station.  It 
was  moved  by  Dr.  John  J.  Corbett  that  the  action 
of  the  Council  be  ratified.  Seconded  by  Dr.  Thomas 
A.  Nicholas.  Motion  carried. 

President  Froyd  stated  that  Dr.  Anderson’s  and 
Dr.  Ridgway’s  terms  as  Blue  Shield  Trustees  expired 
and  that  they  had  been  nominated  by  the  Committee 
for  reelection.  There  being  no  nominations  from  the 
floor,  Dr.  Stuckenhoff  moved  the  nominations  be 
closed  and  the  Secretary  cast  a unanimous  ballot  for 
the  two  nominees.  Seconded  by  Dr.  W.  Andrew 
Bunten.  Motion  carried. 

Dr.  Howard  P.  Greaves  reported  that  Dr.  Millard 
J.  Smith  had  been  nominated  for  reelection  as  Dele- 
gate to  the  Rocky  Mountain  Medical  Conference  for 
a three-year  term.  There  being  no  further  nomina- 
tions, Dr.  Bernard  J.  Sullivan  moved  the  nominations 
be  closed  and  the  Secretary  cast  a unanimous  ballot 
for  Dr.  Smith.  Seconded  by  Dr.  Dean  A.  Holt.  Mo- 
tion carried. 

Dr.  Howard  P.  Greaves,  the  new  President  of  the 
Wyoming  State  Medical  Society  received  the  horse- 
bell  and  gavel  from  retiring  President  John  H.  Froyd. 
President  Howard  P.  Greaves  addressed  the  House 
briefly. 

Dr.  H.  E.  Stuckenhoff  moved  that  the  61st  annual 
meeting  of  the  House  of  Delegates  of  the  Wyoming 
State  Medical  Society  be  adjourned.  Seconded  by 
Dr.  John  J.  Corbett.  Motion  carried. 
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In  sinusitis,  colds,  U.R.I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R.I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  be  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended  for  use  during  pregnancy. 

^Clinical  report  on  file,  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIFE 

In  this  “pop  art”  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life”  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 


NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUL  FORTE 

2 mg.  per  tablet 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduced,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  when  these  situations  are  complicated  by  mild  anxiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

A House-Senate  conference  committee  deadlocked 
over  the  Johnson  Administration’s  so-called  medi- 
care proposal  before  adjourning  to  campaign  for  the 
November  elections. 

It  meant  the  death  of  such  legislation  for  this 
year  unless  Congress  should  be  called  back  in  spe- 
cial session  after  the  elections  for  further  considera- 
tion of  the  legislation  by  the  conference  committee. 

However,  medicare  supporters  said  they  would 
revive  the  issue  next  year  and  make  another  attempt 
to  get  Congressional  approval  for  hospitalization  for 
the  aged  financed  by  a social  security  tax  increase. 

Failure  of  the  committee  to  reach  agreement  on 
medicare  also  killed  a cash  increase  in  social  security 


benefits.  The  House  overwhelmingly  voted  for  the 
cash  increase.  The  Senate  voted  49-to-44  to  add  an 
administration  proposal  that  would  have  financed 
some  hospitalization  and  nursing  home  care  for  the 
aged  under  social  security. 

A majority  of  the  House  conferees — Ways  and 
Means  Committee  Chairman  Wilbur  D.  Mills 
(D.,  Ark.),  Reps.  John  W.  Byrnes  (R.,  Wis.)  and 
Thomas  B.  Curtis  (R.,  Mo.) — stood  pat  against  medi- 
care. Democratic  Reps.  Cecil  R.  King  (Calif.)  and 
Hale  Boggs  (La.)  voted  for  it. 

Four  of  the  seven  Senate  conferees  voted  to  the 
last  in  the  conference  for  medicare.  All  Democrats, 
they  were  Sens.  Clinton  P.  Anderson  (N.M.), 
George  A.  Smathers  (Fla.),  Russell  B.  Long  (La.) 
and  Albert  Gore  (Tenn.).  Opposing  medicare  were 
Finance  Committee  Chairman  Harry  F.  Byrd 
(D.,  Va.)  and  Sens.  John  J.  Williams  (R.,  Del.)  and 
Frank  Carlson  (R.,  Kan.). 

The  conferees  from  each  the  Senate  and  the 
House  voted  as  a group  with  a majority  determining 
how  the  group  vote  is  cast. 

Byrnes  pointed  out  that  the  pro-medicare  senate 
conferees  had  denied  an  increase  in  social  security 
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cash  benefits  by  refusing  to  have  any  bill  approved 
if  it  didn’t  include  medicare. 

“Adequate  cash  benefits  and  medicare  cannot  both 
be  financed  through  a social  security  tax,”  Byrnes 
said.  “Adoption  of  the  Senate  amendment  would 
make  it  impossible,  as  a practical  matter,  to  adjust 
cash  benefits  in  order  to  meet  increase  in  the  cost 
of  living.  Cash  benefits  under  social  security  would 
be  ‘frozen.’  ” 

Meantime,  the  federal-state  Kerr-Mills  is  paying 
part  or  all  of  the  costs  of  medical  care,  including 
hospitalization,  for  thousands  of  aged  Americans 
who  need  such  help. 

Payments  for  medical  care  under  the  Nation’s 
federally-aided  public  assistance  programs  neared 
the  $1  billion  mark  in  1963 — an  increase  of  almost 
$150  million  over  1962,  according  to  recent  Health, 
Education  and  Welfare  Department  figures. 

Almost  three-quarters  of  the  total — nearly  $745 
million — was  for  medical  assistance  to  the  aged  un- 
der the  Kerr-Mills  Old  Age  Assistance  (OAA)  and 
Medical  Assistance  for  the  Aged  (MAA)  programs. 
These  costs  alone  increased  by  nearly  $110  million 
over  1962. 


Medical  Assistance  for  the  Aged,  totalled  $330 
million,  an  increase  of  $79  million  over  1962,  while 
medical  care  costs  for  recipients  of  Old  Age  Assist- 
ance totalled  $415  million,  an  increase  of  $31  mil- 
lion over  1962.  The  MAA  program  covers  the  aged 
who  can  provide  for  themselves  ordinarily  but  need 
help  on  their  medical  expenses.  The  OAA  program 
provides  medical  care  for  the  aged  on  public  wel- 
fare rolls. 

Total  costs  of  medical  care  in  1963  for  the  needy 
aged,  blind,  disabled,  and  families  with  children 
totalled  $964,276,000,  a large  percentage  of  which 
was  paid  for  hospitalization. 

The  figures  for  1963  showed  that  for  the  federally- 
aided  programs: 

— Hospital  bills  accounted  for  about  40  percent 
of  the  expenditures,  or  $384,888,000,  an  increase  of 
$52  million  over  1962. 

— Nursing  homes  received  $333,867,000,  an  in- 
crease of  $62  million  over  1962. 

— Physicians  were  paid  $88,942,000,  increased  $7 
million. 

— Dentists  received  $21,203,000,  increased  $3  mil- 
lion. 


r 


physically  — its  microscopically  fine  aqueous  vitamin  A 
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the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.A 

capsules 


two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 


astronomically  — with  allergenic  factors 

removed  and  free  from  “fishy”  taste,  Aquasol  A is. 

well  tolerated  and  burpless 


Bottles  of  100  and  500  capsules. 


Samples  and  literature  upon  request. 
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— Drug  payments  totalled  $89,216,000,  increased 
$12  million. 

— Various  other  services  such  as  optometrists, 
podiatrists,  special  medical  supplies,  etc.  totalled 
$46,072,000. 

Medical  care  for  needy  children  and  their  parents 
accounted  for  $111.7  million  or  $15  million  over 
1962.  Recipients  of  aid  to  the  permanently  and  to- 
tally disabled  received  medical  care  benefits  of  $97.9 
million  in  1963,  about  $21  million  more  than  1962; 
and  aid  to  the  needy  blind  medical  care  reached 
$10.8  million,  an  increase  of  $1  million. 

Expenditures  under  the  Kerr-Mills  program,  which 
was  enacted  late  in  1960,  are  running  much  higher 
now  than  in  1962  because  more  states  have  the 
program  in  operation  and  its  benefits  have  been 
expanded  by  some  of  the  states  that  were  among 
the  first  to  start  it.  Kerr-Mills  MAA  expenditures  to- 
talled about  $36.3  million  for  185,641  aged  patients 
in  July  1964. 

Kerr-Mills  programs  were  in  operation  by  the 
fall  of  1964,  in  38  states  and  four  other  jurisdictions; 
Alabama,  Arkansas,  California,  Colorado,  Connecti- 
cut, Delaware,  Florida,  Hawaii,  Idaho,  Illinois,  Iowa, 
Kansas,  Kentucky,  Louisiana,  Maine,  Maryland, 
Massachusetts,  Michigan,  Minnesota,  Nebraska,  New 
Hampshire,  New  Jersey,  New  York,  North  Carolina, 
North  Dakota,  Oklahoma,  Oregon,  Pennsylvania, 
South  Carolina,  South  Dakota,  Tennessee,  Utah, 
Vermont,  Virginia,  Washington,  West  Virginia,  Wis- 
consin, Wyoming,  Guam,  Puerto  Rico,  the  Virgin 
Islands  and  the  District  of  Columbia. 


Four  other  states — Georgia,  Indiana,  Mississippi 
and  New  Mexico — have  authorized  MAA  programs. 
It  will  begin  in  Indiana  on  January  1,  1965  and  is 
scheduled  to  start  in  Rhode  Island  by  then. 

The  states  themselves  gave  favorable  reports  on 
their  experiences  with  the  Kerr-Mills  program.  For 
instance.  Gov.  George  Romney  of  Michigan,  one 
of  the  first  states  to  start  a Kerr-Mills  program,  told 
the  Senate  Finance  Committee  that  his  state  “is 
proud  of  its  MAA  program  and  of  our  efforts  to 
provide  better  medical  and  hospital  services  for  our 
senior  citizens.” 

Romney’s  letter  was  prompted  by  charges  that 
Michigan’s  Kerr-Mills  program  is  inadequate,  does 
not  reach  enough  people,  and  is  too  heavy  a financial 
burden  for  the  state.  The  charges  were  made  by 
HEW  Assistant  Secretary  Wilbur  Cohen.  Romney 
cited  facts  to  show  that  none  of  Cohen’s  charges  were 
justified. 

To  inform  the  public  on  the  broad  range  of  health 
care  available  under  Kerr-Mills  to  aged  persons  un- 
able to  pay  for  it  themselves,  the  American  Medical 
Association,  in  cooperation  with  state  and  county 
medical  societies,  conducted  a nationwide  educa- 
tional program. 

The  educational  program  included  explanations 
by  physicians  to  patients,  newspaper  and  magazine 
ads,  and  television  and  radio  broadcasts.  Much  of 
it  coincided  with  Community  Health  Week,  Oct. 
18-24. 


DOCTOR - 

WOULD  YOU  BELIEVE  1,500  OF  YOUR  COLLEAGUES? 

THEN  WE  COME  TO  YOU  WELL  RECOMMENDED! 

After  20  years  working  exclusively  with  the  Medical  and  Dental  Pro- 
fessions in  I I states,  we  offer  you  wide  experience,  statistical  data 
and  basic  knowledge  to  help  you  with  your  practice  problems.  Our 
service  includes  records  and  routines,  taxes,  investments,  insurance,  credit  and  col- 
lections, personnel,  and  any  other  problems  you  may  have. 

Our  representative  in  your  area  is  Mr.  Roger  Rusley,  one  of  our  best  qualified  con- 
sultants. Won't  you  let  him  explain  to  you— -WITHOUT  OBLIGATION — how  our 
services  may  also  help  you? 


PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 

Golden,  Colorado 


MEMBER 
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PEPTIC  ULCER 


FUNCTIONAL  H Y P E R M O T I L I T Y • 


IRRITABLE  COLON 


PRO’BANTHlNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach*  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  dr  ugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-BanthTne]. 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60S80 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
IJ5.136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T,  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure  j 

would  also  suit  hervery  well 

For  suitably  gradual,  physiologic 

hypotensive  treatment  ; 
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HYDROMOX' 

QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  Nay  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  GeriaL  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


The  Adolescent  in  Psychotherapy:  By  Donald  J.  Holmes,  MD. 
Boston,  1964,  Little.  Brown.  337  p.  Price:  $9.50. 

Animal  Behaviour  and  Drug  Action:  Ciba  Symposium.  Boston, 
1964,  Little,  Brown.  491  p.  Gift — Ciba. 

An  Approach  to  Community  Mental  Health:  By  Gerald 
Caplan,  MD.  New  York,  cl961,  Grune.  262  p.  Price:  $4.50. 


End  of  Hope;  a Social-Clinical  Study  of  Suicide:  By  Arthur 
L.  Kobler  and  Ezra  Stotland.  New  York,  1964,  Free  Pr.  266  p. 
Price:  $6.50. 

Evolution  of  Psychosomatic  Concepts;  Anorexia  Nervosa:  a 
Paradigm:  Edited  by  M.  Ralph  Kaufman,  MD  and  Marcel 
Heiman,  MD.  New  York,  1964,  International  Univ.  Press. 
399  p.  Price:  $10.00. 

Handbook  of  Obstetrics  and  Gynecology:  By  Ralph  C. 
Benson,  MD.  Los  Altos,  1964,  Lange.  656  p.  Price:  $5.00. 

Human  Factors  in  Highway  Transport  Safety:  By  Ross  A. 
McFarland  and  A.  L.  Moseley.  Boston,  1954,  Harvard  School 
of  Public  Health.  295  p.  Gift. 

Management  Accounting  for  Hospitals:  By  Philip  J.  Taylor, 
CPA  and  Benjamin  O.  Nelson,  CPA.  Philadelphia,  1964, 
Saimders.  449  p.  Gift — Publisher. 

Medical  Writing;  the  Technic  and  the  Art:  By  Morris 
Fishbein,  MD.  2d  ed.  Philadelphia,  1948,  Blakiston.  292  p. 
Gift. 

New  Dimensions  in  Psychosomatic  Medicine:  Edited  by 
Charles  W.  Wahl,  MD.  Boston,  1964,  Little,  Brown.  340  p. 
Price:  $8.50. 


The  Biochemistry  of  Clinical  Medicine:  By  William  S. 
Hoffman,  PhD,  MD,  FACP.  3d  ed.  Chicago,  1964,  Year  Book. 
802  p.  Price:  $12.50. 

Business  Management  of  a Medical  Practice:  By  Bernard  D. 
Hirsh,  LLB.  St.  Louis,  1964,  Mosby.  190  p.  Price:  $7.75. 

Career  Training  in  Child  Psychiatry;  Report:  Washington, 
1964,  American  Psychiatric  Association,  1964.  260  p.  Price: 
$3.00. 

Cellular  Injury:  Ciba  Symposium.  Boston,  1964,  Little,  Brown. 
403  p.  Gift — Ciba. 

Clinical  Aspects  of  Immunology:  Edited  by  P.  G.  H.  Gell, 
MB,  MRCS,  and  R.  R.  A.  Coombs,  MRCVS,  BSc,  PhD.  2d 
printing  revised.  Philadelphia,  1964,  Davis.  883  p.  Price  $16.39. 

Conversations  With  Carl  Jung  and  Reactions  From  Ernest 
Jones:  By  Richard  Isadore  Evans,  PhD.  Princeton,  N.  J., 
1964,  Van  Nostrand.  173  p.  Price:  $1.75. 

Corneal  Contact  Lenses:  Edited  by  Louis  J.  Girard,  MD, 
FACS  and  others.  St.  Louis,  1964,  Mosby.  329  p.  Price:  $18.50. 

The  Crisis  in  Medical  Education:  By  Lester  J.  Evans,  MD. 
Ann  Arbor,  1964,  Univ.  of  Michigan.  101  p.  Price  $3.74. 

Directory  of  National  Voluntary  Health  Organizations:  Amer- 
ican Medical  Association.  Chicago,  1964,  AMA.  177  p.  Gift. 


Orthopedic  Surgery  in  Infancy  and  Childhood;  By  Albert  B. 
Ferguson,  BA,  MD.  2d  ed.  Baltimore,  1%3,  Williams  & 
Wilkins.  650  p.  Price;  $18.50. 

Pathology  and  Treatment  of  Sexual  Deviation,  a Methodologi- 
cal Approach:  Edited  by  Ismond  Rosen,  MD,  DPM.  New  York, 
1964,  Oxford.  510  p.  Price:  $11.50. 

Pediatric  Neurology:  Edited  by  Thomas  W.  Farmer,  MD. 
New  York,  1964,  Hoeber.  690  p.  Price:  $18.50. 

Physical  Examination  of  the  Surgical  Patient:  By  J.  E. 
Dunphy,  MD,  FACS  and  T.  W.  Botsford,  MD,  FACS.  3d  ed. 
Philadelphia,  1964,  Saunders.  396  p.  Price:  $8.50. 

Psychiatric  Aspects  of  the  Prevention  of  Nuclear  War:  Group 
for  the  Advancement  of  Psychiatry,  Report  No.  57,  1964. 
317  p.  Gift. 

The  Psychiatric  Professions;  Power,  Conflict,  and  Adaptation 
in  a Psychiatric  Hospital  Staff:  By  William  A.  Rushing. 
Chapel  Hill,  1964,  Univ.  of  North  Carolina  Press.  267  p.  Price: 
$6.00. 

The  Small  Intestine:  Its  Function  and  Diseases:  By  Thomas 
W.  Sheehy,  MD,  FACP  emd  Martin  H.  Floch,  MS,  MD.  New 
York,  1964,  Hoeber.  479  p.  Price:  $20.00. 

Textbook  in  Analytic  Group  Psychotherapy;  By  Samuel  R. 
Slavson,  MD.  New  York,  1964,  International  Univ.  Press. 
563  p.  Price : $10.00. 


The  Early  Diagnosis  of  the  Acute  Abdomen:  By  Zachary 
Cope,  MD,  MS,  FRCS.  10th  ed.  London,  1953,  Oxford.  270  p. 
Gift. 


Textbook  of  Pediatrics:  Edited  by  Waldo  E.  Nelson,  MD, 
DSc.  8th  ed.  Philadelphia,  1964,  Saunders.  1636  p.  Price; 
$16.20. 


Life  Insurance  Medical  Research  Fund 

A record  $1.4  million  in  grants  for  basic  medical  research  and  for  training  of  medical  sci- 
entists will  be  paid  by  the  Life  Insurance  Medical  Research  Fund  during  the  coming  year,  ac- 
cording to  Dr.  William  A.  Jeffers,  scientific  director  of  the  Fund.  The  grants  were  contributed  by 
134  life  insurance  companies  in  the  United  States  and  Canada.  The  Life  Insurance  Medical  Re- 
search Fund  is  aiding  a total  of  70  new  research  projects  during  the  1964-65  year,  and  is  award- 
ing new  fellowships  to  19  exceptionally  promising  medical  students. 

The  research  grants  are  in  fields  that  can  throw  light  on  basic  disease  mechanisms.  The  Fund 
gives  broad  aid  to  research  into  the  nation’s  leading  cause  of  death,  diseases  of  the  heart  and  cir- 
culatory system.  Basic  research  has  wide  applicability  for  the  control  of  other  diseases,  as  well. 
The  fellowships  are  offered  for  medical  students  nominated  by  the  deans  of  their  schools.  Final 
selection  is  made  on  the  basis  of  academic  excellence  and  commitment  to  a career  in  medical  re- 
search. The  fellowships  provide  for  up  to  six  years’  training,  leading  to  both  MD  and  PhD  de- 
grees. Since  its  organization  in  1945,  the  fund  has  provided  $17.6  million  for  medical  research 
and  education. — From  Life  Insurance  Medical  Research  Fund. 
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THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN—NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


CONDOMINIUM 


OR  LEASE 
WEST  ALAMEDA 
MEDICAL  PLAZA 


NOW  READY  FOR  OCCUPANCY 


ALL  ONE  STORy  COURT  OFFICES 
IN  CORNER  OF  DENVER'S  LARGEST 
SHOPPING  CENTER  "VILLA  ITALIA" 

6900  W.  Alameda,  Denver  26,  Colo. 
Phone  922-3525 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  I 6th  Street 
Denver  2 


Telephone 

534-8714 


COLORADO  X-RAY 

SALES  • SERVICE 

LEASING 

1422  POPLAR  ST.  DENVER,  COLORADO  80220 

PHONE  322-5081 

MEDICAL  X-RAY  EQUIPMENT 

FILM  AND  CHEMICALS 

24 

PHYSICAL  THERAPY  EQUIPMENT 

HOUR 

ELECTRQCARDIQLQGICAL  EQUIPMENT 

SERVICE 

322-5081 



DARKRQQM  ACCESSQRIES 

for  November,  1964 
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Colorado  Medical  Society 

OFFICEBS~1964-65— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairnian  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denve 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin.  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1864-65— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Ernest  J.  Eichwald,  Great  Falls. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS— 1963-64 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien.  Ill,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  MD,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS— 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  F.  Beaudette,  Raton. 


Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesla. 

Speaker,  House  of  Delegates:  Jolin  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1.  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS- — 1864-65 — -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City 

President-elect:  L.  V.  Broadbent,  Cedar  City 

Past  President:  Scott  M.  Budge,  Logan 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City 

Secretary:  Bussell  M.  Nelson,  Salt  Lake  City 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 

Springville 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden 
Scientific  Editor  for  Montana,  Eocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Eocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman.  42  South  Fifth 
East,  Salt  Lake  City 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs. 

PresMent-elect:  Thomas  Nicholas,  Buffalo. 

Vice  President:  Ray  Christensen,  Powell. 

Secretary:  Oscar  J.  Rojo,  Sheridan. 

Treasurer:  Roger  P.  Mattson,  Casper. 

Delegate  to  the  AMA:  Harlan  B.  Anderson.  Casper. 

Alternate  Delegate  to  the  AMA:  Frederick  H.  Haigler,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Arthur 
R.  Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne:  Tel.  632-5525. 


NATURAL  GAS  & ELiCTRICITY 


THE 

ENERGY  TEAIVI 
FOR 

MODERN  LIVING 

PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIL 


TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazii’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine— -on  prescription  only— as 

'EMPRAZIL-C'®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


/or  November,  1964 
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WANT  ADS 


AVAILABLE  JANUARY  I,  1965,  for  lease  or  sub-lease— 
medical  suite,  600  sq.  ft.  Excellent  location  in  Littleton  at 
6200  So.  Broadway,  Medical  Arts  Building,  with  two  dentists, 
four  MD  specialists,  including  radiologist.  Occupied  IV2.  years 
by  General  Practitioner.  Moving  north  three  blocks  to 
Orchard  Road.  Call  Clarence  O.  Hughes,  MD,  798-1351.  11-5-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  fioor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TF 


PEDIATRICIAN 

OB-GYN 

EENT 

A qualified,  sufficient  practitioner  from  each  field,  needed 
to  supplement  new  medical  building  in  the  most  desirable, 
economically  stable  community  in  the  U.S, — Palo  Verdes 
Estates,  California.  30  miles  from  Metropolitan  Los  Angeles. 
This  is  an  exceptional  opportunity  for  the  exceptional  man. 
Rental  consideration  for  new  practitioners.  E.  L.  MacFarlane, 
MD,  36  Malaga  Cove  Plaza,  Palos  Verdes  Estates,  California 
90275.  10-1-2 


NEW  MEDICAL  ARTS  BUILDING  adjacent  to  Community 
Hospital  has  office  space  for  immediate  lease.  Excellent  op- 
portunities for  ENT,  Ophthalmology,  General  Practice  in  area. 
Write  to  C.  O.  Roberts,  MD,  1136  Alpine  Ave.,  Boulder,  Colo. 

10-4-4 


ANESTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings January  and  July,  1965.  Department  of  6 full-time  anes- 
thesiologists. Eligibility  for  Illinois  licensure  required.  Stipend 
$6,000  first  year.  Contact  Dr.  William  A.  DeWitt,  Department 
of  Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois.  10-5-3 


AVAILABLE  JANUARY  1,  1965,  for  sub-lease  or  lease — 
medical  suite,  900  sq.  ft.  Brookridge  Shopping  Center,  125 
E.  Centennial,  Littleton.  Across  the  street  from  new  Burt 
Chevrolet  (5200  So.  Broadway).  Suite  occupied  five  years 
by  GP  moving  seven  blocks  south  to  Orchard  Rd.  Three  MD 
specialists  and  two  dentists  remain  adjacent.  Call  John  L. 
Stewart,  MD,  781-7819.  11-4-3 


BUILDING  A NEW  MEDICAL  CENTER  in  the  fastest  grow- 
ing area  of  Boulder,  Colorado.  Particularly  need  General 
Practitioners,  a Pediatrician,  EENT  man,  and  an  Obstetrician. 
Partial  ownership  of  center  possible.  For  detailed  informa- 
tion, write  Box  531,  Boulder,  Colorado.  11-3-1 


HEALTH  OFFICER — Great  Falls-Cascade  County  Health 
Department,  Montana.  Well  established  unit  with  staff  of 
25  serves  a population  of  73,000.  U.  S.  citizenship,  MPH  De- 
gree, and  Public  Health  experience  required.  Salary  $15,000 
and  upward  with  entrance  dependent  on  qualifications.  Con- 
tact E.  D.  Hitchcock,  MD,  Acting  Health  Officer,  City-County 
Health  Department,  1130-17th  Ave.  So.,  Great  Falls,  Montana. 

11-7-3 


w 

Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

WANTED — GP  or  INTERNIST  to  join  four  man  group  in 
famous  Colorado  resort  town  and  county  seat;  accredited 
community  hospital;  clinic  manager;  to  start  June  1,  1965; 
would  handle  all  types  of  office  practice  four  days  a week 
and  rotate  on  weekend  and  emergency  coverage;  partner- 
ship after  first  year.  Reply  to  Box  11-2-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

11-2-1 


Quality  Drugs  Courteous  Service 

Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


EARNEST  DRUG 

NEW  PROFESSIONAL  BUILDING 

Location — Ralston  Road  and  Dover — Arvada,  Colorado 

217  1 6th  Street 

Approximately  1700  square  feet- — can  be  partitioned  and 
finished  to  your  needs 

Hot  water  heat  and  air-conditioner 

Prescription  Specialists 

Ample  parking 

To  be  completed  October  1,  1964 

Telephones  KEystone  4-7237 — KEystone  4-3265 

For  further  information  please  call: 

FRESH-CLEAN-COMPLETE 

Dr.  R.  Wayne  Winter 

10777  West  64th  Ave. 

PRESCRIPTION  STOCK 

424-5850  (Res.)  424-4567  (office) 

Dr.  Walter  H.  Winter 

Free  Delivery 

6110  Dydiey  St. 

424-8318  (Res.)  424-4567  (office) 
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POSITION  OPEN  IMMEDIATELY  for  Physician,  Student 
Health  Service,  University  of  Wyoming.  Details  from  Di- 
rector, Student  Health  Service,  University  Station — Box  3068, 
Laramie,  Wyoming.  11-6-2 


AVAILABLE:  GP  39,  offers  partnership  after  one  year 
salaried  position.  Modern  offices  near  new  hospital  in  small 
growing  Wyoming  town.  Write  Box  11-1-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

11-1-1 


FOR  SAI.,E : Complete  set  of  medical  office  equipment  for 
general  practice.  Available  for  continuing  payments.  Will 
give  expendable  supplies  to  anyone  purchasing  entire  set. 
Reply  to  Box  175,  Stratton,  Nebraska.  11-9-2 


ASSOCIATE  WANTED:  General  Practitioner  to  associate  with 
35  year  old  Academy  member  in  large  practice  in  most 
actively  growing  section  of  Albuquerque.  Present  pop/physi- 
cian ratio  is  25,000.  Space  available.  Contact:  John  M. 
Casebolt,  MD,  9809  Candelaria  NE,  Albuquerque,  New  Mexico. 

11-10-2 


RESIDENCIES  AVAILABLE.  January  1 and  July  1,  1965.  In- 
ternal Medicine  3 years.  Surgery  4 years.  General  Practice 
2 years.  American  physicians  preferred.  Cooperative  medical 
center  of  five  private  hospitals  (1300  beds),  large  outpatient 
center  (50,000  annual  visits),  and  research  laboratory.  Total 
complement  of  40  interns,  30  residents,  and  7 Directors  of 
Medical  Education.  Stipends  and  benefits  are  equivalent  to 
$6400-8200.  Write  Dr.  W.  R.  Miller,  Medical  Director,  St.  Paul 
Medical  Center,  279  Rice  Street,  St.  Paul,  Minnesota  55102. 

11-8-2 


All-fabric  MIRACLE  BRA 

Scientifically  Designed  to  Benefit 

1.  Mastectomies,  Posture 
(balanced  Feel  and  look) 

2.  Pendulous,  cystic,  mastitis 
(may  be  worn  for  sleeping  also) 

In  cotton 
longline  fror 

Front  or  I 
short  from  5 

availa 
nylon 


Corset  Shop 

‘‘Where  Fitting’s  THE  Thing” 

(by  custom-corsetiere) 

3512  E.  Colfax  Denver,  Colo. 

(My  cards  on  request,  to  M.D.’s) 


/Condition 

^PERHCT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure... milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE. 

Offices  also  in: 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

( Ulcer  j 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building  where 
space  is  limited  to  Medical-Dental  and  affili- 
ated tenants- — centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  lit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 
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BOULDER 


NOW. . ; O sparkling-new 

Shadford  • Rle’tcher 

Eyewear  offices 
to  serve  your  patients  better 


Mora  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality ! 


' 2465S.  Downing  j 
, LITTLETON  N 777-2424 
6200  S.  Broadway ' 

798-6888 


RECOMMEND  WITH  CONFIDENCE 

Shadford-Fletcher 

EYEWEAR 
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WHEN  YOU’RE  DISABLED  . . YOUR  INCOME  STOPS 

UNLESS  . . . 

IT’S  PROTECTED. 

Investigate  the  Disability  Income  Plan  of  the  Colorado  Medical  Society. 
You’ll  agree  . . . it’s  practical  protection  at  low  cost. 

• LIFETIME  Accident  Benefits  • HOUSE  CONFINEMENT  is 

not  required 

• TEN  YEARS'  Sickness  Benefits  • TAX  FREE  Benefits 

RETURN  THE  COUPON  FOR  DETAILS 

VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202  Phone:  222-5777 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

C I TY STATE_ 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4=8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Announcing 


. . the  Second  Volume  in  the  New  Series  from 
SAUNDERS 


Polypoid  Lesions  of  the 

Gastrointestinal  Tract 

by  Claude  E.  Welch,  M.D. 


Figure  3-25.  Location  of  cancer 
and  simple  adenomas  in  resected 
cancers  of  the  right  colon.  Squares 
locate  cancers;  circles,  adenomas. 


Is  this  polyp  in  your  patient  benign  or  malignant?  Should  it  be  removed?  If  so, 
what  is  the  best  method  for  this  particular  lesion  in  this  particular  patient? 

This  book  was  written  to  help  yon  answer  questions  such  as  those  above,  and 
others  like  them.  Its  author  has  drawn  on  the  experience  of  1124  Massachu- 
setts General  Hospital  patients,  plus  many  personal  cases.  Dr.  Welch  first 
sets  the  stage  for  a fruitful  discussion  by  defining  terms,  by  discussing  the 
incidence  and  location  of  polypoid  tumors,  and  summarizing  what  is  known 
about  the  etiology  of  adenomas.  He  then  proceeds  to  illuminate  the  various 
types  of  polypoid  lesions  you’ll  encounter  in  the  colon  and  rectum,  small 
intestine  and  stomach.  He  describes  and  illustrates  common  lesions  such  as 
adenomatous  polyps  and  papillary  adenomas,  and  such  rare  ones  as  pseudo- 
polyps, mucosal  excrescences,  Peutz-Jeghers  polyps,  etc.  Multiple  polyposis  and 
familial  polyposis  are  also  completely  covered.  Etiology,  incidence,  pathology, 
symptoms,  diagnosis,  prognosis,  treatment,  are  clearly  set  forth.  A full  chapter 
is  devoted  to  Diagnosis  of  Polypoid  Lesions  of  the  Colon  and  Rectum.  Here  you’ll 
find  description  of  symptoms  (bleeding,  change  in  bowel  habit,  abdominal 
cramps,  electrolyte  imbalance,  etc.)  and  physical  findings  from  palpation, 
sigmoidoscopic  examination,  and  radiologic  examination.  The  relationship  of 
single  adenomas,  papillary  adenomas,  and  cancer  is  discussed,  with  examina- 
tion of  today’s  thinking  on  the  adenoma-cancer  relationship.  A chapter  on 
treatment  delineates  location  and  identification  of  polyps,  giving  you  argu- 
ments for  and  against  their  removal.  Polypectomy  and  resection  are  discussed 
and  their  relative  merits  contrasted.  If  resection  is  decided  upon,  the  opinion 
of  various  authorities  as  to  the  amount  of  bowel  and  mesentery  that  should 
be  removed  are  reported.  The  author  states  his  own  conclusions  to  help  guide 
you.  You’ll  also  find  helpful  consideration  of  sub-total  and  total  colectomy, 
extraction  of  polyps  via  the  anus,  posterior  proctotomy,  resection  of  the 
rectum,  and  sigmoidoscopic  removal  of  polyps. 

By  Claude  E.  Welch,  M.D.,  Visiting  Surgeon,  Massachusetts  General  Hospital,  Boston;  and 
Clinical  Professor  of  Surgery,  Harvard  Medical  School,  Boston.  148  pages.  x 9l4"s  illus- 
trated. $7.50.  ATeic — Just  Ready! 


About  this  New  Series:  MAJOR  PROBLEMS  IN  CLINICAL  SURGERY 

J.  Englebert  Dunphy,  M.D.,  Consulting  Editor 


Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  and  pressing  problem  met  in  surgical 
practice  by  the  clinical  surgeon.  These  monographs  aim 
to  fill  the  vital  gap  left  between  standard  textbooks  of 
surgery  and  relevant  journals.  Held  to  a consistently 
graduate  level  of  presentation,  they  give  rock -solid 
accounts  and  analysis  of  precisely  what  can  be  done 
today  in  managing  knotty  surgical  problems.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differ- 
ential diagnosis.  Where  operative  techniques  figure 
importantly  in  the  problem,  they  will  be  clearly  de- 
scribed and  fully  illustrated  in  abundant  detail.  Opera- 
tive and  postoperative  complications,  results  and 
prognosis  will  be  carefully  considered;  areas  of  conflict 
in  theory  and  hypothesis  fully  explored.  The  authors’ 
own  evaluations,  opinions  and  conclusions  will  be 
expressed  and  substantiated.  Several  volumes  will 
appear  each  year,  containing  between  1-50-300  gener- 
ously illustrated  pages. 

Child — The  Liver  and  Portal  Hypertension,  was  tbe  first 
volume  in  this  series,  published  June,  1964.  Future  vol- 


umes are  scheduled  to  cover:  Trauma  to  the  Liver — Sur- 
gical Problems  of  the  Pancreas — Peripheral  Arterial 
Disease. 

Why  not  subscribe  to  the  entire  series  on  an  auto- 
matic, full  return  privilege  basis?  You  need 
merely  check  the  proper  square  below  to  see  each 
one  of  the  series  on  examination.  Sent  postpaid. 


[w.  B.  SAUNDERS  COMPANY 

West  Washington  Square,  Phiia.,  Pa.  19105 

Please  send  and  bill  me: 

n Welch — Polypoid  Lesions S7.50 

n Enter  my  series  subscription 

□ Begin  with  Child  □ Begin  with  Welch 

$8.50 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 


C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  compiications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'U  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Reed,  G.  F.:  Sinusitis,  New  Engiand  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ('AVo) 
and  children  (VaVo),  in  solutions  of  '!»,  'U  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


(1839M) 


The  bane  of  the  steroids,  new  and  old,  has  been 
certain  undesirable  metabolic  effects — including  s 


and  water  retention,  edema,  overstimulation  of  • 


appetite,  excessive  weight  gain,  mood  swings^cii 
seemed  to  be  firmly  linked  to  the  primary  ari-jjji 


THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


advent  of  ARISTOCORT®  Triamcinolone,  many  if* 
these  arthritics  became  “steroid-treatable.”  The  pk 


son:  Not  only  did  this  steroid  provide  gratifying  rehm 
of  inflammation  and  pain,  but  it  did  so  without 
penalty  of  overstimulation  of  the  appetite,  excess#< 
weight  gain,  salt  and  water  retention,  edema,  at^ickf 
undesirable  euphoria.  Six  years  of  widespread  use  fapti 
confirmed  these  benefits  for  other  arthritics  as  wells 
those  formerly  untreatable.  ; ^El 


t 'ide  Effects:  Since  it  may,  under  some  circumstances, 
iiroduce  many  of  the  unwanted  effects  common  to  all 
‘iortisone-like  drugs,  discrimination  should  always  be 
i^xercised  in  administering  ARISTOCORT®  Triamcino- 
**Dne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
'^'lurpura,  G.l.  ulceration,  increased  intracranial  pres- 
ure  and  subcapsular  cataract.  Corticosteroids  gen- 
^ irally  may  mask  outward  signs  of  bacterial  or  viral 
Infections.  Catabolic  effects  to  watch  for  include 
Inuscie  weakness  and  osteoporosis.  Weight  loss  may 
5|iccur  early  in  treatment  but  is  usually  self-limiting. 

■ 'ontraindications:  While  the  only  absolute  contra- 
ndications  are  tuberculosis,  herpes  simplex  and 
t thicken  pox,  there  are  some  relative  contraindications 
'^-peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT  - MINIMUM  STEROID  PENALTY 

Aristocort 

Triamcinolone 

scored  tablets  of  1 mg.,  2 mg.,  4 mg.,  8 mg.  or  16  mg. 


.EDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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NEW 

SANBORN 


500 

ViSO 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
“noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”  and  other  electrical“noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Mode!  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Denver  Lahana  ^7  Co.,  P.O.  Box  22065  Belleview  Valley  H’way  Intrchg.  755-1 233 
Salt  Lake  City  Lahana  & Co.,  1482  Major  Street,  HU6-8166 


“Wonderful... haven’t  had  opening  in  hoth  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


DImetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS’  CLEAR 

IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


(Dimetane®  [brompheniramine  maleate],  12  mg.;  Phenylephrine  HCI,  15  mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
*Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


RECOGNIZE 
THIS  PATIENT? 


E E Trouble  is  I don't  see  an^wa^out 

I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can't  start  over  now 
learninq  another.  5 J 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate'contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Deprol’  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  BenactY2ine  hydrochloride  - Benactyzine  hydrochloride,  particularly  In  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaiiy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Depror 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  /Cra/7A£//y,  /V.  J. 


CO-3561 


Meprobamate — Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chilis,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  {1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab* 
lishment  of  relief  Doses  above  six  tablets  dally  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  In  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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Los  Angeles  Radiological  Society 

The  Seventeenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  Biltmore  Hotel, 
Los  Angeles,  California,  on  Saturday,  January  30 
and  Sunday,  January  31,  1965. 

An  outstanding  program  has  been  prepared  featur- 
ing the  following  speakers:  Professor  Olle  Olsson, 
University  clinics,  Lund,  Sweden;  Donald  L.  McRae, 
MD,  McGill  University,  Montreal,  Canada;  Harry 
Z.  Mellins,  MD,  State  University  of  New  York, 
Downstate  Medical  Center,  Brooklyn,  New  York; 
Vincent  P.  Collins,  MD,  Baylor  University,  Houston, 
Texas;  and  Dr.  Eric  Samuel,  Edinburgh,  Scotland. 

The  conference  fee  of  twenty-five  dollars  ($25.00) 
will  include  two  luncheons  and  panel  discussions 
with  the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  radiological  residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  fare  tickets  for  the 
luncheons  and  dinner-dance  will  be  available  to 
Residents  in  Radiology. 

Hotel  reservations  may  be  made  directly  by  con- 
tacting the  Convention  Manager,  Biltmore  Hotel, 
Los  Angeles,  California.  Conference  reservations 
should  be  made  through  John  L.  Gwinn,  MD,  Sec- 
retary-Treasurer, Childrens  Hospital,  4614  Sunset 
Blvd.,  Los  Angeles  27,  California. 

International  Academy  of  Proctology 

The  International  Academy  of  Proctology  will  pre- 
sent its  17th  Annual  Teaching  Seminar  at  the  Jung 
Hotel,  New  Orleans,  March  13  through  18,  1965.  All 
members  of  the  medical  profession  are  cordially  in- 
vited to  attend,  whether  or  not  affiliated  with  the 
Academy. 

Eminent  teachers  from  all  parts  of  the  world  will 
lecture  on  office  proctology,  psychosomatic  aspects 
of  proctology,  colon  surgery,  medical  proctology, 
nuclear  medicine  in  proctology,  and  there  will  be 
many  panel  discussions. 

The  International  Board  of  Proctology  will  present 
Diplomate  Certificates  at  a Convocation  following 
the  last  day  of  the  meeting  of  the  17th  Annual  Teach- 
ing Seminar,  March  18. 


University  of  Utah  College  of  Medicine 
Postgraduate  Medical  Education 
Anesthesiology,  February  20-23,  1965 

The  tenth  annual  course  in  Anesthesiology  is  de- 
signed for  both  full-time  and  part-time  Anesthesiol- 
ogists and  is  divided  into  practical  and  clinical  ses- 
sions, observations  in  hospital  operating  rooms, 
hospital  and  laboratory  demonstration  sessions  and 
lectures.  This  course  is  being  conducted  on  the  week- 
end and  on  the  holiday  marking  Washington’s  birth- 
day to  permit  physicians  to  attend  with  the  least 
possible  interference  with  busy  operating-room 
schedules. 

Registration:  Limited  to  50  Tuition:  $60 

American  Therapeutic  Society 

The  American  Therapeutic  Society  and  the  Min- 
nesota Heart  Association  will  co-sponsor  the  second 
annual  symposium  for  physicians,  January  9 and  10, 
1965  at  the  Radisson  Hotel,  Minneapolis.  The  sym- 
posium will  feature  experts  in  the  cardiovascular 
field  from  the  Mayo  Clinic  and  the  University  of 
Minnesota  as  well  as  other  U.  S.  medical  centers. 
Subjects  to  be  considered  will  be  Therapy  of  Ce- 
rebral Vascular  and  Peripheral  Vascular  IDisease. 

The  symposium  has  been  accepted  for  a maximum 
of  8V2  hours  credit  by  the  Academy  of  General 
Practice.  Full  information  and  reservation  forms  can 
be  obtained  by  contacting  the  Minnesota  Heart  As- 
sociation, 1821  University  Avenue,  St.  Paul,  Min- 
nesota 55104  or  calling  646-6553. 

International  Society  for 
Comprehensive  Medicine 

The  International  Society  for  Comprehensive  Med- 
icine is  having  its  Western  Regional  Meeting  in 
Scottsdale,  Arizona,  January  8-10,  1965  at  the 
Mountain  Shadows  Resort. 

The  theme  is:  INTEGRATION  OF  ALL  SCIEN- 
TIFIC FIELDS  IN  A COMPREHENSIVE  AP- 
PROACH TO  MODERN  MEDICINE. 

Among  the  prominent  speakers  are:  Milton  H. 
Erickson,  MD;  William  S.  Kroger,  MD;  Max 
Shapiro,  DDS;  Gilbert  Steingart,  DDS;  Clinton 
H.  Thienes,  PhD,  MD;  Erik  Wright,  PhD,  MD. 

The  meeting  is  open  to  ail  physicians,  dentists, 
psychologists,  and  scientists  in  related  fields. 

For  further  information  contact  T.  E.  A.  von 
Dedenroth,  MD,  1 800  East  Speedway,  Tucson, 
Arizona. 


Colorado  Medical  Society  Scientific  Exhibits 

Applications  for  exhibit  space  are  now  available  to  any  wishing  to  have  a scientific  exhibit 
at  the  Colorado  Medical  Society’s  30th  Midwinter  Clinical  Session,  to  be  held  February  23 
through  26  at  the  Denver  Hilton  Hotel. 

Application  blanks  may  be  obtained  by  writing  or  calling  the  Society’s  executive  offices,  1809 
East  18th  Avenue,  Denver,  telephone  399-1222.  Dr.  Jess  Humphries  is  in  charge  of  scientific 
exhibits  for  the  February  meeting. 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution;  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine~on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Just  turned  hypertensive 

1 

A 15  mm.  Hg  drop  in  diastolic  pressure  1 
would  also  suit  hervery  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOS 

QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Ui  is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 

• • 

provocative  pattl^  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE  W 


1111^ 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) .......................325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 


Hyoscyamine  sulfate  0.016  mg. 
Phenobarbital  iVa  gr.)....8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 

- a two-headed  dragon!' 


Each  green-and-white  laminated  Tablet  contains: 

Robaxin 400  mg.  Phenacetin  ilVz  gr.),...97  mg. 

(methocarbamol,  Robins)  Aspirin  (1%  gr.) ....81  mg. 

Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Book  Reviews 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Aetiology  of  Diabetes  and  Its  Complications:  Ciba  Foundation: 
Vol.  15 — Colloquia  on  Endocrinology.  Boston,  1964,  Little, 
Brown.  405p.  Gift  Ciba. 

Aspects  of  Alcoholism:  Pref.  by  Ebbe  C.  Hoff,  MD.  Phila., 

1963,  Lippincott.  64p.  Price:  $3.00. 

Bone:  An  Introduction  to  the  Physiology  of  Skeletal  Tissue: 
By  Franklin  C.  McLean,  PhD,  MD  and  Marshall  R.  Urist,  MD. 
2d  ed.  Chicago,  1961,  Univ.  of  Chicago.  261p.  Price:  $6.00. 

Borderland  of  Embryology  and  Pathology:  By  R.  A.  Willis, 
DSc,  MD,  FRCP.  2d  ed.  Washington,  1962,  Butterworths. 
641p.  Price:  $18  00. 

Brain-Thyroid  Relationships:  Ciba  Foundation.  Study  Group 
No.  18.  Boston,  1964,  Little,  Brown.  117p.  Gift  Ciba. 

Cardiac  Arrest  and  Resuscitation:  By  Hugh  E.  Stephenson, 
BS,  MD,  FACS.  2d  ed.  St.  Louis,  1964,  Mosby.  501p.  Price: 
$15.00. 

The  Clubfoot:  By  Hiram  J.  Kite,  MD.  New  York,  1964, 
Grune.  232p.  Price:  $9.75. 

Creative  Minds  in  Medicine;  Scientific,  Humanistic  and  Cul- 
tural Contributions  by  Physicians:  By  William  C.  Gibson, 
D.Phil.  (Oxon),  MDCM.  Springfield,  111.,  1963,  Thomas.  238p. 
Price:  $6.75. 

Doctor  Portia,  Her  First  Fifty  Years  in  Medicine:  Portia 
Lubchenco,  MD,  as  told  to  Anna  C.  Petteys.  Denver,  1964, 
Golden  Bell  Press.  315p.  Gift. 

Indications  and  Techniques  in  Arterial  Surgery:  Edited  by 
Peter  G.  C.  Martin,  VRD,  M.Chir.  FRCSE,  FRCS.  Baltimore, 

1964,  Williams  & Wilkins,  lllp.  Price:  $7.50. 

An  Inventory  of  Social  and  Economic  Research  in  Health: 
Health  Information  Foundation.  13th  ed.  Chicago,  1964,  Univ. 
of  Chicago.  94p.  Price:  $5.00. 

Massage:  Principles  and  Techniques:  By  Gertrude  Beard, 
RN,  RPT  and  Elizabeth  C.  Wood,  AM,  MS,  RPT.  Phila., 
1964,  Saunders.  163p.  Price:  $6.00. 

Medical  Partnership  Practice:  By  Horace  Cotton  and  others. 
Oradell,  N.  J.,  1964,  Medical  Economics  Book  Division.  127p. 
Price:  $8.95. 

Primary  Intramedullary  Tumors  of  the  Spinal  Cord  and 
Filum  Terminale:  By  Johan  L.  Slooff,  MD  and  others.  Phila., 
1964,  Saunders.  255p.  Price:  $13.50. 

Reoperative  Surgery:  Edited  by  Robert  E.  Rothenberg,  MD, 
FACS,  New  York,  1964,  Blakiston.  638p.  Price:  $27.50. 

Small  Animal  Anesthesia:  By  William  V.  Lumb,  DVM,  MS, 
PhD.  Phila.,  1963,  Lea.  420p.  Price:  $10.77.  Veterinary  Section. 

A Study  of  Brief  Psychotherapy:  By  David  H.  Malan,  MD. 
London,  1964,  Tavistock.  312p.  Price:  $6.50. 

Surgical  Diseases  of  the  Liver:  By  Seymour  I.  Schwartz, 
MD,  FACS,  New  York,  1964,  Blakiston.  387p.  Price:  $17.50. 

Symptomatology  and  Therapy  of  Toxicological  Emergencies: 
By  William  B.  Deichmann,  PhD  and  Horace  W.  Gerarde,  MD. 
New  York,  1964,  Academic.  605p.  Price:  $16.86. 

The  Theory  and  Practice  of  Medicine:  Hippocrates.  Introduc- 
tion by  Emerson  C.  Kelly,  New  York,  1964,  Philosophical 
Library.  374p.  Price:  $7.50. 


Give  and  Take,  the  Development  of  Tissue  Transplantation: 
By  Francis  D.  Moore,  MD  Phila.,  1964,  Saunders.  182p.  Price: 
$5.50. 

This  small  book  is  a very  interesting  history  of 
modern  tissue  transplantation.  It  tells  the  trials,  errors 
and  tribulations  in  the  coming  of  life  saving  trans- 
plants. The  book  also  gives  an  insight  as  to  what  may 
be  in  the  future. 

Dr.  Moore’s  book  being  of  interest  to  the  physician, 
is  also  written  for  lay  personnel.  It  seems  to  me  this 
book  could  be  easily  used  by  patient  and  family  for 
their  education,  if  any  transplant  of  tissue  is  being 
considered.  This  is  also  true  for  the  patient’s  phy- 
sician who  referred  the  patient. 

A.  C.  Anderson,  MD 
Ft.  Morgan,  Colorado 


Primary  Intramedullary  Tumors  of  the  Spinal  Cord  and 
Filum  Terminale:  By  Johan  L.  Slooff,  MD  and  others.  Phila., 
1964,  Saunders.  255p.  Price:  $13.50. 

In  this  monograph  the  authors  Slooff  and  Kernohan 
who  are  pathologists  and  MacCarty  who  is  a neu- 
rosurgeon have  compiled  a group  of  301  cases 
of  intramedullary  tumors  of  the  spinal  cord.  In  so 
doing  they  have  analyzed  their  material  in  regard 
to  incidence  of  the  various  histological  types,  symp- 
toms, physical  signs  and  results  of  various  forms  of 
treatment. 

A great  number  of  statistical  tables  are  included 
and  these  frequently  contain  material  that  is  not 
germane  to  the  subject  of  intramedullary  tumors. 
There  is  a plethora  of  case  histories,  so  many  that 
their  over  abundance  detracts  from  the  effectiveness 
of  the  monograph.  The  book  is  generously  illustrated 
with  photomicrographs  and  some  photos  of  gross 
specimen  and  the  illustrations  are  first  class. 

This  book  will  have  limited  interest  to  neurological 
surgeons,  neurologists,  and  pathologists.  Its  price 
of  $13.50  is  too  great  when  one  considers  the  size 
of  the  book  and  material  contained  therein.  Although 
much  valuable  material  is  presented  this  reviewer’s 
primary  impression  is  that  it  all  could  have  been 
stated  much  more  effectively  in  about  one-half  the 
space. 

Thomas  K.  Craigmile,  MD 


Doctor  Portia  by  Anna  C.  Petteys,  Sterling,  Colo.,  1964, 
Golden  Bell  Press,  315p.,  $5.00.  Autographed  copies  by  mail 
direct  from  the  authors,  P.  O.  Box  1272,  Sterling,  Colo. 

The  life  of  Doctor  Portia  Lubchenco  combines 
several  stories  into  one.  It  is  the  story  of  Portia 
McKnight,  daughter  of  a cotton  planter  and  his  wife 
of  South  Carolina,  one  of  nine  children  in  a close- 
knit  family,  who  in  1907  was  teaching  school  near 
her  home  when  she  met  her  first  foreigner.  He  was 
Alexis  Lubchenco,  sent  by  the  Russian  government 
to  study  the  raising  of  cotton,  and  his  stepping  off  the 
Southern  Railway’s  train  at  Ridgeway,  South  Caro- 
lina, to  change  trains  altered  her  entire  life.  “When 
the  stranger  came  for  breakfast  the  next  day,  he 
came  to  stay,’’  she  says  simply  on  page  four  of  the 
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fascinating  story  of  her  life,  entitled  Doctor  Portia. 
When  he  returned  to  his  work  as  an  agronomist  at 
Petrovsky  University  in  Russia,  Portia  McKnight, 
fortified  by  his  encouragement,  had  given  up  being 
a school  teacher  and  had  applied  for  entrance  to  the 
South  Carolina  Medical  School  in  Charleston. 

It  is  the  story  of  her  rejection  by  this  medical 
school,  of  her  continued  determination  to  become  a 
doctor,  even  though  she  had  been  turned  down  once 
because  she  was  a woman,  and  of  her  acceptance 
next  by  the  University  of  North  Carolina  as  the  first 
woman  to  be  admitted  to  its  medical  school.  Thus 
it  is  the  tale  of  her  successful  struggle  as  a woman 
for  a place  in  medical  education.  She  was  graduated 
second  in  scholarship  in  the  class  of  1912,  and  was 
offered  from  the  platform  on  graduation  day  a posi- 
tion as  assistant  to  the  President  of  the  school.  The 
picture  of  Portia  McKnight  standing  with  her  covet- 
ed medical  diploma  in  her  hand  graces  the  jacket  of 
the  book.  She  had  been  accepted  for  an  internship 
at  the  Massachusetts  General  Hospital.  But,  looking 
out  into  the  audience,  she  was  surprised  to  see  Alexis 
Lubchenco  sitting  with  her  family.  He  suggested 
that  she  try  instead  for  an  internship  in  Moscow, 
Russia,  and  her  second  story  ends  with  her  de- 
cision to  return  to  Russia  with  him,  and  her  accept- 
ance of  him  as  a husband. 

The  final  story  is  that  of  Portia  and  Alexis,  of  the 
simple  southern  school  teacher  with  ambitions  to  be 
a doctor,  and  thus  to  serve  humanity,  and  the  tall 
Russian  agricultural  expert,  who  came  to  the  south- 
ern United  States,  speaking  only  broken  English,  to 
study  cotton  raising,  and  what  happened  after  they 
had  fallen  in  love  with  each  other.  At  first  Portia 
objected  that  she  did  not  have  the  money  to  go  to 
Russia  for  foreign  study.  But  Alexis  countered, 
“Money  is  little  more  than  trash,”  an  opinion  that 
he  voiced  many  times  during  their  life  together.  His 
father  was  a skilled  engineer  and  his  mother  was  the 
daughter  of  a priest  in  the  Greek  Orthodox  Church. 
“The  reaction  of  my  family  to  Alexis’  proposal  was 
like  a storm  at  sea,”  Portia  recalls.  “It  was  not 
Mother  who  objected,  for  although  she  feared  the 
idea  of  faraway  places,  she  loved  Alexis.  Father  con- 
fided to  me  that  he  would  be  pleased.  It  was  the 
others  who  could  scarcely  reconcile  themselves  to  the 
remoteness  of  Russia.  . . .”  They  were  married  in  the 
living  room  of  the  McKnight  home,  and  after  a 
brief  trip  to  Washington,  D.  C.  set  sail  on  the  Em- 
press of  Russia,  with  Portia  attempting  to  learn  en 
route  the  Russian  language. 

How  she  adjusted  to  her  new  family,  new  friends, 
new  career,  and  how  she  grew  up  to  her  full  strength 
is  the  theme  of  the  book.  Devoted  wife,  successful 
doctor.  Doctor  Portia  today  continues  to  carry  on. 
What  has  happened  to  her  so  far  in  her  lifetime 
makes  a fascinating  tale,  put  down  by  Anna  C. 
Petteys  in  language  much  of  which  Doctor  Portia  her- 
self must  have  used  in  telling  it.  Mrs.  Petteys  has 
done  well  to  employ  this  intimate  method  of  setting 
forth  the  story  in  her  book.  It  is  simple,  it  is  warm- 
ing, it  is  interesting. 

Doctor  Portia’s  life  in  Russia  is  simply  told,  with 


great  attention  to  the  detail  that  makes  for  the 
reader  a true  picture  of  what  life  there  was  like  be- 
fore the  Revolution.  The  tale  is  factual  and  personal, 
and  in  many  events  moving,  as  for  example  at  the 
time  when  the  Revolution  was  brewing,  with  result- 
ant suffering  and  worry  for  the  Lubchencos.  Before 
this  had  come  to  pass,  however,  we  go  wide-eyed 
with  Doctor  Portia  to  see  the  Kremlin,  the  great 
cathedrals  and  churches,  and  other  czarist  grandeurs. 
The  National  Museum,  and  the  performances  of  the 
Russian  Ballet  display  the  Romanoff  affluence.  In 
marked  contrast  is  the  poverty  of  the  masses,  present- 
ed in  an  invaluable  picture  in  the  book. 

Doctor  Portia  managed  to  get  out  into  the  country 
among  them  in  her  medical  work  and  to  learn  to  love 
the  peasants,  as  did  Alexis.  She  describes  the  Russia 
of  1914  as  a society  distorted,  but  not  reconciled, 
the  very  noble  and  the  very  poor  tied  to  each  other 
by  love  of  the  Czar  and  Mother  Russia.  Doctor 
Portia  felt  in  Russia  “a  feeling  of  reverence,  of  love, 
and  of  honor  in  belonging  to  a country  with  such  a 
heritage.”  She  loved  the  beauty  of  its  trees  and  the 
richness  of  its  tradition. 

Then  suddenly  Alexis  was  summoned  from  Mos- 
cow to  St.  Petersburg  for  a conference,  and  she  knew 
fear.  The  University  of  Agronomy  at  Petronovsky, 
where  Alexis  taught,  was  a center  for  free  thinkers. 
The  prisons  at  St.  Petersburg  were  fortresses,  and 
people  were  thrown  into  them  for  insignificant  cause 
and  kept  there.  Suppose  the  authorities  found  some- 
thing they  did  not  like  about  Alexis?  But  he  came 
safely  home  again — and  with  a promotion.  He  had 
been  transferred  to  Turkestan. 

Life  proved  to  be  very  different  in  this  satellite  of 
Russia,  reached  after  six  days  of  travel.  It  was  a 
warm  land,  a land  of  irrigation,  of  green  crops, 
oriental  poplars,  and  olive  and  fruit  trees,  a land 
that  cold  Russia  was  trying  her  best  to  hold.  Life 
was  hard  in  the  district  of  Namangan,  where  Alexis 
continued  his  experiments  with  cotton,  and  it  was 
different  for  them  both,  though  Doctor  Portia  man- 
aged to  carry  on  her  medical  practice  there.  The 
Lubchencos  stayed  in  Namangan  part  of  each  year 
for  three  years,  and  three  of  their  children  were  born 
there.  Doctor  Portia  learned  to  know  the  veiled  Sart 
women  and  to  talk  to  them  in  their  own  language, 
since  she  often  went  out  among  the  people  in  con- 
nection with  demands  for  her  medical  skill.  Some  of 
the  customs  and  restrictions  bothered  her,  however, 
though  the  Lubchencos,  because  of  army  protection, 
felt  relatively  secure  despite  the  war  going  on  be- 
tween Russia  and  Germany. 

They  experienced  uncertainty  and  peril,  however, 
each  time  they  returned  to  Moscow.  “The  atmo- 
sphere was  brittle,”  Doctor  Portia  comments.  In  Mos- 
cow she  continued  her  medical  work  in  the  schools, 
and  she  stood  in  the  long  lines  of  people  waiting  to 
cash  in  food  ration  cards.  As  food  became  scarcer, 
the  people  began  to  acquire  an  ugly  mood,  and  the 
mounting  crowds  of  prisoners  proved  disturbing. 

In  Turkestan  the  people  had  organized  themselves 
in  protest  against  sending  their  boys  to  fight  in  the 
war,  and  the  Russian  soldiers  engaged  in  reprisals 
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against  them.  Pressure  was  even  put  on  Alexis  be- 
cause he  was  accused  of  using  too  much  irrigation 
water  in  his  cotton  experiments.  Everything  seemed 
to  be  degenerating  into  confusion  and  disorder,  so 
much  so  that  the  Lubchencos  decided  to  leave  Na- 
mangan forever,  and  return  to  Moscow. 

Moscow  was  bedlam.  Food  was  scarce;  smuggling 
became  commonplace.  Women  in  uniform  began  to 
appear  on  the  streets.  Transportation  deteriorated; 
school  attendance  became  erratic.  There  was  a 
last  ditch  effort  to  do  something  peacefully  when 
Kerensky  was  declared  the  leader  of  Russia  by  the 
People’s  Party  and  immediately  began  to  plan  a blood- 
less revolution.  After  Lenin  made  his  journey  across 
Germany  and  back  into  Russia  the  Bolsheviks  bade 
fair  to  come  into  power.  The  Lubchencos  had  sat  out 
the  bombardment  in  the  dark  hallway  of  their  flat, 
but  finally  saw  no  way  out  for  themselves  except  to 
leave  the  country  and  become  Russian  refugees. 

The  nineteen  day  flight  across  Siberia  to  Harbin, 
where  Russia,  Manchuria,  and  China  join,  proved  al- 
most heartbreaking.  They  lost  practically  all  of  their 
possessions,  and  at  Yokohama  one  of  the  children 
acquired  measles.  Christmas,  1917  was  spent  there, 
waiting  out  the  six  weeks’  time  required  for  all  of 
the  three  of  their  little  children  to  have  the  disease. 
It  proved  to  be  a time  of  recuperation  for  all  the 
family,  however,  and  at  last  it  was  over  and  they 
were  on  their  way  to  America  on  a Japanese  ship. 

Eventually  they  arrived  again  in  South  Carolina, 
where  once  more  they  had  to  make  an  adjustment, 
and  where  they  spent  Christmas  of  1918.  Doctor 
Portia  took  up  the  practice  of  medicine,  and  again 
the  Russians  sent  men  over  to  purchase  seed  cotton. 


with  Alexis  becoming  the  correspondent  for  the  Rus- 
sian Department  of  Agriculture.  Two  more  children 
were  born  to  Portia  and  Alexis,  and  they  seemed  to 
be  settling  down  at  last.  But  again  the  family  had  to 
make  a move,  this  time  for  health  reasons. 

Alexis,  Doctor  Portia,  and  their  five  children  came 
west  to  Haxtun,  Colorado,  and  took  up  life  there,  to 
experience  much  happiness  and  to  endure  new  hard- 
ships, of  which  life  in  the  dust  bowl  during  the 
drought  and  during  the  depression  was  not  the  least. 

Doctor  Portia  took  refuge  in  her  work.  “Med- 
icine,” she  says  in  the  book,  “has  been  a way  of  life 
for  me.”  And  at  last  good  times  came  again.  The 
children  went  to  college  and  embarked  on  their 
various  careers  and  on  marriage.  The  Lubchencos 
moved  happily  to  Sterling,  the  largest  town  in  the 
northern  part  of  the  state,  where  Alexis  died,  after 
his  many  years  in  research  and  as  a medical  lab- 
oratory technician  toward  the  end  of  his  life.  And 
still  Doctor  Portia  practices  on  in  Sterling,  with  two 
sons  and  one  daughter  also  engaged  in  the  practice 
of  medicine,  a third  son  a civil  engineer  and  a second 
daughter,  now  a widow,  in  the  business  world.  Doc- 
tor Portia’s  pursuit  of  a dual  culture  and  her  flexibil- 
ity, which  made  possible  her  growth  to  full  maturity, 
combine  with  her  affection  and  interest  in  people  to 
make  her  the  remarkable  woman  she  has  become. 

In  1954  she  was  named  Colorado’s  Mother  of  the 
Year.  Her  greatest  pride  is  in  her  children  and  what 
they  have  made  of  themselves.  She  says  she  is  “the 
noble  head  of  the  Lubchenco  clan,  U.S.A.  branch.” 
In  addition  to  the  accomplishments  of  her  medical 
career,  what  greater  legacy  can  a human  being  leave? 

Elinor  Bluemel 
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Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains;  relaxes  muscle,  relieves 
pain.  Also  available  with  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUNDf  ’SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  'Soma'  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin-May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/ne— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol-Uke  other  centra! 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  aflergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

ja  WALLACE  LABORATORIES 

CSO-3518  Cranbury,  N.  J. 
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The  discharged 
mental  patient . . . 
and  Thorazine^ 

brand  of  chlor promazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KUne,  n.s.;  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him'..irom  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, s,K.&¥)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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PERCODAN 


in  moderate  to 
moderately  severe  pain, . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  Counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1 
tablet.. .rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERC0DAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 
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DENVER'S  FINEST 

RESIDENT  AND  NURSING  HOME  FACIUTY 


t/^fejOWERS 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


4450  E.  JEWEL 

EAST  OF  COLORADO 
BOULEVARD 


I NQU  IRIES 
INVITED 


Telephone  757-7438 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  he!p  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 

STRESSCAPSD 

Stress  Formula  Vitamins  Lederle 


Each  capsyl@  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg  = 

Vitamin  B6  (Pyridoxine  HCI)  2mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien-  I 
cies.  Supplied  in  decorative  “reminder” 
jars  of  30  (one  month’s  supply)  and  100 
(three  months’  supply). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

''  6693-4 


and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  atl20°tol21°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.  A. 
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A. 


.SSASSINATION  OF  President  Kennedy,  adjourn- 
ment of  Congress,  and  holiday  lackadaisicalness 
diverted  the  spotlight  from  great  national  and  in- 
ternational issues  one  year  ago.  However,  return 

to  normal  brought 


Medicare  Legislation 
Around  the  Corner 


with  it  a survey  of 
events  and  actions 
pending  and  pro- 
posed. Among  them, 
the  Administration’s  medical  care  program  re- 
ceived its  share  during  1964. 

Congressional  committee  hearings  on  medical 
care  for  the  aged  began  in  November,  1963,  but 
after  the  assassination  were  postponed  until  Jan- 
uary. Loyal  to  his  predecessor.  President  Johnson 
proposed  “effective  action”  and  pursued  Ken- 
nedy’s program  as  a primary  issue.  We  have  noted 
that  six  Republican  senators  proposed  legislation 
to  provide  health  care  for  the  aged  through  both 
Social  Security  and  general  government  funds.  It 
would  combine  private  and  public  health  benefits, 
said  to  be  based  upon  earlier  recommendations 
by  the  National  Committee  on  Health  Care.  Ap- 
parently hospital,  nursing,  and  home  care  would 
be  provided  for  citizens  65  and  over  through 
Social  Security  or  from  general  funds  for  those  not 
thus  covered.  Health  insurance  companies  would 
enter  the  picture  by  offering  low-cost  non-profit 
insurance.  Just  how  this  would  be  integrated  with 
the  government’s  plan  and  whether  it  would  sup- 
plement or  replace  it — is  not  clear.  Obviously, 
difficulties  with  existing  anti-trust  laws  would  have 
to  be  anticipated  and  circumvented  in  the  new 
legislation. 

Since  the  Kennedy  Administration’s  plan  would 
have  ignored  private  health  insurance  projects 
and  would  not  provide  coverage  for  those  of  the 
aged  who  are  not  covered  by  Social  Security,  the 
new  proposed  legislation  appeared  to  be  a com- 
promise but  still  a dangerous  one.  If  the  Kerr-Mills 
law  fails  to  catch  on  quickly  as  a democratic, 
locally  controlled,  and  comparatively  economical 


project  in  those  states  which  are  not  yet  taking  ad- 
vantage of  it,  we  may  be  faced  with  the  very  defi- 
nite foot-in-the  door  we  have  so  far  managed  to 
exclude.  Deference  to  the  late  President  and  po- 
litical expediency  will  bear  weight  for  a long  time. 
However,  modification  of  the  King- Anderson  plan, 
inclusion  of  the  private  insurance  industry,  in- 
clusion of  aged  people  not  on  Social  Security,  and 
wider  distribution  of  financial  responsibility  will 
attract  support  previously  negative  or  undecided. 
A major  version  of  the  modified  proposal  died  in 
a House-Senate  Conference  Committee  as  the  last 
Congress  was  adjourning.  We  still  hope  that  the 
Social  Security  oriented  plans  will  fail  and  the 
notorious  “entering  wedge”  of  the  welfare  state 
will  not  survive,  as  such,  in  America! 

When  Congress  reconvenes  in  January,  we  may 
be  sure  that  top  priority  will  be  given  to  “medi- 
care” tax  legislation.  Political  predictions  are  that 
President  Johnson  will  have  his  way  more  than 
ever  before.  However,  let  us  not  relax  our  efforts 
to  preserve  free  enterprise  and  the  traditional 
quality  of  American  medical  practice. 


E. 


iLSEWHERE  IN  THIS  ISSUE  (page  16)  appears 
one  of  the  finest  book  reviews  it  has  been  our 
privilege  to  publish.  It  comments  upon  a recent 
biography  of  the  life  of  one  of  our  most  distin- 
guished physicians.  Dr.  Portia 
Lubchenco  of  Sterling,  Colo. 
‘Dr.  Portia”  The  author  is  Anna  C.  Petteys 
of  the  Sterling  Journal  Advo- 
cate. The  reviewer  is  Elinor 
Bluemel,  widow  of  the  late  eminent  Dr.  C.  S. 
Bluemel. 

The  review  itself  is  a classic;  the  book  pays 
singular  tribute  to  one  of  our  finest  colleagues,  a 
leading  and  beloved  citizen.  We  proudly  direct 
your  special  attention  to  our  Book  Review  section 
in  this  issue. 
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w. 


E ARE  PLEASED  to  Call  your  attention  to  the 
article  in  this  issue  entitled  “Treatment  of  the 
Chronic  Typhoid  Carrier.”  This  is  the  first  con- 
tribution to  the  Rocky  Mountain  Medical  Journal 
from  the  University  of  New  Mexico  School  of 
Medicine. 

This  new  medical  school 
admitted  its  first  class  this 
September.  In  a previous  is- 
sue, the  Journal  extended  a 
warm  and  enthusiastic  welcome  to  this  institu- 
tion. In  this  issue  we  are  happy  to  publish  the 
first  scientific  paper  by  a member  of  its  faculty. 
We  look  forward  to  happy  and  stimulating  rela- 
tionship with  the  University  of  New  Mexico 
School  of  Medicine  and  anticipate  many  more 
contributions  to  the  Journal. 


The  First  From 
New  Mexico  U. 


TJnder  the  above  title,  Eric  Nicol  has  written 
the  following  column  which  appeared  in  “The  Provi- 
dence,” a newspaper  in  Vancouver,  Canada.  Our 
colleague.  Dr.  Harlan  McClure  of  Lamar,  sent  it 
in  hoping  that  we  can  print  it  in  full: 


“Hale  to  Pay” 

“What’s  this?”  I asked. 


Response  of  the  Canadian  Med- 
ical Association  to  the  royal  com- 
mission’s recommendation  of  med- 
icare has  been  guarded,  but  pri- 
vately we  are  learning  that  not  all 
the  doctors’  oaths  are  Hippocratic. 

I asked  my  own  doctor  what  he 
thought  of  medicare.  He  quietly 
wrote  out  a prescription. 


“Soap.  Go  and  wash  your  mouth  out  with  it.” 

All  children  under  18  will  get  free  dental  care.  That’s  why 
so  many  of  us  are  impatient  to  see  medicare  adopted  by 
Parliament;  every  month  that  passes  makes  it  that  much 
harder  to  lie  about  our  age. 

The  doctors  contend  that  medicare  will  lower  standards 
of  medical  treatment.  They  point  out  that  in  Britain,  with 
the  National  Health  Service,  people  rush  to  the  doctor  for 
the  least  little  thing.  Hypochondriacs  have  found  Utopia. 


Women  who  enjoy  being  examined  by  a young  physician  can 
freely  indulge  a crush  subsidized  by  the  state.  It’s  a pill- 
addict’s  paradise.  People  feel  that  if  they  haven’t  been  sick 
lately  they  aren’t  getting  their  money’s  worth. 

I have  an  uncle  in  Scotland  who  never  had  a sick  day  in 
his  life,  till  1948.  Since  1948  he  hasn’t  had  a well  one.  Just 
thinking  about  how  much  it’s  costing  him  to  feel  good  makes 
him  feel  ill. 

★ 

As  a result,  doctors’  offices  in  Britain  often  have  long 
queues  of  persons  waiting  to  have  their  health  credited. 
There  are  enough  germs  circulating  in  the  waiting  room  that 
even  the  most  robust  patient  has  every  hope  of  developing 
symptoms  by  the  time  he  reaches  the  consulting  room. 

His  chances  of  hospitalization  are  less  bright,  as  the  latest 
figure  gives  half  a million  people  on  the  waiting  list  for 
British  hospitals.  While  I was  living  in  Britain  a friend  of 
mine  had  an  appendectomy,  and  I visited  him  in  the  hospital. 
The  beds  were  so  close  together  I had  no  chair.  The  only 
thing  to  set  in  was  rigor  mortis. 

The  old  gentleman  in  the  bed  next  to  my  friend’s  was 
weeping,  large  tears  rolling  down  his  cheeks.  I whispered: 

“What’s  wrong  with  him?” 

“Poor  old  guy,”  said  my  friend.  “They’re  discharging  him 
tomorrow.  He’s  been  here  for  months,  and  he  figures  he’ll  die 
before  he  can  get  admitted  again.” 

Many  of  the  nurses  in  these  hospitals  are  colored  girls 
from  the  West  Indies.  They  are  sought  after  for  the  wards 
because  you  have  to  be  able  to  dance  the  limbo  to  get  from 
one  bed  to  the  next. 


★ 


Wealthy  persons  avoid  the  crowds  by  paying  their  phy- 
sician a supplementary  sum  for  special  attentions.  In  other 
words,  medicare  means  universal  health  care,  but  some 
people  are  more  universal  than  others. 

The  NHS  rank  and  file  receive  what  the  British  Medical 
Journal  has  called  “menial  medicine,  for  menials,  for 
menial  rewards.” 

Probably  the  weakest  premise  of  medicare  is  that  the 
more  medical  attention  a nation  receives,  the  healthier  it 
is.  Postmortems  of  the  lengthy  doctor  strikes  in  Saskatche- 
wan and  Belgium  have  shown  that  in  both  cases  fewer 
people  died  during  the  strike  than  in  normal  periods. 

Medicare  may  therefore  mean  that  a lot  of  people  will  be 
dying  before  their  time  because  they  just  can’t  resist  a 
bargain. 

Most  important  of  all,  what  I want  to  know  is:  Will  my 
medical  bills  still  be  deductible  from  my  income  tax  when 
the  government  is  paying  them  out  of  my  income  tax?  Please 
don’t  all  answer  at  once. 


We  regret  that  this  could  not  be  placed  before  you 

prior  to  Election  Day.  However,  it  is  entertaining 
and  the  thought  will  be  as  good  in  the  many  tomor- 
rows ahead  of  us  as  it  is  today! 


Pharmacy  Ownership — Black  or  Light  Gray? 

To  the  best  of  our  knowledge,  Hippocrates  never  commented  on  the  physician  who  owns  a 
pharmacy.  This  is  too  bad  because  the  pot  keeps  boiling  and  a few  words,  dating  back  to  a senior 
statesman,  might  help.  . . . We’re  not  in  favor  of  physicians  owning  drug  stores.  In  fact,  we  think 
that  any  physician  who  owns  such  an  establishment  may  be  asking  for  undeserved  abuse.  But  at 
the  same  time,  we’re  not  against  owning  private  property.  Our  gripe,  if  we  may  call  it  that,  is  with 
those  who  sneak  around  and  try  to  paint  something  black  that  is,  at  worst,  only  light  gray. — 
Editorial,  GP,  29:6  (June)  1964. 
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Treatment  of  the  chronic  typhoid  carrier  state 

Richard  M.  Angle,  MD,  Santa  Fe,  New  Mexico* 


The  author  presents  a case  report  of  a 
chronic  typhoid  carrier  and  a discussion 
of  this  problem  in  present  day  America. 

Despite  the  effectiveness  of  chloramphenicol 
in  altering  the  clinical  course  of  typhoid  fever  and 
in  lowering  the  fatality  rate  from  this  disease,  the 
drug  has  not  consistently  prevented  eomplications 
such  as  intestinal  hemorrhage  and  perforation,  nor 
has  it  eliminated  the  problem  of  the  chronic  ty- 
phoid carrier  state. ^ Two  classes  of  typhoid  car- 
riers may  be  recognized — the  convalescent  carrier 
who  may  excrete  S.  typhosa  in  the  feces  or  urine 
during  the  first  year  after  the  acute  illness,  and 
the  chronic  carrier  who  excretes  the  organisms  for 
a period  longer  than  a year.  Vogelsang  and  Bpe^ 
have  estimated  that  8.6  per  cent  of  typhoid  pa- 
tients become  convalescent  carriers  while  3.3  per 
cent  become  chronic  carriers.  Thus  the  typhoid 
carrier  represents  a continuing  problem.  In  1963, 
608  cases  of  typhoid  fever  were  reported  in  the 
United  States^  leading  to  perhaps  20  chronic  ty- 
phoid carriers.  While  this  number  is  actually  small 
when  compared  with  a population  of  190,000,- 
000,  nevertheless  each  of  these  earners  represents 
a potential  source  of  infection. 

Treatment  of  the  typhoid  carrier  is  not  easy. 
Chloramphenicol  neither  prevents  the  develop- 
ment of  the  carrier  state  nor  eradicates  it  once 
established.^  Penicillin  has  been  reeommended  in 


For  editorial  comment  see  page  26 


massive  doses  but  apparently  only  occasionally 
succeeds  in  completely  clearing  the  infection.  If 
the  site  of  persistent  infection  is  in  the  gallbladder 
or  biliary  tract  as  usually  occurs,  failure  to  elim- 
inate all  S.  typhosa  by  systemic  therapy  is  not 

* From  the  Department  of  Medicine,  University  of  New 
Mexico  School  of  Medicine,  Albuquerque,  New  Mexico. 


surprising.  The  organism  reaches  the  gallbladder 
early  in  the  course  of  the  disease, ^ apparently  by 
infecting  the  lymphoid  tissue  of  the  small  intestine 
and  invading  the  mesenteric  lymph  nodes.  From 
here  the  bacilli  pass  through  the  thoracic  duct  to 
the  general  circulation  and  are  then  spread  to  the 
liver,  spleen,  bone  marrow,  and  the  gallbladder. 
Live  organisms  may  be  recovered  from  the  wall 
of  the  gallbladder  and  have  even  been  cultured 
from  the  interior  of  gallstones.  Cholecystectomy 
would  thus  appear  indicated  in  clearing  the  chron- 
ic typhoid  carrier  state  and  has  been  found  ef- 
fective in  about  90  per  cent  of  cases. ^ 

The  following  case  report  illustrates  some  of 
the  problems  in  the  management  of  the  patient 
who  is  a chronic  carrier  of  S.  typhosa. 

Case  Report 

A fifty-five-year-old  white  female  was  first  re- 
ferred in  February  1963,  for  hyperglycemia  discov- 
ered by  the  referring  surgeon  during  the  course  of 
treatment  of  a varicose  ulcer  of  the  left  leg,  vaginitis, 
and  generalized  pruritis.  She  also  had  a reducible 
umbilical  hernia.  The  diagnosis  of  diabetes  mellitus 
was  established,  and  control  of  the  disease  was  ac- 
complished with  tolbutamide.  Trichomoniasis  was 
treated  successfully  with  Tricofuron®t  locally. 

In  August  1963,  the  patient’s  grandson  contracted 
typhoid  fever,  confirmed  by  stool  culture.  Stool  cul- 
tures of  members  of  the  household  revealed  that  the 
patient’s  stool  contained  S.  typhosa,  phage  type  El  on 
August  9 and  again  on  August  16.  The  patient’s  job 
as  a housemaid  was  terminated.  The  New  Mexico 
Vocational  Rehabilitation  Service  expressed  interest 
in  attempting  to  cure  her  typhoid  carrier  state  as 
well  as  correct  her  umbilical  hernia  and  varicose 
veins.  A surgical  consultant  agreed  to  perform  chol- 
ecystectomy, repair  of  the  umbilical  herinia  and  vein 
ligation  and  stripping. 

Prior  to  admission  to  the  hospital  in  an  attempt 
to  temporarily  control  the  excretion  of  S.  typhosa, 
chloramphenicol  was  begun  orally  on  September  4, 
but  after  three  days  the  patient  developed  a severe 
urticarial  and  papulo-squamous  eruption  necessitating 

t Eaton  Laboratories,  Norwich,  New  York. 
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discontinuance  of  the  drug.  Penicillin  was  contrain- 
dicated by  known  sensitivity.  The  rash  disappeared 
completely  in  two  weeks  and  the  patient  was  admit- 
ted to  St.  Vincent  Hospital,  in  isolation,  for  chol- 
ecystectomy. Colistin®*  75  mgm.  was  given  intra- 
muscularly twice  daily  along  with  streptomycin  0.5 
mgm.  daily.  Successive  stool  cultures  on  September 
23,  24,  25  and  26  all  yielded  S.  typhosa.  On  Sep- 
tember 27  cholecystectomy  was  performed.  The  gall- 
bladder was  found  to  contain  stones,  and  bile  aspira- 
ted from  the  unopened  gallbladder  yielded  a culture 
positive  for  S.  typhosa.  Post-operative  course  was  un- 
eventful. Stool  culture  on  October  2 yielded  20  per 
cent  S.  typhosa  and  80  per  cent  E.  coli,  but  cultures 
on  October  7,  11,  and  14  failed  to  grow  any  salmo- 
nella. Bilateral  vein  ligation  and  stripping  was  per- 
formed without  incident  on  October  9,  and  the  pa- 
tient was  discharged  on  October  14. 

Subsequent  stool  specimens  collected  by  the  Santa 
Fe  County  Health  Center  and  cultured  by  the  New 
Mexico  Public  Health  Laboratory  yielded  one  culture 
positive  for  S.  typhosa  phage  type  El  on  November 
7,  but  four  subsequent  cultures  have  been  negative. 
Results  of  stool  cultures  are  tabulated  in  Table  1.  On 

TABLE  1 

RESULTS  OF  STOOL  CULTURES  OF 
A CHRONIC  TYPHOID  CARRIER 


PRE-CHOLECYSTECTOMY 

Date  8/9  8/16  9/23  9/24  9/25  9/27 

S.  typhosa  III  II  I 

1963 

POST-CHOLECYSTECTOMY 

Date  10/2  10/7  10/14  11/7  11/30  12/28  2/19  5/13 
S.  typhosa  I NI  NI  I NI  NI  NI  NI 

1963  1964 

I — isolated  NI — not  isolated 

June  1,  1964  the  patient  was  removed  from  the  New 
Mexico  Public  Health  Department’s  roster  of  known 
typhoid  carriers.  While  six  months  may  be  somewhat 
too  soon  to  estimate  results  of  treatment,  it  seems 
likely  that  this  typhoid  carrier  has  been  cured. 

Discussion 

Treatment  of  the  typhoid  carrier  state  logical- 
ly begins  with  prevention  of  the  disease  itself,  an 

* Warner-Chilcott. 


undertaking  which  includes  the  sanitary  control  of 
food  and  drink  and  the  use  of  triple  typhoid  vac- 
cine (TAB).  Although  available  for  sixty  years, 
typhoid  vaccine  has  never  been  adequately  eval- 
uated and  has  in  fact  failed  to  protect  its  recip- 
ients in  areas  of  heavy  infection. Nevertheless  it 
should  be  given  to  individuals  with  possible  ex- 
posure. 

In  acute  typhoid  fever  chloramphenicol  remains 
the  drug  of  choice  and  should  be  given  long 
enough  to  prevent  relapse,  which  will  nevertheless 
occur  in  about  10  per  cent  of  cases.®  Stool  cul- 
tures should  be  obtained  at  intervals  for  at  least  a 
year,  although  Vogelsang  and  Bpe^  state  that  the 
interval  after  acute  illness  which  should  determine 
the  chronic  carrier  state  is  three  months. 

Once  the  carrier  state  has  been  established  mas- 
sive doses  of  penicillin  may  be  tried  and  occasion- 
ally result  in  cure.  Failing  this,  cholecystectomy  is 
indicated.  The  pre-operative  finding  of  cholelithi- 
asis or  a non-functioning  gallbladder  indicates 
likelihood  of  success  with  this  method  of  treat- 
ment since  the  presence  of  gallbladder  disease  at 
the  time  of  acute  typhoid  fever  seems  to  favor  the 
infection  of  this  organ. Cholecystectomy  may  be 
expected  to  cure  90  per  cent  of  typhoid  carriers. 

Conclusion 

The  chronic  typhoid  carrier  state  is  discussed, 
including  problems  in  management  and  suggested 
treatment.  A successfully  treated  case  is  present- 
ed. • 
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What  to  Do  With  Sample  Drugs 

Several  years  ago  when  the  newspapers  and  magazines  were  full  of  news  about  patients  being 
given  experimental  drugs  without  their  knowledge,  I almost  discarded  all  my  samples  after  sev- 
eral patients  looked  at  me  suspiciously  and  asked  what  they  were  being  guinea  pigs  for.  . . . Even 
now  I hesitate  to  give  samples  to  new  patients,  and  when  I do,  I expressly  state,  “This  is  a free 
sample  of  a drug  I have  used  for  years  that  I happen  to  have  in  the  office.” — Andrew  S.  Marko- 
vits,  M.D.,  in  Physician’s  Management,  4:10  (Oct.)  1964. 
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Surgical  indications  in  pruritus  ani* 


C.  Colin  Jackson,  MD,  Vancouver,  British  Columbia 


An  interesting  discussion  of  a 
common  and  difficult  problem. 

In  recent  years  medical  knowledge  has  made 
greater  strides  in  the  diagnosis  and  management 
of  pruritus  ani  than  at  any  time  in  the  past  2500 
years  when  Socrates  was  purported  to  have  said, 
“To  itch  is  to  scratch,  and  to  scratch  is  to  itch.” 
Currently  most  etiological  factors  of  perianal  pru- 
ritus have  been  categorized  and  may  be  classified 
as  direct  causes  and  indirect  causes  (Table  1). 
The  investigation  and  subsequent  treatment  of  the 
problem  should  keep  these  various  conditions  in 
mind.  The  indirect  causes  of  pruritus  ani  are 
primarily  dermatological  and  will  not  be  dealt 
with  in  this  paper.  It  is  in  the  direct  category 
where  the  proctologist  may  be  of  service  in  the 
management  of  these  cases. 

TABLE  1 

ETIOLOGY  OF  PRURITUS  ANI 

1.  DIRECT  CAUSES. 

a.  Pinworm  Infestation. 

b.  Monilial  Infection  (antibiotics). 

c.  Diabetes  Mellitus. 

d.  Trichomonas  Vaginalis. 

e.  Associated  Rectal  Pathology  (5%). 

2.  INDIRECT  CAUSES. 

a.  Contact  Dermatitis 

Allergic,  soap. 

topical  drugs, 
ointments. 

Primary  Irritant. 

b.  Psoriasis. 

c.  Atopic  Dermatitis  (neurodermatitis). 

d.  Seborrheic  Dermatitis. 

e.  Lichen  Simplex  Chronicus. 


I am  of  the  opinion  that  many  physicians  tend 
to  belabor  their  own  pet  therapy  for  many  con- 
ditions and  this  is  certainly  true  in  pruritus  ani. 
How  often  a patient  will  admit  to  having  used 

* Presented  at  the  18th  Annual  Meeting  of  the  Canadian 
Dermatological  Association,  June  23-27,  1964,  Vancouver, 
British  Columbia. 


topical  hydrocortisone,  tar  baths  or  parenteral 
steroids  and  will  not  have  been  relieved  of  his 
itching!  The  probable  failure  in  these  instances  is 
that  an  adequate  examination  of  the  terminal 
bowel  has  not  been  carried  out.  In  the  distal 
reaches  of  the  anorectum  there  is  a five  per  cent 
incidence  of  pathologic  problems  capable  of  pro- 
ducing the  symptom  of  itching.  The  removal  of 
this  pathology  will  relieve  the  symptoms  or  at 
least  diminish  them  to  the  extent  that  dermatolog- 
ic therapy  can  eliminate  the  problem. 

Although  five  per  cent  of  cases  may  be  im- 
proved by  surgery,  certain  operative  procedures 
are  of  academic  interest  only  and  the  use  of  any 
one  of  them  today  should  be  considered  a ther- 
apeutic anachronism.  These  include  the  undercut- 
ting procedure  of  Sir  Charles  BalP  (Fig.  1)  and 
modifications  thereof.^’  The  principle  of  these 
procedures  is  directed  toward  severing  the  nerves 
supplying  the  part.  With  frequent  slough,  stric- 
ture, abscess  and  recurrence,  these  operations  fell 
into  disuse.  Tattooing,®  alcohol  injections®  and 
multiple  stage  removal  of  elliptical  areas  of  skin^ 
are  no  longer  in  vogue. 

Indications  for  Surgery 

These  include  those  pathological  conditions 
which  are  due  to  congestion,  increased  mucus 
secretion,  infectious  conditions  with  purulent 
drainage,  and  those  problems  which  increase  mois- 
ture in  the  perianal  area. 

1.  INFECTION,  (a)  Fistula-in-ano  (Fig.  2). 
Purulent  drainage  of  a perianal  fistula  may  cause 
perianal  itching.  Although  often  obvious,  the  ex- 
ternal opening  may  be  small  and  the  diagnosis 
made  only  by  careful  palpation  for  a tract,  diligent 
search  being  indicated  by  previous  history  of  ab- 
scess. Fistulotomy  will  usually  relieve  the  pruritic 
symptom. 

(b)  Cryptitis  (Fig.  3).  This  diagnosis  is  usual- 
ly made  by  the  symptom  of  pain  before  and  dur- 
ing a bowel  movement,  confirmed  by  the  presence 
of  deep  inflamed  crypts.  However  cryptitis  may 
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Fig.  1.  Schematic  drawing  of  the  Ball  undercutting 
procedure. 

Fig.  2.  The  drainage  from  a fistula  may  cause  symp- 
toms of  perianal  pruritus. 


Fig.  3.  Cryptitis  may  contribute  to  the  problem  of 
anal  itching. 

Fig.  4.  Anal  Fissure  may  on  occasion  give  rise  to 
itching  rather  than  the  pain  for  which  it  is  notorious. 


often  give  a crawling  sensation  in  the  anus  with 
the  urge  to  scratch.  Removal  of  infected  crypts 
will  frequently  ease  the  symptoms  of  perianal  pru- 
ritus particularly  if  the  skin  about  the  anus  is  es- 
sentially normal. 

(c)  Anal  Fissure  (Fig.  4).  Usually  this  diag- 
nosis is  made  by  the  presence  of  severe  pain  dur- 
ing and  particularly  following  a bowel  movement; 
the  pain  may  last  minutes  to  hours  and  blood  may 
accompany  the  evacuation.  However  it  has  been 
my  experience  to  examine  a patient  whose  symp- 
toms have  suggested  pruritus  ani  and  to  find  a 
typical  chronic  anal  fissure  which  obviously  would 


Fig.  5 Fig.  6 


Fig.  5.  Anal  chancre  may  be  single  or  multiple.  We 
must  be  ever  wary  of  venereal  disease  in  our  manage- 
ment of  symptoms  involving  the  anus. 

Fig.  6.  Papillae  become  more  sensitive  when  enlarged 
and  inflamed.  (Courtesy  of  A.  G.  Schutte  MD.) 


not  respond  to  topical  therapy.  It  has  been  sug- 
gested that  the  patient  is  probably  allergic  to  the 
break  down  products  of  his  own  fissure.^  Removal 
of  the  pathology  usually  results  in  alleviation  of 
the  itching.  However,  be  cautious;  be  ever  vigilant 
of  the  extragenital  chancre  which  at  the  anus 
looks  much  like  an  anal  fissure  (Fig.  5)!  This 
problem  has  been  discussed  elsewhere.^ 

(d)  Papillitis  (Fig.  6).  Anal  papillae  are  very 
sensitive  particularly  when  hypertrophied  and  in- 
flamed. Meissner’s  tactile  corpuscles  in  the  papil- 
lae often  give  symptoms  of  irritation  and  itching. 
When  the  perianal  skin  is  basically  normal,  exci- 


Fig.  7 Fig.  8 


Fig.  7.  Increased  blood  supply  in  external  hemor- 
rhoids of  the  varicose  variety  may  cause  irritation 
and  itching. 

Fig.  8.  Partial  or  complete  rectal  prolapse  is  as- 
sociated with  increased  mucus  secretion  which  is  ir- 
ritating to  the  perianal  skin. 
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Fig.  9 Fig.  10 


Fig.  9.  The  rectal  mucosa  has  been  sutured  to  the 
anal  skin  in  this  Whitehead  deformity. 

Fig.  10.  Villous  papillomata  produce  large  quantities 
of  mucus  resulting  in  frequent  bowel  movements  and 
perianal  irritation.  (Courtesy  of  Harry  E.  Bacon  MD. 
Anus,  Rectum  and  Colon.  3rd  Edition.  J.  B.  Lip- 
pincott.  Philadelphia  1949). 

sion  of  papillae  often  results  in  relief  of  the  prob- 
lem. 

2.  CONGESTION  (Fig.  7).  External  hemor- 
rhoids of  the  varicose  variety  arise  from  the  ex- 
ternal hemorrhoidal  plexus.  Due  to  the  increased 
congestion  of  blood  in  the  veins  in  the  perianal 
area,  there  is  often  a co-existing  perianal  pruritus 
which  will  be  relieved  by  surgery. 

3.  MUCUS  SECRETION.  This  is  seen  in  par- 
tial or  complete  rectal  prolapse  which  becomes  ev- 
ident on  asking  the  patient  to  strain  or  bear  down. 
(Fig.  8).  Often  an  older  patient  with  this  problem 
will  only  complain  of  itching  due  to  the  escape  of 
mucus.  Sigmoidopexy  or  perineal  repair  will  al- 
leviate the  problem  in  most  instances  if  the 
sphincter  mechanism  is  not  completely  atonic. 

The  ectropion  resulting  from  the  deformity  of 
a faulty  Whitehead  operation  is  now  rarely  seen 
(Fig.  9).  Corrective  plastic  surgery  relieves  the 
itching  due  to  the  mucus  which  excoriates  the 
perianal  area. 

A thorough  rectal  examination  often  reveals 
rectal  tumors  such  as  villous  papillomata,  which, 
because  of  marked  mucus  secretion,  may  cause 
perianal  itching.  (Fig.  10).  Surgery  in  these  cases 
is  mandatory. 

4.  INTERTRIGINAL  DERMATITIS  (Fig. 
11).  Large  skin  tags  may  also  cause  perianal  itch- 
ing due  to  chafing  and  resultant  increased  mois- 
ture. I feel  that  it  is  useless  to  apply  topical  ther- 
apy prior  to  the  removal  of  this  pathology. 


Eig.  11  Fig.  12 

Fig.  11.  Large  skin  tags  increase  moisture  at  the  anus 
which  aggravates  itching. 

Fig.  12.  Condylomata  Accuminata  cause  Pruritus  Ani 
due  to  the  acrid  discharge. 

5.  VIRAL  CONDITIONS  (Fig.  12).  Con- 
dylomata Accuminata  may  present  as  itching  at 
the  anus  due  to  increased  acrid  discharge  from 
these  warty  growths.  They  may  extend  up  into 
the  anal  canal  and  are  usually  treated  with  podo- 
phyllin.  If  the  pathology  is  extensive,  excision 
and  cautery  is  the  treatment  of  choice.  Incidental- 
ly, the  presence  of  Condylomata  Accuminata  does 
not  necessarily  imply  that  the  patient  has  gonor- 
rheal proctitis. 

TABLE  2 

INDICATIONS  FOR  SURGERY  IN  PRURITUS  ANI 

1.  Infection.  . . Fistula-in- ano. 

Cryptitis. 

Anal  Fissure. 

Papillitis. 

2.  Congestion . . . Hemorrhoids. 

3.  Mucus  Secretion.  . . Mucosal  prolapse. 

Ectropion  (Whitehead  Deformity). 
Villous  tumour  of  rectum. 

4.  Intertriginal  Dermatitis . . . External  skin  tags. 

5.  Viral  Conditions.  . Extensive  Condylomata 

Accuminata. 


Summary 

The  problem  of  Pruritus  Ani  is  primarily  der- 
matological in  nature  and  may  be  controlled  con- 
servatively. However  prior  to  treatment  it  behooves 
the  physician  to  conduct  an  adequate  anorectal 
examination  in  that  five  per  cent  of  cases  of  Pru- 
ritus Ani  may  be  caused  or  aggravated  by  lesions 
in  and  about  the  anorectum.  Such  investigation 
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should  include  gentle  digital  and  anoscopic  exam- 
ination. Proctoscopy  should  be  mastered  by  any 
doctor  treating  disease  in  this  area  of  the  body. 
Adequate  anorectal  surgery  when  such  pathology 
is  identified  may  simplify  any  subsequent  ther- 
apeutic problem.  • 
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The  very  rare  cyclops  deformity  is  the 
basis  for  an  interesting  discussion  of 
etiology  of  congenital  anomalies. 

Cyclopia  is  a rare  congenital  anomaly  of  the 
central  nervous  system  characterized  by  the  fol- 
lowing abnormalities : 

1.  One  centrally-placed  orbital  fossa  which  con- 
tains one  normal  or  two  fused  globes, 

2.  The  fused-type  globe  having  double  retina, 
iris  and  ciliary  body. 

3.  A single  diamond-shaped  palpebral  fissure. 

4.  Rudimentary  lids. 

5.  A proboscis,  lying  superior  to  the  cyclop  eye, 
representing  the  nose. 

6.  A single  blind  tube  within  the  proboscis,  lined 
by  mucous  glandular  cells  and  not  commu- 
nicating with  the  nasopharynx. 

7.  Excessive  cerebrospinal  fluid. 

8.  Small,  poorly-formed  cerebral  hemispheres 
which  are  fused  anteriorly  and  contain  a single 
open  ventricle. 

9.  Absence  of  convolutions. 

10.  Reduction  of  hemispheric  mass. 

11.  Relatively  normal  brain  stem. 

The  genesis  of  Cyclopia  is  thought  to  be  the 
combination  of  the  abnormally-placed  single  or- 
bital fossa  and  failure  of  the  central  median  mass, 
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The  cyclop  deformity 


Case  Report 


Richard  L.  Lillard,  MD,  Denver 

from  which  the  two  optic  vesicles  normally  de- 
velop, to  separate.  The  true  incidence  is  not 
known.  Eye  malformations  of  all  types  occur 
seven  times  in  each  10,000  births.'*  Cyclopia  is 
indeed  rare,  since  it  comprises  only  a fraction  of 
such  anomalies. 

Case  Report 

A 27-year-old  white  female.  Gravida  11,  Para  I, 
entered  the  hospital  in  labor  one  month  prior  to  her 
expected  date  of  confinement.  Polyhydramnios  was 
evident,  as  was  moderate  vaginal  bleeding.  Her 
blood  type  was  “O  POSITIVE.”  Menarche  was  at 
age  13.  She  had  an  irregular  menstrual  pattern,  in- 
tervals varying  from  four  to  twelve  weeks.  Duration 
of  menses  was  usually  5 days.  She  had  taken  only 
routine  medications  during  pregnancy,  and  none  dur- 
ing the  first  weeks  of  gestation.  However,  her  son  had 
been  given  a prophylactic  injection  of  gammaglob- 
ulin, at  a time  compatible  with  the  onset  of  this  preg- 
nancy, because  of  numerous  cases  of  Rubella  in  their 
neighborhood.  No  signs  of  Rubella  had  occurred  sub- 
sequently in  mother  or  son. 

After  spontaneous  rupture  of  the  membranes,  the 
first  of  twin  girls  was  born  L.O.A.  This  infant  had 
ear  cartilage  deformities,  syndactylia  of  hands  and 
feet,  and  cyclop  eye.  She  weighed  2 pounds  12  Vi 
ounces,  measured  16.5  inches  in  length,  and  was  in 
severe  respiratory  distress.  Head  and  chest  circum- 
ferences were  9 inches.  This  infant  lived  only  30 
minutes.  Autopsy  disclosed  all  the  features  of  Cyclo- 
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Fig.  1.  Full  view  of  the  Cyclopic  member  of  Mono- 
zygotic twins.  See  text  for  a description  of  Cyclopia. 
Note  the  many  deformities  other  than  the  Cyclop 
eye. 

pia  described  above  (Fig.  1).  Its  single,  fused  globe 
consisted  of  double  lens  retina  and  ciliary  body. 
The  optic  nerve  was  single,  there  being  no  chiasm. 
The  two  compartments  of  the  fused  globe  were  sep- 
arated by  retina,  all  layers  of  which  showed  micro- 
scopic malformations  of  structure.  The  brain  stem 
was  normal  and  the  small  cerebral  hemispheres  were 
fused  anteriorly,  containing  a single,  open  ventricle 
(Fig.  2). 

Incision  of  membranes  was  required  for  delivery 
of  the  second  infant  female  17  minutes  after  the 
first,  as  a double-footling  breech.  This  infant  had  ear 
defects,  syndactylia  and  cleft  defects  of  hands  and 
feet,  talipes  equinovarus  and  cleft  palate.  No  cyclop 
deformity  was  present.  It  weighed  3 pounds  6 ounces, 
was  16.5  inches  long,  and  its  head  and  chest  cir- 
cumferences were  12  and  10  inches,  respectively. 
This  infant  lived  four  days,  dying  of  massive  pneu- 
monitis. Its  brain  was  normal. 

The  single  placenta  was  elliptical,  weighed  496 
gm.,  and  measured  22  x 17  x 1.5  cm.  The  vessels  of 
the  two  eccentrically-placed  cords  intermingled.  Two 
amniotic  sacs  were  present,  each  being  easily  re- 
moved to  reveal  an  opaque  chorion  covering  the  en- 
tire surface.  This  monochorionic,  diamnionic  placen- 


ta was  diagnostic  of  monozygotic  (“identical”)  twin- 
ning. 

This  case  is  worthy  of  report  because  of  the  fol- 
lowing reasons:  (1)  Cyclop  deformity  is  rare.  (2) 
Cyclopia  in  one  member  of  monozygotic  twins  is 
even  more  infrequent.  (3)  Only  one  case  of  Cyclo- 
pia has  been  reported  in  the  English  literature 
since  1950,  and  that  case  did  not  involve  twin- 
ning.^ (4)  The  mother  was  probably  exposed  to 
Rubella.  (5)  It  asks  a question  whether  Rubella 
can  alfect  the  fetus  without  producing  objective 
evidence  of  the  disease  in  the  mother.  This  pos- 
sibility has  been  considered  by  others'^’  but  has 
been  ignored  or  rejected  by  the  majority.  No  an- 
swer is  possible  at  this  time,  but  there  seems  to  be 
no  evidence  for  totally  rejecting  this  possibility. 
(6)  Lastly,  this  case  stresses  the  importance  of 
congenital  anomalies  which  are  said  to  affect  7.5 
per  cent  of  all  births.'^ 

Discussion 

Retardation  of  growth  in  the  early  stages  of 
embryonic  development  is  probably  the  cause  of 
monovular  twinning.  Actually,  monovular  twin- 
ning is  itself  an  abnormal  process.  This  phenom- 
enon can  be  produced  at  will  in  many  species  by 
various  methods  calculated  to  cause  retardation  of 
growth  during  the  inner  cell  mass  stage. ^ 

Similarly,  retardation  of  growth  can  produce 
any  anomaly.  The  type  anomaly  produced  is  a 
function  of  the  time  in  embryonic  life  during  which 
some  harmful  agent  acts  to  produce  this  retarda- 
tion. This  is  called  the  Critical  Period"^  and  desig- 
nates that  time  during  which  the  tissues  are  rapid- 
ly dividing  and  are  thus  most  susceptible  to  injury. 
Any  injury  to  these  rapidly  multiplying  cells  sup- 
presses further  growth,  and  they  never  recover. 


Fig.  2.  Superior  view  of  the  Brain  of  the  Cyclopic 
Infant. 
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Cyclopia  is  produced  in  this  manner,  probably 
during  the  first  week  of  embryonic  life.®  The  re- 
sponse of  the  embryo  to  harmful  influences,  then, 
is  governed  more  by  its  stage  of  development  than 
by  the  specific  agent  responsible  for  the  change. 

It  is  not  surprising  that  such  a serious  mal- 
formation as  Cyclopia  occurs  in  the  first  week  of 
life,  since  the  first  trimester  is  recognized  as  the 
most  dangerous  period  for  the  developing  fetus. 
The  earlier  in  this  period  that  a harmful  agent 
acts,  the  more  serious  is  the  expected  result.  This 
is  demonstrated  by  prospective  studies  of  the  ef- 
fect of  Rubella  on  the  fetus.  About  50  per  cent  of 
infants  born  to  mothers  who  had  Rubella  during 
the  first  four  weeks  of  gestation  will  have  major 
congenital  anomalies.  This  striking  effect  decreases 
with  the  passing  weeks  of  gestation  until  after  16 
weeks  the  danger  of  Rubella-induced  anomaly  is 
no  greater  than  the  incidence  of  anomalies  in  the 
control  population.® 

The  harmful  agents  capable  of  inducing  re- 
tardation of  growth  in  the  embryo  are  classified 
as  genetic  or  environmental.  Many  investigators 
have  suggested  environmental  agents  as  being 
responsible  for  cyclopia®’  because  it  is  as- 
sociated with  defects  which  are  incompatible  with 
life,  and  surely  self-limiting.  Genetic  factors  can- 
not be  excluded,  however,  because  it  is  possible 
to  so  modify  the  environment  of  the  experimental 
animal  that  the  manifestations  of  harmful  genes 
are  suppressed,  or  the  desirable  genes  enhanced. 
This  has  been  accomplished  with  plants,  rabbits 
and  Drosophila.  In  these  species,  gene  action 
definitely  appears  to  be  dependent  on  environ- 
ment.^ Therefore,  it  is  most  likely  that  Cyclopia, 
like  most  anomalies,  is  due  to  a combination  of 
harmful  environmental  and  genetic  factors,  rather 
than  either  alone. 

Harmful  environmental  agents  of  current  major 
concern  are  the  following: 

1.  Maternal  disease,  illustrated  by  Rubella. 

2.  Maternal  ingestion  of  drugs,  illustrated  by  the 
recent  Thalidomide  disaster.  So  important  is 
this  group  that  it  prompted  the  following  state- 
ment from  the  man  who  first  related  birth  de- 
fects to  Thalidomide:  “Each  tablet  given  to  a 
woman  in  early  pregnancy  is  an  experiment  in 
human  teratology.  . . 

3.  Maternal  exposure  to  radiation,  illustrated  by 
the  change  in  sex-ratio  of  infants  born  to  sur- 
vivors of  the  atomic  bomb  explosions. 

There  seems  little  doubt  that  each  of  these  fac- 
tors is  important  and  controllable  to  some  degree. 


Summary 

Cyclopia  is  a rare  congenital  anomaly  of  the 
central  nervous  system,  its  manifestations  being 
described  and  illustrated  in  this  report  of  a case  in 
one  member  of  monozygotic  twins.  It  is  likely 
due  to  a combination  of  harmful  genetic  and  en- 
vironmental factors  acting  on  the  embryo  in  the 
first  week  of  life.  This  time-specificity  is  a manifes- 
tation of  the  critical  period  concept.  The  environ- 
mental agents  capable  of  producing  the  retarda- 
tion of  growth  necessary  for  anomalous  develop- 
ment, and  of  current  major  interest,  are  maternal 
exposure  to  (1)  disease,  (2)  drugs,  and  (3)  ra- 
diation. Experimental  studies  demonstrate  that  en- 
vironmental factors  such  as  these  definitely  affect 
genetic  constitution  in  plants  and  some  animals. 
There  has  been  no  confirmation  in  man,  but  these 
findings  are  highly  suggestive  of  the  interdepen- 
dence of  genetic  and  environmental  factors  in  pro- 
duction of  malformations.  This  report  confirms 
cyclopia  in  only  one  member  of  monozygotic 
twins  and  serves  as  a review  of  the  condition.  The 
mother  was  probably  exposed  to  Rubella,  but  did 
not  develop  signs  of  the  disease.  Whether  Rubella 
can  cross  the  placental  barrier  without  causing  the 
disease  in  the  mother  is  a question  which  cannot 
yet  be  answered.  • 
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Tuberculous  lymphadenitis  of  the  neck 
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Tuberculous  adenitis  must  be  considered 
by  surgeons  treating  tumors  of  the  neck, 
particularly  in  children. 


National  statistics  indicate  that  pulmonary 
tuberculosis  is  rapidly  becoming  a disease  of  the 
past.  It  could  be  assumed  that  the  incidence  of 
tuberculosis  in  other  parts  of  the  body  would  show 
a similar  decrease.  Our  experience  in  treating  a 
series  of  patients  with  tuberculous  cervical  lymph- 
adenitis indicates  that  this  entity,  in  a com- 
munity long  dedicated  to  the  treatment  and  erad- 
ication of  tubrculosis,  may  not  show  a similar  de- 
cline in  incidence.  A series  of  cases  treated  at 
Presbyterian  and  Children’s  Hospitals  in  Denver, 
covering  a period  of  eleven  years,  and  a report  of 
cases  encountered  by  the  Colorado  State  Depart- 
ment of  Health,  were  reviewed  to  establish  the 
following:  1)  the  prevalence  of  the  disease  now, 
2)  the  present  difficulty  of  identifying  contact,  3) 
the  criteria  for  establishing  a working  diagnosis, 
4)  a review  of  the  pathology  of  the  entity,  and  5) 
the  general  satisfactory  results  obtained  in  cases 
diagnosed  early  and  treated  with  chemotherapy 
and  complete  surgical  excision  of  the  involved 
nodes. ^ 

In  1916,  Dowd‘S  reported  nearly  700  personally 
treated  cases  of  tuberculous  cervical  lymphadeni- 
tis. The  apparent  incidence  began  to  decline,  and, 
in  1933,  Hanford®  could  report  but  131  cases 
treated  surgically.  The  decline  was  not  manifest  in 
other  countries.  Lester,®  in  reviewing  a series  of 
patients  in  a large  city  hospital  and  in  a san- 
atorium in  the  same  area,  was  able  to  find  20  pa- 
tients with  tuberculous  cervical  lymph  nodes  among 
2,778  admissions  for  tuberculosis  in  1945  and  19 
cases  among  3,998  cases  of  pulmonary  tuber- 
culosis from  1940  to  1948.  From  this  he  conclud- 
ed that  the  disease  was  on  the  decline.  No  recent 
statistics  are  available,  so  we  studied  records  of 
the  cases  easily  obtainable  in  our  city  and  state 
over  an  eleven  year  period,  from  1952  to  1962 
(inclusive). 


The  total  number  of  cases  of  tuberculosis  in 
Colorado,  exclusive  of  Denver,  for  several  years 
between  1952  and  1963  are  shown  by  graph  (Fig. 
1).  The  incidence  of  nonpulmonary  tuberculosis 
during  the  same  period  is  also  indicated.  It  is 
obvious  that  the  out-of-city  decline  in  tuberculosis 
is  certainly  not  proportionate  to  that  of  non-pul- 
monary  tuberculosis.  We  studied  22  cases  of  tu- 
berculous lymph  nodes  from  the  State  Depart- 
ment of  Health,  20  cases  from  Children’s  Hos- 
pital, and  12  cases  from  Presbyterian  Hospital, 
making  a total  of  54  cases.  These  figures  are  of 
value  only  to  emphasize  the  prevalence  of  the  dis- 
ease and  to  indicate  that  tuberculous  adenitis  must 
be  considered  seriously  by  surgeons  treating  tu- 
mors of  the  neck. 

Not  many  years  ago  a person’s  contacts,  par- 
ticularly a child’s  were  few  and  well  known.  Fam- 
ilies lived  and  worked  in  small  geographic  areas 
and  associated  with  the  same  people  for  years  at  a 
time.  Today,  however,  children  are  exposed  dur- 
ing a short  period  of  years  to  a myriad  of  con- 
tacts, such  as  baby-sitters,  nursery  and  day  schools 
and  even  new  towns  and  states.  For  this  reason 
the  epidemiology  of  any  communicable  disease, 
especially  one  with  a comparatively  long  latent 
period  such  as  tuberculosis,  is  extremely  difficult 
to  trace.  In  a representative  group  reported  by 
Dowd,^  in  1906  bovine  tuberculosis  accounted  for 
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Fig.  1.  Graph  showing  incidence  of  non-pulmonary 
tuberculosis  and  cervical  tuberculosis  as  compared  to 
incidence  of  all  tuberculosis,  in  Colorado  (exclusive 
of  Denver)  in  the  years  indicated. 
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only  about  30  per  cent  of  the  total  cases  of  tu- 
berculosis. Since  then  tuberculosis  in  dairy  prod- 
ucts has  been  almost  eliminated,  thus  excluding 
cattle  as  a source.  Milk  was  a remotely  suspicious 
etiological  factor  in  only  2 of  the  20  cases  that 
we  were  able  to  trace  at  one  hospital  (Children’s). 
Further  study  indicated  that  although  tuberculous 
cervical  lymph  nodes  may  occur  at  any  age,  it  is 
predominantly  a disease  of  childhood,  and  the  ma- 
jority of  private  cases  were  in  the  age  range  from 
7 months  to  19  years.  Of  11  private  cases  in  the 
older  age  group,  which  ranged  up  to  61  years,  in 
6 patients  cervical  adenitis  was  obviously  part  of  a 
generalized  tuberculous  process  and  for  all  prac- 
tical purposes  should  not  be  included  in  the  sta- 
tistics. 

The  increasing  inability  to  trace  contacts  is,  and 
should  be,  a matter  of  great  concern  to  all.  Since 
our  milk  is  pasteurized,  and,  as  some  of  our  col- 
leagues fail  to  report  their  cases,  the  problem  be- 
comes even  more  complex.  Many  cases  in  our 
area  were  easy  to  trace.  The  welfare  cases  were 
obviously  hard  to  find,  difficult  to  treat,  and  al- 
most impossible  to  follow.  Of  32  cases  in  which 
statistics  were  available  and  the  family  could  be 
studied  and  correlated  with  the  pathology  in  the 
child,  6 had  a definite  family  history  of  tuber- 
culosis, 5 had  doubtful  history  (unlikely  in  most 
instances),  and  in  the  remaining  21  there  could 
be  found  no  evidence  of  tuberculosis  in  the  family. 
Sex  incidence  in  our  cases  was  in  accord  with 
most  published  statistics,  there  being  29  females 
and  25  males. 

Diagnosis 

The  clinical  diagnosis  of  tuberculous  cervical 
lymphadenitis  ordinarily  offers  little  difficulty.  It  is 
important,  however,  to  establish  the  diagnosis 
early  because  curability  and  cosmetic  result  are  in 
indirect  ratio  to  duration  of  the  disease.  A firm 
swelling  in  the  neck,  usually  starting  beneath  the 
angle  of  the  jaw,  which  is  tender  at  first  but  later 
painless,  and  tends  to  extend  rather  than  subside, 
probably  is  tuberculosis  (Fig.  2).  An  acute  infec- 
tion in  the  same  location  subsides  or  suppurates  in 
less  than  a month.  Lymphomas  feel  more  elastic, 
and  while  they  may  present  a massive  swelling, 
give  the  impression  of  being  more  discrete. 

From  a differential  standpoint,  branchial  cleft 
cysts  occur  in  one  of  three  locations,  familiar  to 
all;  they  can,  but  do  not  usually,  suppurate.  Thyro- 
glossal  duct  cysts  occur  in  the  midline.  Cystic  hy- 
gromas are  usually  large,  and  their  location  when 


first  seen  by  the  surgeon  is  variable,  but  as  a gen- 
eral rule  some  point  of  the  cystic  mass  projects 
into  the  posterior  cervical  triangle.  Metastatic  tu- 
mors from  the  thyroid  gland  are  nontender  and  in 
most  instances  occur  on  the  same  side  as  the  pal- 
pable nodule  in  the  thyroid  gland. 

A positive  tuberculin  test  in  a young  child  is  of 
great  significance.  Tuberculosis  of  the  cervical 
lymph  nodes  is  not  frequently  associated  with  ac- 
tive pulmonary  tuberculosis.  It  occurred  in  only 
6 of  our  54  cases,  and  these  were  in  the  older 
age  group.  Chest  x-rays  in  the  20  cases  encoun- 
tered at  Children’s  Hospital  were  negative  for  tu- 
berculous involvement. 

Pathology 

The  surgeon  should  remember  that  definitive 
diagnosis  of  etiology  of  pathologic  states  in  lymph 
nodes  removed  surgically  begins  at  the  time  of 
surgical  removal,  and  coordination  of  the  labora- 
tory efforts  with  those  of  the  surgeon  is  necessary. 
Notification  of  the  pathology  department  is  es- 
sential in  order  that  both  routine  cultures  as  well 
as  special  technics  for  both  tuberculosis  and  fungi 
may  be  instituted  from  the  fresh  tissue.  Special 
procedures  in  lymph  node  diagnosis  are  a subject 
unto  themselves  and  will  not  be  further  discussed 
here.'^’  ® 

The  pathologic  features  of  tuberculous  lym- 
phadenitis vary  due  to  many  factors.  The  tissue 
reaction  to  infection  may  be  local  or  generalized. 


Fig.  2.  Three-year-old  girl  with  tuberculous  lymph- 
adenitis of  neck. 
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It  may  be  of  hyperplastic  or  fibrous  type  in  ad- 
dition to  the  classic  miliary  spread.  The  localized 
disease  is  found  most  frequently  in  cervical,  medi- 
astinal, or  mesenteric  lymph  nodes.  The  progres- 
sion of  the  untreated  disease  through  its  full 
course  begins  with  gradual  enlargement,  followed 
by  subsequent  confluence  of  nodes,  caseation  and 
liquefaction,  and  ultimate  cutaneous  sinus  forma- 
tion with  drainage.  The  acute  lesion  with  tubercle 
formation,  central  necrosis,  epithelial  reaction,  and 
Langhans’  multinucleated  giant  cells  is  known  to 
all.  The  early  hyperplastic  reaction  without  tu- 
bercle formation,  and  the  fibrosis  occurring  in  dis- 
ease of  longer  duration,  may  present  difficulties  in 
diagnosis.  The  latter  may  be  particularly  difficult 
to  differentiate  from  Hodgkin’s  disease.  A number 
of  excellent  summaries  of  the  findings  in  tuber- 
culous adenitis  exist.  The  foregoing  material  is  de- 
rived primarily  from  Herbert’s®  text  of  surgical 
pathology. 

More  recent  bacteriologic  studies  indicate  that 
the  so-called  unclassified  Mycobacteria  may  pro- 
duce both  gross  and  histologic  changes  falling 
within  the  range  of  those  changes  usually  asso- 
ciated with  Mycobacterium  tuberculosis.  Ap- 
parently a certain  number  of  these  infections  have 
been  “confused  with  and  included  in  the  syndrome 
called  cat-scratch  fever.”^®  Laboratory  exclusion 
of  these  in  differential  diagnosis  is  therefore  neces- 
sary. 

Treatment 

The  modality  of  treatment  and  the  sequence 
utilized  in  treating  tuberculous  lymphadenitis 
should  vary  with  the  clinical  and  pathological 
stage  of  the  disease  when  the  patient  is  first  seen. 
In  the  acute  exudative  phase,  bed  rest,  chemo- 
therapy, roentgen  therapy  in  some  instances,  and 
the  generalized  precautionary  measures,  such  as 
are  used  in  treating  pulmonary  tuberculosis,  are  in 
order. 

RADIATION  THERAPY:  Radiation  therapy 
for  tuberculous  adenitis,  once  widely  used,  has  be- 
come obsolete  with  the  development  of  chemo- 
therapy and  present-day  surgical  procedures.  The 
majority  of  patients  treated  by  radiation  therapy 
in  the  past  were  adults  with  cervical  adenitis;  only 
occasionally  were  children  so  treated.  Acceptable 
roentgenotherapeutic  dosages  are  small.  Holmes 
and  Schulz^  ^ recommend  an  air  dose  of  200r  once 
or  twice  a week  for  a total  of  not  more  than 
800r,  and  others  speak  of  up  to  six  treatments  of 
100  or  180r  each,  to  be  repeated  in  four  to  six 


months  if  indicated.  Dr.  K.  D.  A.  Allen^^  used  60r 
every  three  weeks.  Some  patients  would  require 
only  one  or  two  of  these  small  treatments,  others, 
a dozen  or  more.  Air  doses  and  treatment  inter- 
vals are  modified  by  field  size,  acuteness  of  infec- 
tion, and  amount  of  secondary  infection.  With  the 
advent  of  antibacterial  agents  to  control  the  sec- 
ondary invaders,  surgery  became  more  effective, 
and  for  a time  radiation  was  used  preoperatively 
as  an  adjunct.  More  recently  refinements  in  anti- 
tubercular  therapy  in  general  have  resulted  in 
abandonment  of  radiation  therapy  for  this  disease. 
However,  as  radiation  therapy  is  never  harmful  in 
tuberculous  adenitis  when  the  dosages  are  small, 
and  as  the  results  are  sometimes  spectacular  espe- 
cially in  adults,  it  is  conceivable  that  a particular 
situation  might  arise  when  radiation  therapy  would 
be  useful. 

CHEMOTHERAPY : The  final  result  in  sur- 
gically treated  cases  has  been  greatly  improved 
by  the  chemotherapeutic  agents.  The  initial  treat- 
ment of  such  lesions  calls  for  streptomycin  daily 
in  conjunction  with  isoniazid  and  para-aminosai- 
icylic  acid.  The  latter  two  agents  may  be  admin- 
istered for  a period  of  days  or  months,  tailored 
to  the  individual  patient  according  to  INH  blood- 
level  determinations  and  to  the  extent  of  the  dis- 
ease. The  study  of  120  cases  at  Fitzsimons  Army 
Hospital  by  Schless  and  Wier^®  would  lead  one  to 
believe  that  in  most  instances  the  disease  is  gen- 
eralized. However,  our  cases  in  children  appear  to 
fall  into  a different  category.  Pre-  and  postopera- 
tive medication  should  be  carried  out  even  in  chil- 
dren who  seem  to  have  localized  disease. 

SURGERY:  When  the  optimum  time  for  op- 
eration is  reached,  the  procedure  should  be  care- 
fully planned.  The  magnitude  of  the  neck  dissec- 
tion for  tuberculous  lymph  nodes  is  entirely  de- 
pendent upon  the  stage  and  extent  of  the  disease. 
Anything  less  than  complete  removal  is  inad- 
equate. Operation  should  not  be  considered  when 
the  nodes  are  a local  manifestation  of  disease  in 
other  parts  of  the  body. 

Because  the  patient  is  usually  a child  and  fre- 
quently a female,  great  care  should  be  used  in 
placing  the  incision.  A good  cosmetic  result  is 
mandatory  and  can  be  obtained  if  proper  precau- 
tions are  used.  The  incision  should  be  made  paral- 
lel to  Danger’s  lines.  When  sinuses  are  present, 
multiple  parallel  incisions  may  be  necessary.  Lon- 
gitudinal incisions  frequently  stimulate  keloid  for- 
mation, and  if  secondary  infection  occurs  these 
are  often  followed  by  unsightly  contractures.  A 
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longitudinal  incision  is  occasionally  unavoidable, 
however,  when  there  is  inadvertent  injury  to  large 
vessels. 

When  possible,  the  flaps  being  reflected  should 
include  the  platysma.  Care  should  be  taken  to 
identify  and  protect  the  mandibular  branch  of  the 
facial  nerve  when  reflecting  the  superior  flap.  In 
most  instances,  the  suprahyoid  dissection  is  suf- 
ficient to  remove  the  diseased  nodes.  It  should  be 
stressed,  however,  that  the  cardinal  principle  in 
the  operation  for  removal  of  tuberculous  cervical 
lymph  nodes  is  complete  removal  of  all  diseased 
nodes.  At  times  the  upper  deep  cervical  chain  is 
involved.  These  nodes  can  usually  be  reached 
through  the  transverse  suprahyoid  incision,  but 
where  this  is  not  possible,  an  additional  incision 
may  be  made  below  and  parallel  to  the  original 
one.  We  have  not  found  it  necessary  to  remove  the 
sternocleidomastoid  muscle  or  the  internal  jugular 
vein  in  any  instance.  Ligation  of  the  jugular  vein 
and  of  the  external  carotid  artery  has  been  neces- 
sary in  a limited  number  of  cases.  In  most  chronic 
cases  the  dissection  is  tedious  and  is  carried  out 
most  effectively  with  the  knife  and  scissors.  Care- 
ful hemostasis  is  definitely  in  order.  The  impor- 
tant structures,  namely  the  vessels  and  nerves, 
should  be  preserved,  and  this  is  usually  possible 
because,  contrary  to  operations  for  local  and 
metastatic  malignant  disease,  block  dissection  is 
seldom  necessary.  Of  the  twenty  patients  that  we 
have  managed,  several  required  drainage  of  a cold 
abscess  postoperatively,  but  only  three  required 
additional  lymph  node  resection. 

Summary 

A review  of  the  incidence  of  cervical  tuber- 
culosis available  for  study  in  the  Public  Health 
Department  of  the  State  of  Colorado  and  in  two 
private  hospitals  in  Denver,  Colorado  for  a period 
of  eleven  years  has  been  undertaken.  While  it  is 
evident  that  this  series  is  tantamount  to  an  ex- 
panded “spot  check”  of  the  total  cases  in  the  re- 
gion, it  indicates  that  the  incidence  of  cervical 
tuberculosis  does  not  seem  to  be  declining  at  the 
same  rapid  rate  as  pulmonary  tuberculosis.  From 
this  small  study,  the  disease  appears  to  affect  the 
young  most  frequently.  It  is  noted  that  the  dis- 
ease is  particularly  hard  to  trace  as  regards  the 
primary  source.  Several  cases  occurred  in  children 
whose  families  were  tuberculin-negative,  and  in 
whom  no  known  contact  could  be  found.  Milk 
was  only  a remotely  suspicious  etiological  factor 
in  2 of  20  cases  studied  at  Children’s  Hospital, 


and  in  these  was  entertained  only  because  its 
source  were  cows  not  tuberculin  tested. 

Clinical  and  laboratory  diagnostic  criteria  have 
been  reviewed.  A firm  swelling,  starting  beneath 
the  angle  of  the  jaw,  which  is  tender  at  first  but 
later  painless,  and  which  tends  to  extend  rather 
than  subside,  is  emphasized  as  definitely  cervical 
tuberculosis  symptomatology.  An  acute  infection 
in  this  area  either  subsides  or  suppurates  in  less 
than  a month.  Location  of  the  tumor  is  important 
because  most  other  congenital  or  acquired  neck 
lesions  have  a constant  location.  A positive  tuber- 
culin test  in  a young  child  is  significant  in  diag- 
nosis since  of  20  cases  of  cervical  tuberculosis 
studied  at  Children’s  Hospital,  none  had  chest 
x-ray  positive  for  tuberculosis. 

From  our  findings  and  a review  of  the  current 
literature,  it  is  apparent  that  coordination  of  the 
laboratory  efforts  and  those  of  the  surgeon  are 
essential  if  an  accurate  diagnosis  and  definitive 
therapy  are  to  be  achieved.  The  modalities  of 
treatment  and  their  sequence  are  discussed.  Radia- 
tion therapy,  while  probably  obsolete,  was  never 
harmful  in  treating  cervical  tuberculosis  and  might 
still,  on  occasion,  be  useful  in  treating  the  disease  in 
adults.  Chemotherapy  in  localized  cervical  lymph- 
adenitis is  important  as  both  pre-  and  post- 
operative adjuncts.  Its  use  when  the  disease  is 
part  of  a generalized  process  has  long  been  estab- 
lished. Combination  of  chemotherapy  and  opera- 
tion is  the  recommended  treatment.  Results  of 
surgery  in  the  cases  we  were  able  to  follow  has 
been  gratifying.  • 
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Hydroxyzine  hydrochloride* 


Medication  prior  to  anesthesia 


J.  T.  Hayward-Butt,  MD,  Phoenix,  Arizona 


The  definite  usefulness  of  hydroxyzine 
as  a routine  pre-anesthetic  medication  is 
established  in  this  preliminary  report  of 
an  extensive  study  of  this  drug. 

Optimal  medication  in  the  preparation  of  ob- 
stetrical and  surgical  patients  for  anesthesia  has 
been  sought  for  many  years.  The  quest  will  no 
doubt  continue  so  long  as  new  and  useful  agents 
are  developed.  One  may  say  that  the  very  multi- 
plicity of  drugs  advocated  for  this  purpose  be- 
speaks the  lack  of  general  agreement  among  an- 
esthesiologists as  to  which  are  the  most  effica- 
cious. The  present  paper  is  based  on  experience 
in  the  use  of  hydroxyzine  hydrochloride  alone  and 
in  several  dosage  combinations  with  meperi- 
dine,** compared  with  a placebo,  and  with  me- 
peridine alone  and  in  combination  with  promeza- 
thine.***  The  study  encompasses  experience  in 
the  administration  of  these  premedicant  substances 
in  4,966  individual  anesthetic  cases. 

In  considering  hydroxyzine  as  pre-anesthetic 
medication,  some  excellent  papers  are  found  in 
the  literature,  some  of  which  are  based  on  well- 
designed  double-blind  studies.^-  ^ There  is  now  in 
process  by  the  author  a double-blind  study  of  hy- 
droxyzine from  which  it  is  hoped  many  variables 
will  be  eradicated;  the  results  will  be  pub- 
lished. But  since  the  study  offers  preliminary  data 
which  are  useful,  the  current  report  is  of  the  dose- 
finding, screening  experiment  that  was  completed 
with  hydroxyzine  in  comparison  with  other  pre- 
medicants. 

Procedures  and  Materials 

A routine  procedure  for  evaluation  of  premedi- 
cation drugs  was  followed.  On  the  evening  preced- 
ing surgery,  the  patient  was  observed  and  his 

* Atarax®,  J.  Roerig  and  Company,  Div.  Chas.  Pfizer  & 
Co.,  Inc.,  New  York,  N.  Y. 

♦*  Demerol®,  Winthrop  Laboratories,  New  York,  N.  Y. 

***  Phenergan®,  Wyeth  Laboratories,  Philadelphia,  Pa. 


record  reviewed.  Particular  note  of  his  fear, 
anxiety,  or  tranquility  was  made.  Pulse,  blood 
pressure,  and  respiratory  rate  were  noted  on  a 
special  form  together  with  other  relevant  informa- 
tion. On  the  morning  of  surgery,  upon  arrival  of 
the  patient  in  the  operating  room,  information  of 
a like  kind  was  noted  on  the  anesthetic  chart. 
During  induction,  the  patient  was  carefully 
checked  for  untoward  events,  i.e.,  laryngospasm, 
excess  mucus,  respiratory  depression,  oxygen- 
want,  bucking,  and  vomiting;  during  maintenance, 
observations  were  made  for  excess  oozing,  ar- 
rhythmias, respiratory  distress,  and  changes  in 
blood  pressure.  Postoperatively,  the  patient  was 
observed  for  the  time  and  method  of  reaction,  rest- 
lessness, pain,  vomiting,  etc.  In  the  recovery  rooms 
and  on  the  wards,  patients  were  further  observed 
and  subsequent  findings  noted. 

Included  in  the  study  were  patients  on  nine 
different  surgical  services.  Each  patient  received 
one  of  five  different  premedications,  or  none  at 
all.  These  consisted  of  varying  dosages  of  hydroxy- 
zine, meperidine,  equal  amounts  of  hydroxyzine 
plus  meperidine,  meperidine  plus  one-half  an 
equal  amount  of  promezathine,  or  meperidine 
plus  one-half  an  equal  amount  of  hydroxyzine. 
Saline  was  used  as  placebo. 

Table  1 provides  an  analysis  of  the  types  of 
surgery  concerned  and  the  number  and  percent- 
age of  cases  studied  under  six  varying  combina- 
tions of  drugs  from  meperidine-hydroxyzine  1 : 1 
ratio  to  the  placebo. 

The  premedicating  drugs  were  administered  ap- 
proximately ninety  minutes  prior  to  surgery.  The 
intravenous  or  intramuscular  route  was  used,  but 
predominantly  the  intramuscular  route.  Since  the 
purpose  of  the  experiment  was  to  establish  the 
optimal  dosages  and  ratios  of  the  different  drugs, 
there  was  wide  range  in  the  amounts  given. 
Amounts  of  premedicants  varied  according  to  the 
size,  weight  and  condition  of  the  patient  and  ac- 
cording to  the  ensuing  anesthesia  and  surgery.  In 
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TABLE  I 

TYPE  OF  SURGERY  AND  PRE-ANESTHETIC  MEDICATION  GIVEN  4,966  PATIENTS 

(Percentages  to  whole  number) 


Dosage 

Ratios 

a 

meperit 
hydrox; 
1:1  (rr 

line- 

fzine 

ig.) 

B 

meperidine- 
hydroxyzine 
2:1  (mg.) 

c 

meperidine 

alone 

D 

hydroxyzine 

alone 

E 

meperidine- 
promezathine 
2:1  (mg.) 

F 

placebo 

Surgical  Service 

Total 
# Cases 

Percent- 

ages 

Cases 

% 

Cases 

% 

Cases 

% 

Cases 

% 

Cases 

% 

Cases 

% 

Gynecology 

928 

18.7 

316 

34 

343 

37 

167 

18 

56 

6 

19 

2 

27 

3 

Obstetric 

198 

4.0 

25 

13 

47 

24 

40 

20 

22 

11 

34 

17 

30 

15 

Orthopedic 

576 

11.6 

294 

51 

103 

18 

46 

8 

29 

5 

35 

6 

69 

12 

General 

1897 

38.2 

1025 

54 

361 

19 

209 

11 

37 

2 

37 

2 

229 

12 

Thoracic 

139 

2.8 

43 

31 

19 

13 

22 

16 

10 

7 

9 

6 

36 

27 

E.N.T. 

403 

8.1 

230 

57 

44 

11 

24 

6 

44 

11 

37 

9 

24 

6 

Urology 

373 

7.5 

97 

26 

45 

12 

37 

10 

83 

22 

37 

10 

74 

20 

Plastic 

373 

7.5 

101 

27 

49 

13 

8 

2 

34 

9 

67 

18 

114 

31 

Neurosurgery 

79 

1.6 

19 

24 

15 

19 

8 

10 

4 

5 

8 

10 

24 

32 

TOTALS 

4966 

100 

2150 

— 

1026 

— 

561 

— 

319 

— 

283 

— 

627 

— 

seeking  an  optimum,  the  highest  premedicating 
dosage  was  200  mg.  meperidine  plus  200  mg. 
hydroxyzine  in  a 25-year-oId  214-lb.  athletic 
Negro;  the  lowest  dosage  was  25  mg.  meperidine 
plus  25  mg.  hydroxyzine  in  a 94-lb.  frail,  anemic 
89-year-old  female  with  carcinomatosis. 

Atropine  (0.3  mg,  or  less)  invariably  accom- 
panied the  premedicating  drugs.  In  general,  the 
premedicant  dosage  of  trial  drugs  was  based  on 
the  resident’s  personal  experience  of  the  effect  of 
meperidine  in  premedication  given  prior  to  the 
addition  of  hydroxyzine.  If  he  wished,  for  example, 
to  achieve  the  sedative  effect  of  100  mg.  meperi- 
dine, with  which  he  had  experience,  he  would 


TABLE  2 

PHYSICAL  STATUS*  OF  SURGICAL  PATIENTS 
GIVEN  PRE-ANESTHETIC  MEDICATION 


PHYSICAL 

STATUS 

% OF 

CASES 

1 

24.0 

2 

25.0 

3 

17.4 

4 

4.6 

5 

5.4 

6 

10.4 

7 

3.2 

100 

* American  Society  of  Anesthesiologists’  Rating 
Key:  1-4,  increasing  systemic  disease 

5-7,  increasing  emergency  operations 


order  lesser  milligram  doses  of  the  meperidine- 
hydroxyzine  combination  in  striving  to  achieve  a 
comparable  therapeutic  effect.  Trial-ratios  varied 
from  V2  to  % of  the  routine  milligram  dosages. 
An  opinion  was  formed  that  50  mg.  of  each  drug 
was  weaker  or  less  effective,  certainly  from  an 
analgesic  point  of  view,  than  100  mg.  meperidine 
alone.  In  due  course,  it  became  clear  that  the  1 : 1 
ratio  of  75  mg.  of  hydroxyzine  to  75  mg.  meperi- 
dine provided  the  most  consistently  effective  pre- 
medication. But,  as  will  be  seen,  even  these  figures 
were  further  refined. 

Table  2 shows  a listing  of  the  physical  status  of 
the  surgical  patients  according  to  the  American 
Society  of  Anesthesiologists’  rating.  It  will  be 
observed  that  this  hospital  caters  to  a relatively 
high  proportion  of  the  poor  physical  status  patient. 
Approximately  one-half  were  good  risk  patients, 
and  about  one  in  five  were  emergencies.  Break- 
down of  the  patients  according  to  sex  shows 
45.8%  male  and  54.2%  female.  Table  3 shows 
the  breakdown  according  to  the  types  of  anesthesia 
administered. 

Results 

Each  patient  was  evaluated  independently  seven 
different  times  by  diverse  hospital  personnel  to 
assess  the  value  of  the  premedicant  trial  substance 
which  had  been  given.  Evaluations  were  made 
by  the  anesthesiologists,  anesthetists,  surgeons, 
residents,  and  head  nurses  in  the  wards  and  re- 
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TABLE  3 

TYPES  OF  ANESTHESIA  ADMINISTERED 

PATIENTS 


A.  General  Anesthesia 

1 . Thiobarbiturate-relaxant-nitrous 

oxide-oxygen-halothane  964 

2.  Thiobarbiturate-nitrous  oxide-oxygen  . . . 942 

3.  Thiobarbiturate-cyclopropane- relaxant  . . 402 

4.  Vinethene-ether  387 

5.  Thiobarbiturate-relaxant-nitrous 

oxide-oxygen-methoxyfluorane  308 

6.  Thiobarbiturate-cyclopropane 

without  relaxant  130 

7.  Cyclopropane-oxygen  86 

8.  Halothane-oxygen  48 

9.  Methoxyfluorane-oxygen  26 

10.  Trichlorethylene  combinations  22 

11.  Miscellaneous  26 

B.  Conductive  Analgesia 

1.  Local  techniques 808 

2.  Spinal  blocks — bilateral  and  unilateral  . . 612 

3.  Caudals,  epidurals,  and  remote  blocks  . 205 


Total  4966 


covery  room.  Twelve  different  evaluative  param- 
eters were  checked.  As  a summary  expression  of 
these  vectors,  an  over-all  mark  was  given:  Very 
Effective,  Effective,  Some  Effect,  or  No  Effect. 
Listing  of  the  12  testing-parameters  may  be  seen  in 
Table  4. 

To  each  mark  of  Very  Effective,  Effective,  etc., 
a number  was  assigned  (4,  3,  2,  1),  and  the  data 
were  quantified;  a mean  score  was  mathematically 
determined  of  the  seven  individual  assessments  of 
results  in  each  patient.  As  a further  step,  the  over- 
all mean  was  established  for  each  trial  substance. 

Accordingly,  in  terms  of  all  twelve  parameters 
assessed,  the  most  generally  satisfactory  results 
were  obtained  with  the  combination  of  hydroxy- 
zine and  meperidine  on  a milligram  for  milligram 
equipotent  basis.  In  order  of  descending  results, 
there  was,  next,  the  combination  of  1 part  meper- 
idine to  V2  part  hydroxyzine  on  a milligram  basis; 
then,  1 part  meperidine  to  Vz  part  promezathine; 
next,  hydroxyzine  alone;  next,  meperidine  alone. 
The  placebo,  as  was  to  be  expected,  proved  least 
satisfactory. 

Further,  determination  was  made  of  the  specific 


TABLE  4 

OVER-ALL  EFFECTIVENESS*  OF  VARIOUS 
PREMEDICANTS  GIVEN  PRIOR  TO  ANESTHESIA 
(summarized  and  quantified) 


meperidine- 
hydroxyzine  > 
1:1  mg. 

meperidine- 
hydroxyzine  ijj 
2:1  mg. 

meperidine- 
promezathine  n 
2:1  mg. 

hydroxyzine 
alone  0 

meperidine 

alone 

F 

0 

XI 

a; 

CJ 

re 

a 

1.  Smoothness  of  induction  

4.0 

3.7 

3.9 

2.7 

2.9 

1.0 

2.  Ease  of  maintenance  

3.7 

3.3 

3.6 

2.7 

2.8 

1.0 

3.  Hypotension  due  to  premedication  

2.9 

3.0 

2.0 

3.9 

2.0 

4.0 

4.  Reduction  of  oozing  

2.4 

2.3 

2.4 

2.0 

2.2 

3.5 

5.  Rapidity  of  return  of  reflexes 

3.4 

3.2 

1.8 

3.7 

3.1 

4.0 

6.  Respiratory  depression  effect  

3.0 

2.7 

2.3 

4.0 

2.4 

4.0 

7.  Quiet  emergence  

3.9 

3.2 

3.9 

2.9 

2.0 

1.0 

8.  Reduction  of  anesthetic  drugs  

3.8 

3.3 

3.6 

2.9 

3.0 

1.0 

9.  Effectiveness  against  laryngospasm  

3.5 

3.3 

3.5 

3.2 

3.3 

1.0 

10.  Analgesic  effect  

3.4 

3.1 

3.4 

1.5 

3.6 

1.0 

11.  Efficacy  for  spinals,  locals,  etc 

3.6 

3.2 

3.4 

1.5 

2.8 

1.0 

12.  Decrease  of  arrhythmias  

3.2 

2.7 

2.6 

2.9 

1.7 

1.0 

MEAN  

3.4 

3.1 

3.0 

2.8 

2.7 

2.0 

13.  Preference  for  adults  (12-60  yrs.)  

4.0 

3.2 

2.2 

2.0 

1.7 

1.0 

14.  Preference  for  aged  (60-100  yrs.)  

3.7 

3.0 

1.3 

2.8 

1.8 

1.0 

15.  Preference  for  children  (6-12  yrs.)  

(excluding  T & A’s) 

3.6 

2.7 

1.5 

2.7 

2.0 

1.0 

* Key:  1.  least,  or  no  effect 

2.  some  effect 

3.  good  effect 

4.  very  effective 
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amounts  of  drug  which  might  best  be  employed  in 
the  various  dosage  ratios.  Judgments  were  drawn 
on  the  assumption  of  a “typical”  patient  weighing 
150  lbs.,  with  physical  status  of  1,  2,  or  5 on  the 
ASA  rating,  and  requiring  general  anesthesia 
for  a routine  abdominal  operation.  This  meant  a 
patient  not  requiring  unusual  premedication  ac- 
centuation for  analgesia  or  hypnosis,  or  modifi- 
cation for  systemic  disease  or  subsequent  anes- 
thetic drugs. 

As  a result,  appropriately  increased  or  de- 
creased to  each  patient’s  individual  needs,  the  op- 
timal dosage  of  meperidine  alone  was  determined 
to  be  100  mg.  On  the  basis  of  an  equipotent  1:1 
ratio  to  meperidine-hydroxyzine,  the  optimal  dos- 
age was  agreed  to  be  66  mg.  of  each  drug.  The 
best  2:1  ratio  of  meperidine-hydroxyzine  was 
agreed  to  be  80  to  40  mg.  The  2: 1 dosage  ratio  of 
meperidine-promezathine  was  found  to  be  70  to 
35  mg.  The  most  effective  dosage  of  hydroxyzine 
alone  was  established  at  200  mg.  (Table  5). 


TABLE  5 

EFFECTIVE*  DOSAGES  OF  PREMEDICANTS 
ESTABLISHED  BY  STUDY 


Premedication 

mg. 

Ratio 

Meperidine  . . . 

100 

alone 

Meperidine  . . 

66 

1:1 

Hydroxyzine  . 

66 

Meperidine  . . 

80 

2:1 

Hydroxyzine  . 

40 

Meperidine  . . . 

70 

2:1 

Promezathine 

35 

Hydroxyzine  . . 

200 

alone 

* This  assessment 

assumes  a “typical”  patient  as 

discussed  in 

this  report. 

Discussion 

Careful  individualizing  of  the  premedication  in 
the  different  hydroxyzine  regimens  appeared  to 
produce  considerable  advantages  pre-  and  post- 
operatively  and  during  induction.  Prior  to  the 
operation,  the  anxious  hour  before  surgery  was 
accepted  by  the  patient  with  unconcern  and  tran- 
quility. In  particular,  geriatric  patients  were  better 
able  to  bear  the  disturbances  of  transport  to  the 
operating  suite. 

Further,  the  general  impression  was  that  lesser 
quantities  of  barbiturate  pre-anesthetic  and  anes- 
thetic agents  were  required.  According  to  hospital 
pharmacy  figures,  used  amounts  of  thiopental 


sodium  and  thiamylal  sodium  decreased  by  almost 
1/6  during  the  study  period.  A higher  proportion 
of  the  anesthetic  staff  came  to  favor  the  meperi- 
dine-hydroxyzine 1 : 1 premedication  ratio.  Induc- 
tions were  uniformly  smooth,  and  reduced  quanti- 
ties of  anesthetic  drugs  produced  the  additional 
advantage  that  postoperative  alertness  and  co- 
operation were  increased.  Limb  and  breathing  ex- 
ercises were  undertaken  contentedly  early  in  the 
postoperative  period;  uncooperative  somnolence 
was  obviated. 

Likewise,  episodes  of  hypotension  which  might 
be  attributed  to  hydroxyzine  during  induction,  or 
pre-  and  postoperatively,  were  not  observed.  As 
may  be  seen  in  Table  4,  hydroxyzine  compared 
favorably  with  the  placebo  in  not  adversely  in- 
fluencing blood  pressure.  The  hydroxyzine-meperi- 
dine combination  also  was  accompanied  by  fewer 
hypotensive  effects  than  the  meperidine-promeza- 
thine combination.  There  was  general  agreement 
among  the  recovery  room  personnel  that  those  pa- 
tients who  had  received  100  mg.  of  hydroxyzine 
experienced  noticeably  less  nausea  and  vomiting 
than  other  patients. 

Summary  and  Conclusion 

Experiments  were  performed  with  the  various 
premedicating  substances,  alone  and  in  various 
ratios  with  the  others,  as  a prelude  to  the  double- 
blind study  now  being  carried  out  with  hydroxy- 
zine. The  fundamental  necessity  of  carefully  tailor- 
ing hydroxyzine  premedication  to  the  unique  anes- 
thesia and  analgesia  requirements  of  each  patient 
was  seen. 

In  general,  the  combination  of  meperidine- 
hydroxyzine  on  a milligram  per  milligram  equipo- 
tent basis  (66  mg.  of  each)  was  set  as  a base  to 
produce  the  most  effective  premedicating  results. 
Clearly,  however,  not  every  patient  benefits 
equally  from  1 : 1 premedicating-drug  ratio.  Opera- 
tive surgery  such  as  a radical  mastectomy,  for 
example,  requires  a more  effective  analgesic  base 
than  surgery  chiefly  requiring  anesthetic  hypnosis 
and/or  relaxation.  In  many  instances,  it  is  wise 
to  think  of  anesthesia  as  a complement  to  analgesia 
rather  than  vice  versa. 

Almost  equally  satisfactory  results  were  obtain- 
able with  2:1  ratio  of  hydroxyzine-meperidine 
(80  mg.  hydroxyzine  to  40  mg.  meperidine).  The 
considerable  usefulness  of  hydroxyzine  as  a rou- 
tine drug  in  the  premedication-regimen  was  firmly 
established.  Hydroxyzine  permitted  substantial  re- 
duction in  narcotics,  an  advantage  in  itself.  In  ad- 
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dition,  the  compound  contributed  to  the  patient’s 
well-being  prior  to,  during,  and  after  surgery.  As 
premedication  to  anesthesia,  hydroxyzine  hydro- 
chloride appeared  fully  to  merit  its  increasing  ad- 
vocacy among  anesthesiologists.  Definitive  results 
with  this  compound  in  the  coded,  controlled  ex- 
periment now  being  completed  will  be  reported. 

Addendum 

Subsequent  to  the  preparation  of  this  paper  a 
further  3000  patients  have  been  pre-medicated  with 
the  hydroxyzine-meperidine  combination  on  the  lines 
of  the  foregoing  study,  and  over  2,500  patients  in 
various  other  hospitals.  These  cases  have  not  been 
subjected  to  such  minute  study  and  are,  therefore,  not 
added  to  the  statistics  reported.  We  have  found  and 
continue  to  find  that  this  combination  of  drugs  is 


This  might  also  be  titled  “Death  and 
Taxes”  It  is  a good  and  timely  reminder 
to  the  busy  professional  man  who  is  “too 
busy”  to  view  his  own  disability  or  demise. 
We  would  do  well  to  take  inventory,  view 
todays  tax  implications,  and  note  whether 
survivors  are  really  secure — after  taxes. 

Doctors,  although  concerned  with  the  death 
of  others,  are  like  all  of  us  ignoring  it  as  a per- 
sonal factor.  They  are  too  absorbed  in  the  im- 
mediate problems  of  life  and  the  challenge  within 
their  profession  to  contemplate  it  or  rather  its 
economic  impact  on  the  welfare  of  their  immedi- 
ate family.  Many  of  them,  from  what  I’ve  ob- 
served in  my  practice,  postpone  over  the  years  the 
drudgery  of  working  out  a detailed  estate  program 
despite  their  greater  awareness  of  oncoming  death 
as  a fact  or  inevitability  rather  than  a remote  con- 
tingency. No  one  should  argue,  however,  but  what 
the  lawyer  gets  more  exposure  to  the  messy  fi- 
nancial afterwake  of  a premature  death  of  one  in 
high  earning  status. 

Actually,  unless  there  is  an  unusual  family  sit- 
uation, the  task  of  preparedness  is  not  as  complex 
or  even  as  time-consuming  as  normally  imagined. 
A doctor’s  training  and  discipline  toward  individ- 

* Former  Associate  Regional  Counsel  for  Internal  Revenue. 


satisfactory  and  no  side-effects  or  disconcerting  oc- 
casions have  arisen  during  our  use  of  it. 

We  and  the  recovery  room  staff  are  impressed 
by  this  premedication  followed  by  methoxyfluorane 
anesthesia,  the  combination  of  which  yields  an  un- 
usually high  proportion  of  patients  who,  during  their 
recovery  period,  achieve  that  desirable  state  of  tran- 
quility and  freedom  from  pain. 

I wish  to  thank  M.  Barbour,  CRNA  and  associates 
for  the  assistance  given  in  formulating  and  carrying 
out  the  above  project,  also  Mr.  Arthur  M.  Levy,  Re- 
search Associate,  J.  B.  Roerig,  Div.  Chas.  Pfizer  & 
Co.,  Inc. 
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Planning  your  estate 

Frank  M.  Cavanaugh,  LLB,  Denver* 

ual  responsibility  generally  accounts  for  the  fact 
that  some  bare  essentials  are  at  least  usually  pre- 
sent even  in  an  accidental  passing.  Such  prelimi- 
naries could  have  afforded  a ready  base  from 
which  a tailored  program  could  have  been  erected, 
sparing  much  of  the  economic  hardship  and  fam- 
ily heartache.  Insurance,  asset  liquidity,  and  a will 
with  a named  representative  can  generally  be 
found  in  the  case  of  married  practitioners,  but  it  is 
the  early  extension,  modification,  and  molding  of 
these  into  a finished  detailed  plan  that  is  all  too 
frequently  postponed  until  too  late  to  obtain  the 
smooth  transition  of  a tax  reduced  lifetime  invest- 
ment to  their  dependents. 

It  is  a true,  if  trite,  statement  that  if  you  don’t 
decide  during  life  just  who  is  to  have  your  ac- 
cumulation at  death  you  can  rest  assured  others 
will  decide  it  for  you  after  you  are  gone.  What  we 
all  know  but  don’t  seem  to  fully  realize  is  that  it  is 
the  fact  of  death,  over  which  we  have  no  domin- 
ion, that  puts  full  dominion  over  our  property  in 
others  who  may  neither  know  nor  be  directly  con- 
cerned with  our  family  welfare.  Consolation  if  not 
excuse  for  “putting  off”  is  too  often  found  in  the 
fact  that  others  in  comparative  circumstances  fre- 
quently leave  their  personal  affairs  in  a jumble  on 
premature  death.  What  is  really  sad  is  that  it  is 
those  most  overburdened  with  the  health,  welfare 
and  affairs  of  others  outside  the  family  who  can’t 
be  crowded  into  taking  necessary  precautions 
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against  a further  sharing  of  the  fruits  of  their  labor 
with  these  same  outsiders  in  avoidable  taxes. 

Conserving  what  doesn’t  exist 

Ironically  the  greatest  studied  savings  in  federal 
and  state  inheritance  tax  as  well  as  in  administra- 
tive cost  is  to  be  found  among  those  of  inherited 
wealth.  Their  forebears  have  passed  on  to  them 
this  one  big  lesson  of  family  frugality.  Heirs  to  the 
early  pre-tax  family  accumulation  have  the  ad- 
vantage of  both  leisure  and  money  to  make  further 
skilled  preparation.  It’s  because  they  were  willed 
this  serenity  of  security  that  they  can  afford  to 
make  the  job  of  building  and  conserving  it  for 
their  offspring  almost  their  lifetime  preoccupation. 
At  least  a complete  updated  program  that  will  fall 
into  operation  automatically  at  death  is  generally 
found  where  there  is  substantial  inheritance  be- 
cause heirs  were  made  so  acquainted  with  death’s 
cost.  A married  medical  practitioner,  however, 
has  already  sacrificed  so  much  of  his  mature  life 
and  saved  dollars  in  costly  training  that  he  will 
generally  be  just  beginning  to  experience  a hefty 
rise  in  personal  income  when  family  living  costs 
and  social  demands  begin  to  take  on  the  same 
curve.  He  can’t  be  interested,  even  though  initiat- 
ing the  resources  on  which  to  build  an  estate,  in 
listening  to  a program  of  conserving  what  doesn’t 
already  exist.  He  lacks  time  and  inclination  to 
monkey  with  figures  and  projections  because  of 
his  anticipation  of  further  change  in  both  earnings 
dimension  and  living  costs.  Even  a suggestion  of  a 
planned  accumulation  at  this  stage  in  his  career 
will  generally  bring  a reaction  of  forestalling,  if 
not  annoyance. 

Estimate  of  present  net  estate 

Those  who  will  perform  just  the  chore  of  per- 
sonal inventory  at  this  juncture  frequently  take  the 
first  step  toward  establishing  a minimum  family 
accumulation  and  find  the  experience  very  dollar 
rewarding.  It  is  not  merely  the  satisfaction  of  in- 
suring some  minimum  security  for  the  family  and 
ridding  of  distraction,  but  the  loosening  of  greater 
energies  to  meet  future  professional  challenges 
will  generally  result  in  accelerating  the  accumula- 
tion. Once  an  individual  plan  is  adopted  and  dis- 
ciplined it  flakes  fat  off  the  family  budget  and 
makes  room  for  such  things  as  protective  insur- 
ance for  family  education  or  meeting  premature 
death  cost  without  disturbing  the  plan.  Individual 
insured  planning  is  really  more  essential  for  the 
professional  man  than  it  is  for  the  businessman. 


The  latter’s  income  producing  property  may  con- 
tinue after  death  to  at  least  support  the  family, 
while  an  early  death  of  a doctor  will  take  the  in- 
come along  with  it. 

For  a doctor  to  list  his  accumulation,  discover- 
ing the  fractional  reduction  of  it  on  death,  is  gen- 
erally sufficient  to  terminate  some  of  the  current 
unnecessary  expenditure.  Frequently  rechannel- 
ing of  his  present  earnings  is  all  that  is  needed  to 
eliminate  or  protect  against  death’s  cost. 

A high  bracket  investment  and  tax  oriented 
medical  practitioner  will  not  only  take  steps  to 
maximize  his  current  after  tax  earnings  by  mak- 
ing family  gifts  of  his  acquired  high  earning  in- 
vestments— being  well  aware  that  by  so  doing  he 
also  softens  the  final  bite  in  estate  tax  at  death — 
but  by  such  a program  he  also  sponsors  the  inde- 
pendence, self-assurance  and  early  income  status 
for  his  dependents.  He  makes  this  up  later  when 
with  sustained  earnings  he  is  without  the  burden 
of  family  dependency  in  the  autumn  of  his  career. 

I would  wager  that  the  average  busy  doctor 
could  be  off  target  as  much  as  one-third  if  asked 
to  furnish  an  estimate  of  his  present  net  estate. 
Factors  such  as  estate  and  inheritance  taxes,  as- 
set appreciation,  and  dollar  inflation  would  ac- 
count for  such  a wide  gap  rather  than  any  over- 
sight of  possessions.  This  net  estate  is  all  that 
counts  in  so  far  as  his  family  is  concerned.  A 
financial  advisor  could  zero  in  for  him  an  accurate 
figure  when  given  a current  asset  and  liability  pic- 
ture. His  income  producing  expectancy  ought  to 
be  counted  in  setting  up  a plan,  but  neglect  can 
be  costly.  The  best  perspective  for  adequacy  of 
gauging  one’s  present  individual  net  worth,  re- 
duced by  the  inevitable  cost  in  tax  and  administra- 
tion, is  in  constructing  a ten-year  projection  of 
family  need  seen  in  relation  to  it  through  the  mist 
of  one’s  own  fresh  grave.  This  is  sordid  but  bar- 
ring further  death,  remarriage,  or  family  contin- 
gency, one  gets  at  least  a measure  of  his  net  sav- 
ings and  insurance  pitted  against  oncoming  costs. 
A national  survey  published  by  the  Estate  Record- 
ing Company  of  San  Diego,  shows  the  recent 
death  cost  of  over  10,000  property  owning  cit- 
izens whose  estates  were  closed  throughout  the 
country.  There  is  great  difference  in  tax  rates 
from  one  state  to  another  and  a variance  from 
case  to  case  depending  on  what  steps  were  taken 
during  life  to  minimize  estate  costs.  Statistics  at 
least  point  up  the  opportunity  and  continuing 
need  for  the  still  living  to  shrink  such  rising  costs 
by  more  lifetime  planning. 
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Take  maximum  advantage  of 
what  the  law  allows 

Small  estates  of  $10,000  and  under  bore  al- 
most a 15  per  cent  reduction  on  account  of  pro- 
bate administration  and  inheritance  tax.  This  high 
percentage  was  lowered  strikingly  to  a 1 0 per  cent 
on  a $25,000  estate  and  as  one  would  expect,  a 
further  percentage  decrease  on  the  next  $25,000 
— but  here  there  is  less  than  1 per  cent  at  that, 
still  leaving  over  9 per  cent  of  a $50,000  estate. 
One  might  consider  a 9.6  per  cent  rate  a moderate 
reduction,  but  it  is  almost  20  per  cent  of  your 
saved  after  income  taxed  dollar — a very  needed 
dollar,  too,  if  there  is  a young  family  needing  ed- 
ucation. From  here  on  the  going  really  gets  rough 
because  up  to  now  there  has  been  a $60,000  fed- 
eral estate  tax  exemption.  All  know  by  now  our 
progressive  federal  estate  and  gift  tax  rates  rise 
precipitously,  and  this  is  where  the  impact  of 
planning  against  such  high  brackets  must  sink  in. 

The  married  couple  for  almost  seventeen  years 
now  comfort  themselves  with  the  fact  that  there  is 
a deduction  of  one-half  the  decedent’s  adjusted 
gross  estate  allowed  tax  free  as  a transfer  or  be- 
quest to  the  spouse.  For  federal  purposes  this 
gives  practical  immunity  to  an  accumulation  of 
$120,000.  The  cost  of  administering  a $100,000 
married  estate  falls  from  the  9.6  per  cent  for 
$50,000  to  7.5  per  cent  including  taxes  under  the 
survey,  but  it  will  bounce  back  another  6 per  cent 
if  this  one  deduction  is  lost  for  any  reason.  Here 
is  the  survey  scale  of  average  settlement  costs  of 
the  larger  estates  with  and  without  that  deduction: 


Size  of  Estate 

With 

Marital 

Deduction 

Without 

Marital 

Deduction 

Inheritance 

Tax 

Administration 

Expense 

$ 100,000 

5.3% 

2.8% 

5 % 

$ 250,000 

2.5% 

14.3% 

3.2% 

4.9% 

$ 500,000 

5.9% 

18.3% 

3.4% 

4.8% 

$1,000,000 

10.6% 

24.6% 

4.4% 

4.4% 

From  this  you  detect  something  of  what  the 
estate  and  inheritance  tax  amounts  to  on  larger 
estates,  but  the  significance  or  message  in  these 
figures  on  closed  estates  is  the  impact  or  effect 
of  just  one  tax  feature.  Any  qualified  person 
working  in  the  estate  field  knows  this  actual  aver- 
age could  be  lowered  substantially  if  specific  in- 


dividual use  of  this  single  deduction  privilege 
were  more  skillfully  tailored  and  combined  to  life- 
time or  testamentary  gifts  in  trust. 

Protective  life,  health,  accident  and  malpractice 
insurance  are  of  course  important  factors  also  in 
the  security  and  protection  of  accumulation  from 
professional  services,  but  many  physicians  fail  to 
take  maximum  advantage  of  what  the  law  now  al- 
lows or  what  can  be  obtained  without  further  cost 
or  investment  beyond  planning  toward  the  inevi- 
table. Even  the  most  intense  dedicated  profession 
man  should  make  himself  familiar  with  the  broad 
areas  of  change  and  trends  in  our  federal  estate 
tax  structure  and  administration. 

The  national  office  of  the  Internal  Revenue  Ser- 
vice recently  ruled  that  this  one  all  important 
marital  bequest  deduction  to  your  spouse  will  be 
denied  altogether  or  challenged  in  wills  drawn 
after  October  1,  1964,  unless  your  representative 
is  required  by  terms  of  your  will  to  satisfy  such 
bequest  with  assets  on  distribution  date  that  re- 
flect value  fluctuation  the  same  as  those  going  over 
in  non  marital  distribution.  Such  new  procedure 
recommends  correcting  all  outstanding  wills  by 
codicil  where  there  is  option  in  the  executor  to 
select  assets  for  the  marital  bequest  at  their  ac- 
cepted estate  tax  value,  regardless  of  depreciation 
to  distribution  date.  You  can  otherwise  avoid  the 
problem  by  an  agreement  between  your  represent- 
ative and  the  surviving  spouse  to  avoid  any  value 
variance  between  the  marital  and  non  marital  as- 
sets in  distribution  or  agree  to  a gift  tax  on  the 
difference.  It’s  the  defect  of  fiduciary  discretion  in 
new  wills  executed  after  the  first  of  October  that 
can  lose  the  deduction  altogether,  but  you  can  see 
need  for  correcting  outstanding  wills  as  well. 

There  is  contest  in  recent  years,  some  of  which 
is  successful  for  Government,  on  what  is  a qual- 
ified marital  property  for  deduction  purposes.  It 
arises,  for  instance,  where  there  is  a vested  prop- 
erty interest  in  your  wife  at  death  that  can  ter- 
minate during  her  lifetime,  or  on  issue  whether 
the  interest  given  was  truly  vested  in  her  at  death. 
Even  unintended  or  careless  use  of  language  can 
challenge  this  all  important  high  dollar  offset 
against  your  estate  taxes.  While  marital  deduction 
is  the  biggest,  it  is  just  one  feature  illustrating  sig- 
nificant savings  available  to  larger  accumulations 
for  those  with  a faltering  step,  potential  coronary, 
and  a deserving  family  that  you  can’t  leave  to 
chance.  It  is  your  hard  won  stake  to  protect,  and 
all  your  advisor  can  do  is  await  whatever  priority 
you  allot  for  attending  to  it!  • 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 

Effort 

Substernal 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  ieiratiitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 

Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 

the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate— most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — Mzy  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 
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University  of  Colorado 
Medical  Center  News 

Dr.  Henry  K.  Silver,  professor  of  pediatrics  at  the 
University  of  Colorado  Medical  Center,  was  re- 
cently installed  as  Colorado  chairman  of  the  Amer- 
ican Academy  of  Pediatrics  at  the  Academy’s  an- 
nual meeting  in  New  York  City.  As  Colorado  chair- 
man, Dr.  Silver  succeeds  Dr.  Henry  B.  Strenge  of 
Boulder.  He  is  a member  of  the  academy’s  Com- 
mittee on  the  Newborn,  and  formerly  served  as  a 
consulting  editor  of  the  American  Journal  of  Diseases 
of  Children. 

Dr.  Silver  joined  the  University  of  Colorado  med- 
ical faculty  in  1957  as  professor  of  pediatrics.  He 
was  associate  professor  at  the  Yale  University  School 
of  Medicine  1952-57.  During  the  years  1953  to  1959, 
Dr.  Silver  defined  a relatively  rare  group  of  childhood 
abnormalities  which  since  has  been  designated 
throughout  the  world  as  the  “Silver  Syndrome.”  The 
condition  is  identified  in  children  who  are  unusually 
small  at  birth,  are  short  in  stature  for  their  age,  and 
have  a difference  in  size  of  the  two  sides  of  the 
body.  The  Silver  Syndrome,  believed  to  have  ge- 
netic roots,  may  also  manifest  itself  in  early  sexual 
development. 

Dr.  Silver  was  born  in  Philadelphia  and  holds  his 
AB  and  MD  degrees  from  the  University  of  Cali- 
fornia. In  addition  to  his  fellowship  in  the  American 
Academy  of  Pediatrics,  he  also  holds  membership  in 
the  American  Pediatrics  Society  and  the  Pediatric 
Research  Society.  He  is  a diplomate  of  the  American 
Board  of  Pediatrics. 

* * * 

Dr.  Robert  V.  Elliott,  Denver  specialist  in  internal 
medicine,  was  elected  unanimously  to  a three-year 
term  on  the  medical  board  of  the  University  of 
Colorado  Hospitals  at  the  annual  dinner  meeting  of 
the  hospitals’  staff. 

Dr.  Elliott  succeeds  Dr.  Edwin  T.  Williams,  re- 
tiring staff  president,  on  the  board.  Other  representa- 
tives of  the  staff-at-large  on  the  board  are  Drs.  J. 
Robert  Spencer  and  Max  M.  Ginsburg.  The  board 
will  elect  its  1965  president  at  a later  meeting. 

Dr.  Elliott  is  a 1949  graduate  of  the  CU  School 
of  Medicine  and  serves  as  an  assistant  clinical  pro- 
fessor of  medicine  on  its  volunteer  faculty.  He  was 
an  instructor  in  physiology  at  DU  in  1946  and  1947. 


Dr.  Elliott  joined  the  volunteer  faculty  of  the  CU 
School  of  Medicine  in  1954  as  a clinical  assistant 
in  medicine.  He  is  a diplomate  of  the  American 
Board  of  Internal  Medicine  and  an  associate  in  the 
American  College  of  Physicians. 

A distinguished  service  award  was  made  to  Dr. 
Fredrick  H.  Good,  Denver  surgeon,  for  his  staff 
leadership  as  president  of  the  board  from  1961 
through  1963.  An  award  plaque  was  presented  to 
Dr.  Good  by  Dr.  Dale  M.  Atkins,  member  of  the 
CU  Board  of  Regents. 


* Abstract  of  Proceedings 
House  of  Delegates 
Montana  Medical  Association 

86th  Annual  Meeting 
September  17-19,  1964 
Butte 

A quorum  being  present,  the  first  session  of  the 
86th  Annual  Meeting  of  the  House  of  Delegates  of 
the  Montana  Medical  Association  was  called  to 
order  by  the  President,  William  E.  Harris,  MD,  at 
8:50  a.m.,  September  17. 

The  following  reports  were  regularly  introduced 
and  were  referred  by  President  Harris  to  the  refer- 
ence committee  indicated  for  study: 

Reference  Committee  on  Officers, 

Meetings  and  Administration: 

Delegate  to  the  American  Medical  Association, 
S.  C.  Pratt,  MD 

Ad  Hoc  Committee  on  By-Laws,  John  A.  Layne, 
MD,  Chairman 

Reference  Committee  on  Legislation 
and  Public  Relations: 

Legislative  Committee,  Alfred  M.  Fulton,  MD, 
Chairman 

Liaison  Representative  to  the  AMA  Council  on 
Legislative  Activities,  John  A.  Layne,  MD 

Air  Pollution  Control  Committee  of  the  Western 
Montana  Medical  Society  and  Resolution  submitted 
by  certain  members  of  this  component  medical  so- 
ciety 
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Liaison  Committee  to  the  Montana  Osteopathic 
Association,  E.  H.  Lindstrom,  MD,  Chairman 

Reference  Committee  on  Legal 
Affairs  and  Professional  Relations: 

Legal  Affairs  Committee,  Fritz  D.  Hurd,  MD, 
Chairman 

Subcommittee  on  Coroner’s  and  Medical  Ex- 
aminer’s Laws,  John  Pfaff,  Jr.,  MD,  Chairman 

Economic  Committee,  Lindsay  M.  Baskett,  MD, 
Chairman 

Rocky  Mountain  Medical  Conference  Committee, 
R.  C.  Davidson,  MD,  Chairman 

Committee  on  Hospital  Relations,  Robert  W. 
Thometz,  MD,  Chairman 

Advisory  Committee  to  the  Industrial  Accident 
Board,  John  A.  Evert,  MD,  Chairman 

Reference  Committee  on  Affiliated  Organizations: 

American  Medical  Association  Education  and 
Research  Foundation,  Chester  W.  Lawson,  MD, 
Chairman  for  Montana 

Managing  Editor  of  the  Rocky  Mountain  Medical 
Journal,  Mr.  Harvey  T.  Sethman 

State  Board  of  Medical  Examiners,  H.  D.  Rossiter, 
MD,  President 

Montana  Physicians’  Service,  Robert  W.  Thometz, 
MD,  President 

Woman’s  Auxiliary  to  the  Montana  Medical  As- 
sociation, Mrs.  Donald  L.  Gillespie,  President 

Advisory  Committee  for  Practical  Nursing,  Deane 
C.  Epler,  MD,  Chairman 

* Footnote:  The  complete  text  of  the  minutes  of  these  ses- 
sions may  be  obtained  upon  request  to  the  Montana  Medical 
Association,  P.O.  Box  1692,  Billings. 

Reference  Committee  on  Health  and  Well-Being: 

Advisory  Committee  on  State  Institutions,  David 
Gregory,  MD,  Chairman 

Reference  Committee  on  Scientific  Work: 

Cancer  Committee,  V.  W.  Steele,  MD,  Chairman 
Maternal  and  Child  Welfare  Committee,  Earl  L. 
Hall,  MD,  Chairman 

Rheumatic  Fever  and  Heart  Committee,  Harold 
A.  Braun,  MD,  Chairman 

Resolutions  upon  the  following  subjects  were  then 
introduced  by  the  member  of  the  House  of  Dele- 
gates indicated,  and  referred  by  President  Harris  to 
the  appropriate  reference  committee  for  study: 

Reference  Committee  on  Legislation 
and  Public  Relations: 

1 ) Legislative  proposals  for  the  amendment  of 
the  Montana  statutes  relating  to  venereal  disease 
control — Merle  D.  Fitz,  MD,  Scobey. 

2)  Eegislative  proposal  to  implement  the  Kerr- 
Mills  Law — James  C.  Shields,  MD,  Butte. 


3)  Legislative  proposal  to  implement  the  Kerr- 
Mills  Law,  and  provide  non-profit  administration  by 
an  existing  health  pre-payment  organization — 
Harold  W.  Fuller,  MD. 

4)  Legislative  proposal  to  create  a medical  edu- 
cation council — Leonard  W.  Brewer,  MD,  Missoula. 

The  first  session  of  the  House  of  Delegates  re- 
cessed at  9:45  a.m. 

Second  Session 

A quorum  being  present,  the  second  session  of  the 
House  of  Delegates  of  the  Montana  Medical  Asso- 
ciation was  called  to  order  by  the  President,  William 
E.  Harris,  MD,  at  3:30  p.m.,  on  September  18. 

Following  a call  by  President  Harris  for  the  intro- 
duction of  resolutions  and  new  business,  Raymond 
O.  Lewis,  MD,  Helena,  presented  a resolution  pro- 
posing that  this  Association  discontinue  its  member- 
ship in  the  Public  Health  League  of  Montana.  This 
resolution  was  referred  by  President  Harris  to  the 
Reference  Committee  on  Affiliated  Organizations  for 
study.  S.  C.  Pratt,  MD,  the  delegate  of  this  Asso- 
ciation to  the  American  Medical  Association,  intro- 
duced the  following  resolution  and  requested  unan- 
imous consent  for  action  upon  it  without  refer- 
ence to  a committee: 

RESOLVED,  That  to  prevent  such  a possible  overgrowth, 
an  ad  hoc  committee  be  appointed  to  study  in  detail  the 
functions,  the  expenditures  and  the  sources  of  income  of  the 
American  Medical  Association  to  determine  the  actual  neces- 
sity of  such  a large  increase  in  membership  dues;  and  be  it 

RESOLVED  further.  That  the  members  of  the  American 
Medical  Association  be  reminded  that  prior  to  approval  of 
any  additional  programs  to  be  undertaken  by  any  of  the 
divisions,  councils  or  committees  of  the  American  Medical 
Association,  the  merits  and  beneficial  results  of  all  programs 
or  undertakings  be  carefully  appraised  in  relation  to  their 
cost. 

Following  discussion  of  this  resolution  by  Doctor 
Pratt,  it  was  adopted  upon  motion  regularly  sec- 
onded. 

Report  of  Reference  Committee  on  Officers, 
Meetings,  and  Administration 

The  report  of  the  Reference  Committee  on  Of- 
ficers, Meetings,  and  Administration  was  presented 
by  B.  C.  Farrand,  MD.  This  report,  which  was 
adopted  by  the  House  of  Delegates,  recommended 
that: 

1)  The  informational  reports  of  the  Delegate  to 
the  AM  A,  and  the  Secretary-Treasurer,  be  received 
for  the  information  of  the  House  of  Delegates. 

2)  The  recommendation  of  the  Executive  Com- 
mittee to  convene  the  1965  interim  session  on  April 
9 and  10  in  Lewistown  be  approved. 

3)  The  recommendations  of  the  Legislative  Com- 
mittee be  adopted  and  that  this  Association,  through 
its  appropriate  committees,  continue  its  liaison  with 
the  Montana  Hospital  Association;  that  the  House 
of  Delegates  empower  the  Executive  Committee  of 
this  Association  to  support,  oppose,  or  express  no 
opinion  upon  legislation  which  may  be  introduced 
by  the  Montana  Nurses’  Association  to  permit  it  to 
bargain  collectively  through  a third  party,  and  that 
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the  Executive  Committee  be  further  empowered  to 
oppose  legislation  sponsored  by  the  Montana  Nurses’ 
Association,  if  such  legislation  contains  mandatory 
provisions  which  affect  the  right  to  bargain  of  all 
registered  nurses  or  licensed  practical  nurses,  requires 
compulsory  negotiation  or  arbitration  through  a 
third  party,  or  compulsory  membership  in  any  group; 
that  the  House  of  Delegates  approve  in  principle  a 
legislative  measure  for  the  control  of  air  pollution, 
provided  a representative  of  industry  is  included 
upon  any  council  established  for  air  pollution  con- 
trol; the  resolutions  submitted  by  the  Silver  Bow 
County  Medical  Society,  the  Cascade  Medical  So- 
ciety, as  well  as  the  report  of  the  Legislative  Liaison 
Representative  of  this  Association,  each  of  which 
proposed  that  this  House  of  Delegates  support  im- 
plementation of  the  Kerr-Mills  Law  in  Montana,  be 
debated  upon  the  floor  of  the  House  (these  resolu- 
tions and  this  report  were  discussed  upon  the  floor  of 
the  House  but  upon  vote,  a motion  to  adopt  the 
resolution  introduced  by  the  Silver  Bow  County 
Medical  Society  failed  to  carry);  that  this  Association 
support  the  creation  of  a medical  education  council 
by  the  enactment  of  appropriate  legislation;  that  this 
Association  endorse  the  amendment  of  the  venereal 
disease  control  act  as  proposed. 

Upon  motion,  it  was  then  regularly  moved,  sec- 
onded, and  carried  that  the  House  of  Delegates  urge 
the  State  of  Montana  to  utilize  uniformly  the  exist- 
ing welfare  codes  and  that  the  State  seek  and  en- 
courage appropriation  of  such  additional  funds,  as 
become  necessary,  by  the  several  counties  and,  if 
necessary,  the  State  of  Montana,  to  care  for  the 
medically  indigent  regardless  of  age. 

The  second  session  of  the  House  of  Delegates  re- 
cessed at  5:20  p.m. 

Third  Session 

A quorum  being  present,  the  third  session  of  the 
House  of  Delegates  of  the  Montana  Medical  As- 
sociation was  called  to  order  by  the  President, 
William  E.  Harris,  MD,  at  1:30  p.m.  on  September 
19. 

Report  of  Reference  Committee  on 
Legal  Affairs  and  Professional  Relations: 

The  report  of  the  Reference  Committee  on  Legal 
Affairs  and  Professional  Relations  was  presented  by 
Oscar  A.  Swenson,  M.D.  This  report,  which  was 
adopted  by  the  House  of  Delegates,  recommended 
that: 

1)  The  informational  reports  of  the  Legal  Affairs 
Committee  and  the  Advisory  Committee  to  the  In- 
dustrial Accident  Board  be  received  for  the  informa- 
tion of  this  House  of  Delegates. 

2)  The  Subcommittee  on  Coroner’s  and  Medical 
Examiner’s  Laws  be  authorized  to  negotiate  within 
reasonable  limits  with  other  parties  concerned  to 
formulate  a final  legislative  measure,  which  will  in- 
clude consideration  of  the  suggestions  and  recom- 
mendations of  this  reference  committee  and  of  the 
Legislative  Committee  of  this  Association,  to  be  in- 


troduced at  the  next  session  of  the  Legislative  As- 
sembly. 

3)  The  proposals  of  the  Economic  Committee,  as 
modified  by  this  committee,  for  the  amendment  of 
the  Average  Fee  Schedule  of  this  Association  be 
adopted. 

4)  The  Hospital  Relations  Committee  be  urged 
to  continue  sponsorship  of  a Conference  on  Hospital 
Relations  as  an  annual  event  immediately  preceding 
the  interim  session  of  this  Association. 

Report  of  Reference  Committee  on 
Affiliated  Organizations: 

The  report  of  the  Reference  Committee  on  Af- 
filiated Organizations  was  presented  by  Joseph  W. 
Brinkley,  MD.  This  report,  which  was  adopted  by  the 
House  of  Delegates,  recommended  that: 

1 ) The  informational  reports  of  the  Chairman  for 
Montana  of  the  American  Medical  Association  Ed- 
ucation and  Research  Foundation,  the  Managing  Ed- 
itor of  the  Rocky  Mountain  Medical  Journal,  the 
President  of  the  State  Board  of  Medical  Examiners, 
the  President  of  Montana  Physicians’  Service,  and 
the  Advisory  Committee  for  Practical  Nursing,  be 
received  for  the  information  of  this  House  of  Del- 
egates. 

2)  The  request  of  the  Woman’s  Auxiliary  to  this 
Association  for  an  increased  budgetary  allowance  be 
endorsed  and  the  Executive  Committee  instructed  to 
include  in  its  budget  for  1966,  if  funds  are  available, 
an  increased  per  capita  allowance  of  $4.50. 

3)  The  resolution  submitted  by  R.  O.  Lewis, 
MD,  upon  the  discontinuance  of  the  membership 
of  this  Association  in  the  Public  Health  League  of 
Montana  be  debated  on  the  floor.  (This  resolution 
was  discussed  on  the  floor  of  the  House,  but  upon 
motion  was  tabled.) 

Report  of  Reference  Committee  on 
Health  and  Well-Being: 

The  report  of  the  Reference  Committee  on  Health 
and  Well-Being  was  presented  by  M.  A.  Gold,  MD. 
This  report,  which  was  adopted  by  the  House  of 
Delegates,  recommended  that: 

1)  The  Advisory  Committee  on  State  Institutions 
be  continued  as  a special  committee  of  this  Associa- 
tion and  that  the  State  Board  of  Institutions  be 
notified  of  its  appointment. 

Reference  Committee  on  Scientific  Work: 

The  report  of  the  Reference  Committee  on  Sci- 
entific Work  was  presented  by  Mabel  E.  Tuchscherer, 
MD.  This  report,  which  was  adopted  by  the  House 
of  Delegates,  recommended  that: 

1)  The  recommendation  of  the  Cancer  Commit- 
tee be  adopted,  and  that  this  Association  encourage 
the  establishment  of  tumor  registries  and  clinics  on 
the  local  level;  it  encourage  education  in  the  field  of 
cancer  in  conjunction  with  the  tumor  clinics  and  the 
meetings  of  this  Association;  it  plan  and  organize 
special  scientific  meetings  in  cooperation  with  the 
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Montana  Division  of  the  American  Cancer  Society; 
it  request  the  American  Cancer  Society  to  support 
financially  more  consistent  and  persistent  lay  educa- 
tion; it  urge  the  American  Cancer  Society  to  aid  and 
support  the  establishment  of  tumor  registries  and 
clinics,  as  well  as  programs  for  continuing  profes- 
sional education. 

3)  The  recommendation  of  the  Maternal  and 
Child  Welfare  Committee,  that  it  be  permitted  to 
utilize  funds  available  through  the  State  Board  of 
Health  to  employ  a physician  to  visit  communities 
in  which  maternal  and  neonatal  deaths  occur  to  ob- 
tain personally  necessary  pertinent  information  for 
the  committee,  be  approved. 

4)  The  resolution  included  in  the  report  of  the 
Rheumatic  Fever  and  Heart  Committee  upon  the  ef- 
fect of  tobacco  on  heart  disease,  be  adopted. 

Report  of  Reference  Committee  on 
Resolutions  and  New  Business: 

A resolution  presented  by  Edward  J.  Purdey, 
MD,  on  behalf  of  the  Reference  Committee  on 
Resolutions  and  New  Business,  to  express  the  thanks 
and  appreciation  of  the  members  of  this  Association 
to  all  of  the  individuals,  organizations,  and  agencies, 
which  had  contributed  to  the  success  of  the  86th  An- 
nual Meeting,  was  then  unanimously  adopted. 

Upon  motion  regularly  seconded  and  carried,  the 
House  of  Delegates  voted  to  reconsider  its  previous 
action  proposing  that  this  Association  sponsor  legisla- 
tion to  implement  the  Kerr-Mills  Law  in  Montana. 
Following  a lengthy  debate,  during  which  several 
amendments  to  the  original  resolution  presented  by 
the  Silver  Bow  County  Medical  Society  were  adopt- 
ed, it  was  regularly  moved,  seconded,  and  carried 
that  the  following  resolution  as  amended  be  adopted; 

WHEREAS  the  policy  of  the  Montana  Medical  Association 
to  promote  legislation  to  implement  the  Kerr-Mills  Law  met 
defeat  during  the  last  Legislative  Assembly  because  of  rivalry 
between  the  major  political  parties;  and 
WHEREAS  the  American  Medical  Association  still  favors 
implementation  and  use  of  the  Kerr-Mills  Law  to  provide 
medical  care  to  the  needy  aged;  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  reaffirm  its  support  of  legislation  to  im- 
plement the  Kerr-Mills  Law  in  Montana;  and  be  it 

RESOLVED  further,  That  this  House  of  Delegates  direct  its 
Executive  Committee  to  offer  a new  bill  to  implement  the 
Kerr-Mills  Law  in  Montana  during  the  next  Legislative 
Assembly,  or  to  collaborate  with  other  agencies  or  organiza- 
tions proposing  the  enactment  of  appropriate  legislation  to 
implement  the  Kerr-Mills  Law  in  Montana;  and  be  it 

RESOLVED  further.  That  bi-partisan  support  of  this  pro- 
posed legislation  be  sought  prior  to  the  coming  elections. 

Election  of  Officers: 

The  following  members  of  this  Association  were 
then  elected  to  the  office  indicated  for  the  1964-1965 
term: 

President:  M.  A.  Gold,  MD,  Butte 
President-Elect:  Paul  J,  Gans,  MD,  Lewistown 
Vice-President:  David  Gregory,  MD,  Glasgow 
Secretary-Treasurer:  A.  L.  Vadheim,  MD,  Boze- 
man 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson, 
MD,  Sidney 


Delegate  to  the  AM  A:  S.  C.  Pratt,  MD,  Miles 
City 

Alternate  Delegate  to  the  AMA:  Herbert  T. 
Caraway,  MD,  Billings 

Members  of  the  Executive  Committee: 

Harold  W.  Fuller,  MD,  Great  Falls 
Alfred  M.  Fulton,  MD,  Billings 
The  86th  Annual  Meeting  of  the  House  of  Del- 
egates adjourned,  sine  die,  at  3:15  p.m. 


Obituary 

Dr.  Gerald  A.  Slusser  of  Artesia,  New  Mexico, 
died  of  cancer  in  an  Albuquerque  Hospital  on  No- 
vember 8,  at  the  age  of  56. 

Dr.  Slusser  was  born  in  Salem,  Illinois  on  Novem- 
ber 15,  1907,  and  graduated  from  Washington  Uni- 
versity, where  he  received  his  medical  degree  in 
1939.  He  served  in  World  War  II,  and  entered 
surgical  practice  in  Silver  City  in  1947,  after  being 
discharged  from  the  Army;  he  moved  to  Artesia  in 
1952. 

Dr.  Slusser  was  an  active  member  of  his  local 
Eddy  County  Medical  Society,  the  American  Medical 
Association  and  the  New  Mexico  Medical  Society, 
in  which  he  served  as  Councilor  from  1958  to  1962, 
and  on  various  other  Committees  during  his  mem- 
bership. 

Dr.  Slusser  was  flown  from  Albuquerque  to  Ar- 
tesia on  November  3 so  that  he  could  vote  in  the 
national  election  in  which  he  took  a keen  interest 
until  his  death. 

He  is  survived  by  his  wife,  Patricia,  and  two  small 
children. 
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USMA  News  Briefs 

H.  Leo  Marshall,  MD,  was  recently  honored  for 
a half-century  of  service  to  medicine  and  the  Univer- 
sity of  Utah.  Dr.  Marshall  received  his  MD  degree 
in  1914,  and  since  that  time  he  has  devoted  himself 
to  bettering  medicine  and  medical  schooling  in  Utah. 
Now,  at  age  80,  he  is  seeing  his  fondest  dream  come 
true  with  the  construction  of  the  new  Medical  Cen- 
ter Complex  on  the  University  of  Utah  Campus.  Al- 
though officially  retired  15  years  ago.  Dr.  Marshall 
says  he  has  no  intention  of  quitting  work  “as  long 
as  they  want  my  services.” 
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American  Board  of  Obstetrics  and  Gynecology 

Candidates  participating  in  the  Part  I (written)  examination  of  this  Board  given  on  Decem- 
ber 11,  1964  will  be  notified  of  the  results  of  their  examination  on  or  before  February  1,  1965. 

All  candidates  who  have  completed  eighteen  months  each  of  approved  progressive  residency 
training  in  clinical  obstetrics  and  clinical  gynecology  by  June  30,  1965,  will  be  eligible  to  ap- 
ply for  admission  to  the  Part  I (written)  examination  to  be  held  on  July  2,  1965.  Application 
forms  and  current  Bulletins  may  be  obtained  by  writing  to  the  office  of  the  Secretary,  Clyde 
L.  Randall,  MD,  American  Board  of  Obstetrics  and  Gynecology,  100  Meadow  Road,  Buffalo, 
New  York  14216. 

Completed  applications  for  the  Part  I examination  in  1965  will  be  accepted  in  the  office  of 
the  Board  only  during  January  and  February.  Applications  postmarked  after  February  28,  1965 
will  not  be  accepted. 

Diplomates  of  this  Board  are  requested  to  keep  the  Secretary’s  office  informed  of  any  change 
in  address. 


USMA  Continued 

Burton  F.  Brasher,  MD,  practicing  physician  in 
Kearns,  was  recently  elected  to  the  Utah  State  Board 
of  Education  to  serve  the  unexpired  term  of  a re- 
tiring member  of  the  Board.  Dr.  Brasher  is  a former 
member  and  president  of  the  Granite  Board  of  Edu- 
cation. His  term  will  expire  on  Dec.  3 1 of  this  year. 

% ^ E*; 

Parley  W.  Madsen,  Jr.,  MD,  was  recently  ap- 
pointed by  President  Johnson  to  the  President’s  Com- 
mittee on  Employment  of  the  Handicapped.  Dr. 
Madsen  is  a Salt  Lake  physician  specializing  in  re- 
habilitation of  the  handicapped.  He  is  a graduate  of 
the  University  of  Utah  College  of  Medicine. 

* * 

It  has  been  announced  that  Dr.  Paul  R.  Ensign, 
Director,  Division  of  Mental  Health,  Utah  Depart- 
ment of  Health,  will  resign  his  position  in  December 
to  accept  a two-year  appointment  to  serve  with  the 
Ford  Foundation  in  India.  Dr.  Ensign  will  serve  as 
international  consultant  in  public  health,  serving  as  a 
consultant  to  various  official  public  health  agencies. 
His  specific  assignment  will  be  to  work  in  the  field 
of  family  planning,  in  the  state  of  Gujurat,  India. 

Dr.  Ensign,  who  was  born  in  China,  is  a graduate 
of  the  University  of  Kansas,  Northwestern  Univer- 
sity, and  John  Hopkins  University,  where  he  received 
his  BA,  MD,  and  MPH  degrees,  respectively.  He 
has  served  in  a public  health  capacity  in  the  states 
of  Georgia,  Kansas,  Montana,  Idaho,  and  Utah.  Dr. 
Ensign  has  served  in  nearly  every  capacity  in  the 
various  state  health  departments,  but  his  main  area 
of  service  has  been  with  maternal  and  child  health 
services. 

Dr.  Ensign  is  the  author  of  a number  of  papers 


which  have  appeared  in  state  and  national  medical 
journals. 

sjs  ^ ^ 

Dr.  Thomas  C.  Hardy,  Salt  Lake  City  psychiatrist, 
was  elected  to  the  Utah  State  House  of  Representa- 
tives in  the  recent  election.  Dr.  Hardy  was  elected 
from  legislative  district  No.  2 in  Salt  Lake  City.  He 
and  Dr.  Stanford  Rees  of  Gunnison  will  be  the  only 
MB’s  serving  in  the  1965-66  legislature.  Dr.  Rees 
is  an  incumbent  Senator. 

Dr.  Hardy  is  a graduate  of  San  Jose  State  College, 
1950,  and  the  University  of  Washington  Medical 
School  in  1958.  He  received  his  MD  degree  from 
the  latter.  After  graduation,  he  served  his  internship 
at  the  Salt  Lake  County  Hospital.  From  1959  to 
1963,  he  served  residencies  in  general  surgery  and 
psychiatry  at  the  University  of  Utah  affiliated  hos- 
pitals. 

* * sS 

Dr.  Ray  Broadbent  recently  spoke  before  the  Tri- 
Auxiliary  meeting  of  the  Weber  County  Medical 
Auxiliary,  Ogden  Dental  Society  Auxiliary,  and 
Weber  County  Pharmaceutical  Society  Auxiliary. 

Dr.  Broadbent,  who  is  currently  serving  as  Secre- 
tary General  of  the  International  Confederation  for 
Plastic  Surgery,  spoke  on  his  recent  trip  behind  the 
Iron  Curtain.  He  discussed  the  status  of  medicine  in 
countries  such  as  Poland,  Finland,  Yugoslavia, 
Russia,  and  Czechoslovakia. 

« * 

Dr.  John  T.  Mason,  Salt  Lake  pediatrician,  has 
been  appointed  head  of  the  maternal  and  child  health 
in  the  Children’s  Services  Division  of  the  Utah  State 
Health  Department.  Dr.  Mason  previously  served  in 
this  position  from  1942  to  1945.  During  the  past  19 
years  he  has  been  in  private  practice. 
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The  36  sisters  of  the  St.  Benedict  Order  in  Ogden 
recently  honored  about  100  physicians  at  the  annual 
medical  staff  banquet  at  the  hospital.  Dan  Valentine, 
Salt  Lake  Tribune  columnist,  was  the  guest  speaker. 

* * * 

Dr.  J.  D.  Mortensen,  Salt  Lake  thoracic  surgeon, 
recently  presented  a paper  on  the  Sterilization  of 
Oxygen  at  the  VIII  International  Congress  on  Dis- 
eases of  the  Chest,  held  in  Mexico  City.  The  paper 
dealt  with  a three-year  study  conducted  by  Dr. 
Mortensen  and  Dr.  Gilbert  Hill,  bacteriologist. 

^ 

A team  of  four  physicians,  members  of  the  Sub- 
Committee  of  Medically-Impaired  Driver  Reporting, 
are  presently  conducting  examinations  of  traffic  vio- 
lators in  an  effort  to  determine  whether  there  are 
medical  causes  which  contribute  significantly  to 
traffic  accidents. 

Francis  H.  Beckstead,  MD~- 1889-1964 

Dr.  Francis  H.  Beckstead,  74,  Nephi  physician, 
died  Wednesday,  October  28,  1964,  in  a Salt  Lake 
Hospital. 

Dr.  Beckstead  began  his  medical  studies  at  the 
University  of  Utah  and  received  his  degree  from 
Western  Reserve  University,  Cleveland,  Ohio,  in 
1920.  He  first  practiced  medicine  in  Castle  Gate, 
Carbon  County,  and  in  Midvale.  He  went  to  Nephi 
in  1922. 

Dr.  Beckstead  has  been  very  active  in  church 
and  civic  affairs.  He  was  a veteran  of  WWI  and 
commander  of  the  Nephi  Legion  Post  No.  1.  He 
was  a member  of  the  Nephi  Lions  Club  and  Cham- 
ber of  Commerce. 

Dr.  Beckstead  was  born  on  Nov.  22,  1889  in 
Riverton,  Salt  Lake  County,  to  George  Francis  and 
Charlotte  Hamilton  Beckstead.  He  is  survived  by 
his  widow,  Edith  Belliston;  three  sons,  two  daughters, 
and  16  grandchildren. 

News  From  the  University  of  Utah 
College  of  Medicine 

Dr.  Fliroshi  Kuida,  39,  associate  professor  of  Med- 
icine, will  become  Director  of  the  Cardiovascular 
Division  of  the  Department  of  Medicine  of  the  Uni- 
versity of  Utah  College  of  Medicine  on  January  1, 
1965.  He  has  been  acting  as  Assistant  Director  since 
July  1,  1961,  and  will  replace  Dr.  Hans  H.  Hecht, 
who  has  resigned  to  accept  a position  at  the  Univer- 
sity of  Chicago. 

Dr.  Kuida  received  his  MD  degree  from  the 
University  of  Utah  College  of  Medicine  in  1951. 
After  studying  as  a research  fellow  in  medicine  at 
Harvard  Medical  School  and  in  physiology  at  the 
University  of  Minnesota  Medical  School,  he  re- 
turned to  the  Department  of  Medicine  in  Salt  Lake 
to  accept  the  position  of  instructor  in  1958;  he  was 
promoted  to  the  rank  of  associate  professor  in  July, 
1964. 


Recognized  as  an  outstanding  research  investi- 
gator as  well  as  medical  educator,  Dr.  Kuida  holds 
a coveted  Research  Career  Development  Award, 
awarded  by  the  National  Institutes  of  Health  to  the 
most  promising  U.  S.  medical  investigators.  His  re- 
search interests  deal  largely  with  endotoxin  shock 
and  with  pulmonary  vascular  adjustments  in  man 
and  animals.  He  has  written  31  scientific  papers  on 
these  and  related  subjects. 

Dr.  Kuida  is  a member  of  the  American  Federa- 
tion for  Clinical  Research  and  the  Western  Society 
for  Clinical  Research.  He  is  also  active  as  secretary- 
treasurer  of  the  University  of  Utah  Medical  Alumni 
Association. 


Obituary 

Dr.  Walter  E.  Reckling  v/as  born  in  West  Salem, 
Illinois,  educated  in  Colorado,  lived  in  Wyoming, 
and  after  his  death  on  September  29,  1964,  at  the 
age  of  65,  he  was  returned  to  West  Salem. 

At  the  age  of  seventeen,  Walter  entered  the  Illinois 
National  Guard  and  served  in  Mexico  and  France. 
After  his  discharge,  he  returned  home,  finished  high 
school,  then  went  to  Colorado  for  higher  education. 
He  was  graduated  from  the  University  of  Colorado 
School  of  Medicine  in  1926  and  interned  at  Mercy 
Hospital  in  Denver.  He  then  practiced  in  Lenora, 
Kansas,  from  1927  to  1931. 

In  1931,  Walter  Reckling  moved  to  Lusk,  Wyo- 
ming. In  the  next  thirty-three  years,  he  devoted  his  en- 
tire life  to  medicine,  family,  community.  He  was,  in 
turn,  recognized  by  this  triad.  He  was  a member  of 
the  International  College  of  Surgeons,  the  owner  and 
operator  of  Spencer  Hospital,  the  recipient  of  the 
Wyoming  Medical  Society’s  “Robin’s  Award”  for 
Outstanding  Community  Service.  In  1963,  his  health 
began  to  fail,  and  “Doc  Reckling  Day”  was  observed 
at  the  County  Fair  ...  a signal  of  the  respect  he 
earned. 

Dr.  Reckling  is  survived  by  his  wife,  Kitty,  his 
first  wife  having  preceded  him  in  death.  Also  sur- 
viving is  a daughter,  Velma  Bales  of  Laramie,  and 
two  doctor-sons,  Frederick  of  Eglin  AFB,  and 
Walter  of  Cheyenne.  In  addition,  there  remain  four 
orphaned  children,  adopted  by  Dr.  and  Mrs. 
Reckling:  Candice,  Jeffrey,  Scarlett  and  Rhett. 

Aside  from  his  rather  well-known  work  in  behalf 
of  the  sick  and  his  efforts  to  help  the  community, 
there  was  a less-known  facet  of  his  character  ...  an 
ability  to  motivate  young  men  to  study  medicine. 
Aside  from  his  sons,  several  other  boys  from  the 
small  town  of  Lusk  were  directed  to  medicine  be- 
cause of  the  influence  of  this  “country  doctor.”  The 
writer  of  this  obituary  is  one  of  them. 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 

In  Diverticulosis  and  Diverticulitis... 

MFTAMIinr  - “ 

IWI  I JmlWI  I Km  psyllium  hydrophilic  mucilioid 

“Diverticulosis  ...  a low-roughage  diet  is  advisable. , . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 

“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 

Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Aiimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 


SEARLE 
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PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building  where 
space  is  limited  to  Medical-Dental  and  affili- 
ated tenants— centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 

1624  Tremont  Place,  Denver,  Colorado,  80202 


s-r»]r 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
I TO. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


SANDIA  RANCH  SANATORIUM 


6903  Edith  Blvd.,  N.E. 


Albuquerque,  New  Mexico 


Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d..  Medical  Director 
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We  at  Herbert’s  sincerely  appreciate  your  patronage  and  good  will 
and  take  this  opportunity  to  say 


“Ok  ank  ^oiM. 


yj 


Whatever  success  we  have  enjoyed  during  the  past  year  is  due  to  the 
loyalty  of  our  customers. 

We  shall  begin  the  year  1965  fully  conscious  of  our  obligations  to  you 
and  will  always  do  our  best  to  serve  you  faithfully. 

May  we  extend  to  you  our  heartiest  good  wishes  for  a Merry  Christ- 
mas, and  the  hope  that  the  coming  year  will  be  one  of  your  very  best. 


Sincerely, 

GEO.  BERBER!  & SONS,  INC. 
AND  ASSOCIATES 

1717  LOGAN  STREET,  DENVER.  COLORADO  80203  • TEL  255-0408 

1903-1964—OUR  6!ST  ANNIVERSARY 
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MOVING 

SOON? 


Let  Your  RMAAJ  Move  With  You! 

The  Post  Office  will  not  forward  the  Rocky  Mountain  Medical  Journal 
from  your  old  address.  We  must  pay  lOc  for  every  copy  not  deliver- 
able. Make  certain  you  keep  getting  your  Journal  by  filling  in  and 
mailing  the  form  below  to  The  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Avenue,  Denver,  Colorado  80218.  Do  it  now! 


Write  or  print  plainly. 


N 


Old  Address  

( number) 

(street) 

New  Address 
(send  RMMJ  here) 

(city) 

(state) 

( number) 

(street) 

(city) 

(state) 

Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are/ 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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it’s  practically 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE  - 7 DAYS  A W/EEK 


DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151  

1811  S.  State  St.  terms 


COCKS-CLARK 

ENGRAVING  CO. 

PHOTOENCRAVERS 

DESIGNERS 


ZlOO  ARAPAHOE  ST. 
DENVER  Z, COLORADO 


PROMPT  SERVICE 


COMPARE  THE  BENEFITS  . . . 

COMPARE  THE  LOW  COST 

The  Disability  Income  Plan  of  the 
Colorado  Medical  Society  is 

MODERN  • REALISTIC  • LIBERAL  • LOW  COST 


Some  Outstanding  Features 


LIFETIME  ACCIDENT  BENEFITS 
TEN  YEARS'  SICKNESS  BENEFITS 
ACCIDENTAL  DEATH  BENEFIT 


Underwritten  by 


HOUSE  CONFINEMENT  NOT  REQUIRED 
TAX  FREE  PROCEEDS 


RETURN  THE  COUPON  FOR  DETAILS 


VINCENT  ANDERSON  CO.,  INC. 
Second  Floor  Railway  Exchange  Bldg. 
Denver,  Colorado  80202 


Phone;  222-5777 


OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME 


ADDRESS- 


CITY. 


-STATE- 
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THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 


NON-SECTARIAN— NON-PEOFIT 


OCA  CUSHMAN  wing  newly  opened 
with  improved  facilities  to 
serve  your  patients 


Providing  medicinal  and  surgical  aid 
to  sick  and  crippled  children  of 
the  Rocky  Mountain  Region 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  2 


Telephone 

534-8714 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 

DENVER 
NURSING 
HOME 

MRS.  GLADYS  ELLIS 
Administbatoh 

(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phones  388-9383 


DOCTOR - 

WOULD  YOU  BELIEVE  1.500  OF  YOUR  COLLEAGUES? 

THEN  WE  COME  TO  YOU  WELL  RECOMMENDED! 

After  20  years  working  exclusively  with  the  Medical  and  Dental  Pro- 
Roger  Rusiey  fcsslons  in  I I states,  we  offer  you  wide  experience,  statistical  data 
and  basic  knowledge  to  help  you  with  your  practice  problems.  Our 
service  includes  records  and  routines,  taxes,  investments,  insurance,  credit  and  col- 
lections, personnel,  and  any  other  problems  you  may  have. 

Our  representative  in  your  area  is  Mr.  Roger  Ruslcy,  one  of  our  best  qualified  con- 
sultants. Won't  you  let  him  explain  to  you— WITHOUT  OBLIGATION— -how  our 
services  may  also  help  you? 


PROFESSIONAL  MANAGEMENT  MIDWEST 

13S40  West  Braun  Drive 
Golden,  Colorado 


MEMBER 
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IDECLOMYCIN 


DEMETHYLCHLOKTETKACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

751  6-3 


for  December,  1964 
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Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 


Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 


Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1963-64 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  MD,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 


OFFICERS— 1964-65 — -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City 

President-elect:  L.  V.  Broadbent,  Cedar  City 

Past  President:  Scott  M.  Budge,  Logan 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City 

Secretary:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City 

Delegate  to  A.M.A. : Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wllford  G.  Bieslnger, 

SpringviUe 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City 

Wyoming  State  Medical  Society 

OFFICERS— 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 

COUNCIL:  Composition  of  the  Council  shall  be  the  Coun- 
cilors elected  by  the  Component  Societies,  the  President, 
President-elect,  Vice  President,  Secretary,  Treasurer,  the 
Immediate  Past-president,  the  Delegate  and  the  Alternate 
Delegate  to  the  American  Medical  Association.  The  President 
of  the  Society  shall  be  the  President  of  the  Council. 
GRIEVANCE  COMMITTEE:  Bernard  J.  Sullivan,  Laramie, 
Chairman,  1965;  S.  J.  Giovale,  Cheyenne,  1966;  Albert 
Sudman,  Green  River,  1967. 

COUNCIL  ON  MEDICAL  SERVICES:  Laurence  W.  Greene,  Jr., 
Laramie,  Chairman,  1965;  J.  B.  Bennett,  Evanston,  1965; 
Henry  Stephenson.  Newcastle,  1966;  Louis  G.  Booth,  Sheri- 
dan, 1966;  Goode  R.  Cheatham,  Casper,  1%6. 

COMMITTEES  OF  THE  COUNCIL- 
MEDICAL  ASSISTANTS:  Members  of  the  Council. 

MEDICINE  AND  RELIGION:  Henry  N.  Stephenson.  New- 
castle, Chairman;  L.  J.  Cohen,  Cheyenne;  L.  D.  Kattenhorn, 
Powell;  P.  M.  Schunk,  Sheridan;  Dean  A.  Holt,  Evanston. 
MENTAL  ILLNESS  AND  RETARDATION:  Raymond  E. 
Kunkel,  Thermopolis,  Chairman:  Seymour  Thickman,  Sheri- 
dan; Wm.  N.  Karn,  Evanston;  Olive  A.  Irvine,  Casper;  Don 
W.  Herrold,  Cheyenne;  Mr.  Fred  A.  McCormack,  Rock 
Springs. 

PUBLIC  SAFETY: 

Athletic  and  School  Health:  Elmer  S.  McKay,  Lander,  Chair- 
man; John  H.  Froyd,  Worland;  Bernard  Sullivan,  Laramie; 
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Herbert  S.  Jackman,  Rock  Springs;  R.  C.  Stratton,  Green 
River. 

Civil  Defense  and  National  Emergency:  Benjamin  Gitlitz, 
Thermopolis,  Chairman;  Robert  Alberts,  Cheyenne;  Region 
No.  1 (Laramie,  Platte  and  Goshen)  Duane  M.  Kline, 
Cheyenne;  Region  No.  2 (Albany  and  Carbon)  E.  W.  DeKay, 
Laramie;  Region  No.  3 (Sweetwater,  Uinta,  Lincoln  and 
Sublette)  Richard  C.  Stratton,  Green  River;  Region  No.  4 
(Fremont  and  Teton)  Bernard  Stack,  Riverton;  Region  No.  5 
(Hot  Springs,  Washakie,  Big  Horn  and  Park)  A.  A.  Engelman, 
Worland;  Region  No.  6 (Sheridan,  Johnson,  Campbell,  Crook 
and  Weston)  Fred  J.  Araas,  Sheridan;  Region  No.  7 (Natrona. 
Converse  and  Niobrara)  George  M.  Knapp,  Casper. 

Health  Education:  Members  of  the  Council. 

Home,  Highway,  and  Water  Safety:  R.  I.  Williams,  Cheyenne, 
Chairman;  Dan  B.  Greer,  Cheyenne;  William  N.  Karn,  Evan- 
ston; Harlan  B.  Anderson,  Casper;  Laurence  W.  Greene, 
Laramie;  Albert  Sudman,  Green  River;  Ray  K.  Christensen, 
Powell;  Louis  G.  Booth,  Sheridan. 

Medical  Advisory  Wyoming  Motor  Vehicle  Department:  Same 
as  Home,  Highway,  and  Water  Safety. 

PUBLIC  HEALTH: 

Arthritis  and  Kheumatism:  Brendan  P.  Phibbs,  Casper,  Chair- 
man; Duane  M.  Kline,  Cheyenne;  Myron  Harrison,  Rock 
Springs;  Thomas  Nicholas,  Buffalo;  Seymour  Thickman. 
Sheridan. 

Blood  Bank:  Donald  L.  Becker,  Casper,  Chairman;  Henry 
Y.  Tsumagari,  Cheyenne. 

Cancer:  R.  H.  Bowden,  Casper,  Chairman;  Members  of  the 
Council. 

Child  Health;  Oscar  J.  Rojo,  Sheridan,  Chairman;  L.  D. 
Kattenhorn,  Powell;  William  V.  Pyrich,  Rock  Springs; 
William  W.  Elmore,  Jackson;  Esten  W.  Ray,  Laramie. 
Geriatrics:  Spencer  Walton,  Thermopolis,  Chairman;  Paul 
J.  Preston,  Cheyenne;  E.  George  Johnson,  Douglas;  Nels  A. 
Vicklund,  Thermopolis;  Duane  M.  Kline,  Cheyenne. 
Gottsche  Foundation;  Benjamin  Gitlitz,  Thermopolis,  Chair- 
man; Spencer  Walton,  Thermopolis;  Members  of  the  Council. 
Maternal  Health:  (Same  as  Child  Health). 

National  Foundation:  (Same  as  Gottsche  Foundation). 
Rheumatic  Fever:  (Same  as  Arthritis  & Rheumatism). 

Rural  Health:  Ray  K.  Christensen,  Powell,  Chairman; 
Members  of  the  Council. 

Tuberculosis:  Raymond  E.  Kunkel,  Thermopolis,  Chairman; 
Members  of  the  Council. 

Unification  of  Volunteer  Health  Groups;  Loren  B.  Morgan, 
Torrington,  Chairman;  Dan  B.  Greer,  Cheyenne;  Robert  H. 
Bowden,  Casper;  Jesse  E.  Simons,  Cheyenne;  Seymour 
Thickman,  Sheridan:  Mr.  Jake  Pool,  Thermopolis:  Mrs. 
Annabell  Cozzens  Shoopman,  Cheyenne;  Mr.  Phillip  Hughes, 
Cheyenne;  Mr.  Andrew  Bunten,  Cheyenne. 

Wyoming  Society  for  Crippled  Children  and  Adults:  (Same 
as  Geriatrics). 

Wyoming  State  Department  Crippled  Children’s  Division: 
(Same  as  Geriatrics). 

COUNCIL  ON  EXECUTIVE,  GOVERNMENTAL  AFFAIRS 
AND  ECONOMICS:  Elmer  S.  McKay,  Lander,  Chairman; 
Bernard  J.  Sullivan,  Laramie;  G.  Myron  Harrison,  Rock 
Springs;  Duane  M.  Kline,  Cheyenne;  Raymond  E.  Kunkel, 
Thermopolis. 

COMMITTEES  OF  THE  COUNCIL- 
ADVISORY  ON  FEE  SCHEDULES:  One  general  practitioner 
elected  by  each  component  County  Medical  Society  and  one 
specialist  elected  by  each  specialty  group  represented  in  the 
state.  (President  and  Secretary  elected  by  the  committee.) 
ADVISORY  ON  WOMAN’S  AUXILIARY:  Howard  P.  Greaves, 
Rock  Springs,  Chairman;  Thomas  Nicholas,  Buffalo;  Officers 
of  the  Wyoming  State  Medical  Society. 

ADVISORY  ON  WORKMEN’S  COMPENSATION:  Judicial 
District  No.  1 (Laramie,  Platte,  and  Goshen)  Paul  J.  Preston, 
Cheyenne,  Chairman;  Leo  W.  Keenen,  Torrington;  Judicial 
District  No.  2 (Albany,  Carbon  and  Sweetwater)  G.  Myron 
Harrison,  Rock  Springs;  Judicial  District  No.  3 (Uinta,  Teton, 
Sublette  and  Lincoln)  Joseph  S.  Hellewell,  Evanston; 
J.  Thomas  Johnston,  Pinedale;  Judicial  District  No.  4 (Sheri- 
dan, Campbell  and  Johnson)  Thomas  A.  Nicholas,  Buffalo; 
Judicial  District  No.  5 (Big  Horn,  Washakie,  Hot  Springs  and 
Park)  Joseph  A.  Gautsch,  Cody:  A.  A.  Engelman,  Worland; 
Judicial  District  No.  6 (Crook,  Weston  and  Niobrara)  Willis 
M.  Franz,  Newcastle:  Judicial  District  No.  7 (Converse, 
Natrona  and  Fremont)  George  M.  Knapp,  Casper. 
COMMITTEE  ON  INSURANCE  AND  RETIREMENT: 

Blue  Cross  Trustees:  Frederick  H.  Haigier,  Casper,  April  1965; 
Richard  N.  Winger,  Cheyenne,  1967. 

Blue  Shield  Trustees:  Mr.  Norman  W.  Barlow,  Cora,  April 
1965;  Mr.  Roy  Chamberlain,  Lusk,  April  1965;  Thomas 
Nicholas,  Buffalo,  1966;  William  A.  Hinrichs,  Douglas,  1966; 
Henry  N.  Stephenson,  Newcastle,  1366;  Judge  Harry  S. 


Harnsberger,  Cheyenne,  1966;  Carl  Robinson,  Alton,  1967; 
Dan  B.  Greer,  Cheyenne,  1967;  Fenworth  M.  Downing, 
Sheridan,  1967;  Paul  R.  Yedinak,  Rock  Springs,  1967;  Harlan 

B.  Anderson,  Casper,  1968;  Chester  Ridgway,  Cody,  1968. 
Insurance:  Robert  H.  Bowden,  Casper,  Chairman;  James  W. 
Barber,  Cheyenne;  David  M.  Flett,  Cheyenne;  Oscar  J. 
Rojo,  Sheridan;  Francis  Barrett,  Cheyenne;  Paul  R.  Yedinak, 
Rock  Springs. 

Retirement  Plan:  (Same  as  Insurance). 

LEGISLATION:  Norman  R.  Black,  Cheyenne,  Chairman; 
James  W.  Barber,  Cheyenne;  Francis  A.  Barrett,  Cheyenne; 
Duane  M.  Kline,  Cheyenne;  Robert  B.  Stump,  Cheyenne: 
Laurence  W.  Greene,  Laramie;  S.  J.  Giovale,  Cheyenne;  Mr. 
Byron  Hirst,  Cheyenne. 

MILITARY  AND  VETERANS  AFFAIRS: 

Advisory  to  Selective  Service:  S.  S.  Zuckerman,  Cheyenne, 
Chairman,  1967;  Bernard  D.  Stack,  Riverton,  1965;  George 
M.  Knapp,  Casper,  1966;  R.  C.  Stratton,  Green  River,  1967. 
Medicare:  (Same  as  Advisory  to  Selective  Service). 

Veterans’  Care:  (Same  as  Advisory  to  Selective  Service). 
NOMINATING:  Thomas  Nicholas,  Buffalo,  President-elect, 
Chairman;  All  Present  Officers,  (President,  Vice  President, 
Secretary  and  Treasurer);  All  Past  Presidents,  past  Secre- 
taries and  past  Treasurers;  Chairman  of  the  Following  4 
County  Delegations;  Sheridan,  Northwest,  Laramie,  Natrona. 
PUBLIC  RELATIONS:  S.  J.  Giovale,  Cheyenne,  Chairman; 
Thomas  Nicholas,  Buffalo;  Ray  Christensen,  Powell;  Howard 
P.  Greaves,  Rock  Springs;  All  1964-65  County  Medical 
Society  Presidents. 

STATE  INSTITUTIONS: 

State  Hospital  Advisory:  William  N.  Karn,  Jr.,  Evanston, 
Chairman.  Responsible  for  obtaining  reports  from  the  follow- 
ing State  Institutions;  State  Prison,  Rawlins;  Pioneer  Home, 
Thermopolis;  State  Industrial  Institute,  Worland;  Tuberculosis 
Sanitorium  and  Geriatrics  Division,  Basin;  State  Hospital, 
Evanston;  State  Training  School,  Lander;  Wyoming  Girls’ 
School,  Sheridan:  Soldiers’  and  Sailors’  Home,  Buffalo; 
Wyoming  Children's  Home,  Casper  (State  Orphanage). 
STUDENT  LOAN  FUND;  Members  of  the  Council. 

COUNCIL  ON  RESEARCH,  ORGANIZATION  AND  SCIEN- 
TIFIC PROGRAM:  Paul  R.  Yedinak,  Rock  Springs,  1966, 
Chairman;  Benjamin  Gitlitz,  Thermopolis,  1965;  Frederick  H. 
Haigier,  Casper,  1965;  Francis  A.  Barrett,  Cheyenne,  1966; 
Robert  C.  Carnahan,  Buffalo,  1966. 

COMMITTEES  OF  THE  COUNCIL— 

AMA  EDUCATION  AND  RESEARCH  FUND:  (One  from  each 
component  society— 15)  Albany— William  T.  Ward,  Laramie, 
Chairman;  Carbon — James  E.  Cashman,  Rawlins;  Converse — 
E.  George  Johnson,  Douglas;  Fremont— E.  W.  Richards, 
Riverton;  Goshen— Kayo  Smith,  Torrington;  Johnson— Robert 

C.  Carnahan,  Buffalo;  Laramie — Don  W.  Herrold,  Cheyenne; 
Natrona— Frederick  H.  Haigier,  Casper;  Northeast— Richard 
C.  Baughman,  Gillette;  Northwest— L.  S.  Anderson,  Worland; 
Platte — William  E.  Rosene,  Wheatland;  Sheridan — Oscar  J. 
Rojo,  Sheridan;  Sweetwater— Paul  R.  Yedinak,  Rock  Springs; 
Teton — William  W.  Elmore,  Jackson;  Uinta — John  H.  Waters, 
Evanston. 

CONSTITUTION  AND  BYLAWS:  Harlan  B.  Anderson,  Casper, 
Chairman;  John  H.  Froyd,  Worland:  Thomas  Nicholas,  Buf- 
falo; S.  J.  Giovale,  Cheyenne. 

CREDENTIALS:  Oscar  J.  Rojo,  Sheridan,  Chairman;  Ray 
Christensen.  Powell;  Roger  Mattson,  Casper. 

HISTORICAL:  S.  J.  Giovale,  Cheyenne,  Chairman;  Harlan  B. 
Anderson,  Casper. 

MEMORIAL:  Members  of  the  Council. 

ORIENTATION:  Ray  Christensen,  Powell,  Chairman;  Wm.  N. 
Karn,  Evanston;  Robert  Alberts,  Cheyenne;  Paul  J.  Preston, 
Cheyenne;  Arthur  R.  Abbey;  Byron  Hirst. 

PROGRAM  AND  ENTERTAINMENT:  Howard  P.  Greaves, 
Rock  Springs,  Chairman;  Thomas  A.  Nicholas,  Buffalo;  Ray 
Christensen,  Powell;  Oscar  Rojo,  Sheridan;  Roger  P.  Mattson, 
Casper;  Harlan  B.  Anderson,  Casper;  Frederick  H.  Haigier, 
Casper;  Members  of  the  Research,  Organization  and  Scien- 
tific Program  Reference  Committee. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  D.  G. 

MacLeod,  Jackson,  Chairman,  1967:  M.  J.  Smith,  Cody,  1967; 
W.  W.  Elmore,  Jackson,  1966;  J.  Thomas  Johnston,  Pinedale, 
1966;  Paul  R.  Yedinak,  Rock  Springs,  1965. 

SCIENCE  FAIR:  Herbert  Jackman,  Rock  Springs,  Chairman; 
Charles  G.  Vivion,  Jr.,  Laramie;  Bryce  Reeve,  Casper;  Louis 
G.  Booth,  Sheridan. 

TIME  AND  PLACE:  Thomas  Nicholas,  Buffalo,  Chairman; 
Howard  P.  Greaves,  Rock  Springs;  Ray  Christensen,  Powell; 
Oscar  Rojo,  Sheridan;  Roger  P.  Mattson,  Casper;  Harlan  B. 
Anderson,  Casper;  Frederick  H.  Haigier,  Casper;  Chairman 
of  the  Sweetwater  Delegation;  Chairman  of  the  Northwest 
Delegation;  Chairman  of  the  Laramie  County  Delegation. 
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WANT  ADS 


AVAILABLE  JANUARY  1,  1965,  for  lease  or  sub-lease— 
medical  suite,  600  sq.  ft.  Excellent  location  in  Littleton  at 
6200  So.  Broadway,  Medical  Arts  Building,  with  two  dentists, 
four  MD  specialists,  including  radiologist.  Occupied  2V2  years 
by  General  Practitioner.  Moving  north  three  blocks  to 
Orchard  Road.  Call  Clarence  O.  Hughes,  MD,  798-1351.  11-5-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  fioor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TF 


ANESTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings January  and  July,  1965.  Department  of  6 full-time  anes- 
thesiologists. Eligibility  for  Illinois  licensure  required.  Stipend 
$6,000  first  year.  Contact  Dr.  William  A.  DeWitt,  Department 
of  Anesthesiology,  St.  Joseph  Hospital,  Joliet,  Illinois.  10-5-3 


POSITION  OPEN  IMMEDIATELY  for  Physician,  Student 
Health  Service,  University  of  Wyoming.  Details  from  Di- 
rector, Student  Health  Service,  University  Station — Box  3068, 
Laramie,  Wyoming.  11-6-2 


NEW  PROFESSIONAL  BUILDING — Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 
Road  and  Dover  in  Arvada,  Colorado.  Ample  parking;  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  12-5-3 


AVAILABLE  JANUARY  1,  1965,  for  sub-lease  or  lease — ■ 
medical  suite,  900  sq.  ft.  Brookxidge  Shopping  Center,  125 
E.  Centennial,  Littleton.  Across  the  street  from  new  Burt 
Chevrolet  (5200  So.  Broadway).  Suite  occupied  five  years 
by  GP  moving  seven  blocks  south  to  Orchard  Rd.  Three  MD 
specialists  and  two  dentists  remain  adjacent.  Call  John  L. 
Stewart,  MD,  781-7819.  11-4-3 


SEEK  TO  ASSOCIATE  with  a group  of  Ob-Gyn  specialists  in 
Colorado.  Am  finishing  University  residency.  Have  had 
two  years  doing  Ob-Gyn  in  the  Army.  Am  30,  married,  and 
have  one  boy.  Write  Box  12-2-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218.  12-2-1 


NEW  MEDICAL  ARTS  BUILDING  adjacent  to  Community 
Hospital  has  office  space  for  immediate  lease.  Excellent  op- 
portunities for  ENT,  Ophthalmology,  General  Practice  in  area. 
Write  to  C.  O.  Roberts,  MD,  1136  Alpine  Ave.,  Boulder,  Colo. 

10-4-4 


GENERAL  PRACTITIONER 

TBCOTA — “The  Best  City  of  Them  All”  desperately  needs  a 
general  practitioner  to  settle  in  one  of  its  communities — 
“Desert  Hills.”  We  are  in  number,  1,000  young  one-car  fam- 
ilies, who  suffer  from  the  usual  colds,  broken  bones  and 
other  ailments.  Our  schools  are  among  the  nation’s  finest: 
our  shopping  facilities  are  conveniently  located,  and  we  also 
have  public  transportation.  But  in  an  emergency,  five  miles 
to  the  nearest  doctor  or  hospital  can  seem  like  500  miles. 
Facilities  for  doctors’  offices  are  available  or  can  be  built  to 
specifications,  with  limitless  space  for  expansion.  Address 
your  inquiries  to:  Mr.  M.  Maslow,  Valley  Development 
Corporation  of  Nevada,  4491  So.  Nellis  Blvd.,  Las  Vegas, 
Nevada.  12-3-1 


Trade  Mark 


Registered  Trade  Mark 

BOB'S  PLACE 


A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 


Free  Delivery  in  Lakewood 
and  Vicinity 


EARNEST  DRUG 

For  Immediate 

217  1 6th  Street 

SALE 

Prescription  Specialists 

Practice  and  completely  furnished  rented 

Telephones  Kiyslone  4-7237--KEystone  4-326S 

offices  in  Wellsville,  Utah,  8 miles  south 
of  Logan.  Leaving  because  of  health. 

FRiSH-CLEAN-COMPLETE 

PRESCRIPTION  STOCK 

Reply  Fo  , . . 

P.  ©.  BOX  2488 

Free  Delivery 

SALT  LAKE  CITY,  UTAH 
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STAFF  PHYSICIAN,  surgical  or  general  practice  background, 
immediate  opening.  Salary  range  $998.00  to  $l,213.00/mo., 
depending  upon  qualifications.  Generous  fringe  benefits,  re- 
tirement, Social  Security,  11  paid  holidays,  15  working  days 
vacation  annually,  paid  sick  leave.  Eligibility  California  li- 
censure required.  Contact:  Medical  Director,  Springville 
County  Hospital,  Springville,  California.  12-1-2 


WANTED:  G.P. — Due  to  recent  death  of  associate,  need  a 
general  practitioner.  New — completely  equipped  building. 
Salary  first  year  and  then  partnership.  Contact  S.  Russ 
Denzler,  MD,  118  Dartmouth,  S.E.,  Albuquerque,  New  Mexico 
87106.  Area  code  505.  Phone  255-5562.  12-4-1 


FOR  SALE:  Complete  set  of  medical  office  equipment  for 
general  practice.  Available  for  continuing  payments.  Will 
give  expendable  supplies  to  anyone  purchasing  entire  set. 
Reply  to  Box  175,  Stratton,  Nebraska.  11-9-2 


We  are  your 
local  distributors 
of  Profexray  X-ray 'j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 


SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 


TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


ASSOCIATE  WANTED:  General  Practitioner  to  associate  with 
35  year  old  Academy  member  in  large  practice  in  most 
actively  growing  section  of  Albuquerque.  Present  pop/physi- 
cian ratio  is  25,000.  Space  available.  Contact:  John  M. 
Casebolt,  MD,  9809  Candelaria  NE,  Albuquerque,  New  Mexico. 

11-10-2 


RESIDENCIES  AVAILABLE.  January  1 and  July  1,  1965.  In- 
ternal Medicine  3 years.  Surgery  4 years.  General  Practice 
2 years.  American  physicians  preferred.  Cooperative  medical 
center  of  five  private  hospitals  (1300  beds),  large  outpatient 
center  (50,000  annual  visits),  and  research  laboratory.  Total 
complement  of  40  interns,  30  residents,  and  7 Directors  of 
Medical  Education.  Stipends  and  benefits  are  equivalent  to 
$6400-8200.  Write  Dr.  W.  R.  Miller,  Medical  Director,  St.  Paul 
Medical  Center,  279  Rice  Street,  St.  Paul,  Minnesota  55102. 

11-8-2 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Condition 

^PERFECT! 


...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Broohridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today's  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W,  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W,  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


LAKEWOOD  \ 
2530  Youngfield 
233-« 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest— 
Shadford-Fletcher  Quality!  ^ 


/ 


~""n/  24S5  S.  Downing  i 
LITTLETON  \\  777-2424  j 
/ 6200S.iroadway\\  / 

i 79S-6W  I''-- 


RECOMMEND  WITH  CONFIDENCE 

Shadford-Fletcher 

EYEWEAR 
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COLORADO  X-RAY 

SALES  • SERVICE  • LEASING 

1422  POPLAR  ST.  DENVER,  COLORADO  80220 
PHONE  322-5081 

MEDICAL  X-RAV  EQUIPMENT 
FILM  AND  CHEMICALS 
PHYSICAL  THERAPY  EQUIPMENT 
ELECTRQCARDIQLQGICAL  EQUIPMENT 
DARKRQQM  ACCESSQRIES 


24 

HOUR 

SERVICE 

322-5081 
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Here  are  all  the  ingredients  for 
recreation  and  relaxation.  The 
finest  golf  courses  in  the  coun- 
try, outdoor  swimming  in  large 
heated  pool,  tennis,  sheet,  horse- 
back riding,  and  award  win- 
ning accommodations,  dining 
and  decor.  You  will  live  well. 


Thank  You  Doctors,  for  the  Confidence  You  Hawe  Placed  in  IPMC 


If  you  are  not  yet  familiar  with  System 
Organization  and  Billing  using  Electronic 
Data  Processing,  contact  us  for  a survey 
of  your  present  system  with  no  obli- 
gation. 

Medical  Billing  and  Accounts  Receivable  Management 
INTERNATIONAL  PROFESSIONAL  MANAGEMENT  CORPORATION 
324  Majestic  Bldg.,  Denver,  Colorado 
266-23S3 


We  are  pleased  that  the  additional  Doctors 
now  using  IPMC  services  have  found  our  controls 
and  personnel  training  highly  satisfactory. 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


HOKNIHGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

. . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

HENRY  COE.  Administrator 
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The  New  Mexico  Medical  Society 
The  Utah  State  Medical  Association 
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Editorial  Board 

Douglas  W.  Macomber,  MD 

Scientific  Editor  for  Colorado  and  Chairman  of  Editorial  Board. 

1800  High  Street,  Denver 

Carl  H.  McLauthlin,  MD 

Assistant  Scientific  Editor  for  Colorado,  510  Republic  Bldg.,  Denver 
Raymond  D.  Grondahl,  MD 

Scientific  Editor  for  Montana,  St.  James  Community  Hospital,  Butte 
L.  Russell  Hegland 

Associate  Editor  for  Montana,  P.O.  Box  1692,  Billings 
Wesley  W.  Hall,  MD 

Scientific  Editor  for  Nevada,  607  North  Arlington  Avenue,  Reno 
Nelson  B.  Neff 

Associate  Editor  for  Nevada,  3660  Baker  Lane,  Reno 
Marcus  J.  Smith,  MD 

Scientific  Editor  for  New  Mexico,  Coronado  Building,  Santa  Fe 
Ralph  R.  Marshall 

Associate  Editor  for  New  Mexico,  221  Central  Avenue,  N.W.,  Albuquerque 
Richard  P.  Middleton,  MD 

Scientific  Editor  for  Utah,  Boston  Bldg.,  Salt  Lake  City 
Harold  Bowman 

Associate  Editor  for  Utah,  42  South  Fifth  East  Street,  Salt  Lake  City 
Francis  A.  Barrett,  MD 

Scientific  Editor  for  Wyoming,  1616  E.  19th  Street,  Cheyenne 
Arthur  R.  Abbey 

Associate  Editor  for  Wyoming,  P.O.  Box  2266,  Cheyenne 
Harvey  T.  Sethman 

Managing  Editor,  1 809  E.  1 8th  Avenue,  Denver 
Geraldine  A.  Caldwell 

Assistant  Managing  Editor,  1809  E.  18th  Avenue,  Denver 
Pauline  I.  Woodworth 
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Humpherys,  V.  G.,  MD,  Salt  Lake  City,  Tardy  Ulnar  Palsy, 

32  (Feb.) 

Jabbour,  J.  T.,  MD,  Oklahoma  City.  Cerebral  Birth  Injury- 
Revisited,  31  (Sept.) 

Jackson,  C.  Colin,  MD,  Vancouver,  British  Columbia, 
Pruritus  Ani,  29  (Dec.) 

Jaffe,  Robert  B..  MD,  Denver,  Vaginal  Trichomoniasis,  23 
(Jan.) 

Johnston,  J.  Thomas.  MD,  Pinedale,  Wyo.,  Penicillin — Varia- 
tions. Natural  and  Synthetic,  of  the  Basic  Drug,  42  (Nov.) 

Karavitis,  A.  L.,  MD.  Salt  Lake  City,  Tardy  Ulnar  Palsy,  32 
(Feb.) 

Kass,  Irving,  MD.  Denver,  Ventricular  Septal  Defects,  31 
(June) 

Kelley,  Maurice  L.,  Jr..  MD,  Roche, stsr,  N.  Y.,  Esophageal 
Hiatal  Hernia,  37  (June) 
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Kendall,  Rodney  F.,  MD,  Great  Falls,  Mont.,  Venereal  Disease 
Control,  25  (August) 

Lillard,  Richard  L.,  MD,  Denver,  The  Cyclop  Deformity, 
32  (Dec.) 

Mack,  Ernest  W.,  MD,  Reno,  Intrathecal  Steroid  Administra- 
tion, 33  (August) 

Maneche,  H.  C.,  MD,  Denver,  Trauma  to  Conduction  System 
of  the  Heart,  25  (Sept.) 

McGahan,  John  J.,  MD,  Billings,  Mont.,  Solitary  Infantile 
Hemangioendothelioma  of  the  Liver,  38  (Oct.) 

McKittrick,  Roy  L.,  MD,  Pueblo,  Colo.,  Postoperative  Care 
of  Ileostomies,  25  (April) 

Mengis,  Chris  L.,  MD,  Santa  Fe,  N.  M.,  Lactic  Acid  Acidemia 
and  Phenformin,  39  (Nov.) 

Nelson,  William  R.,  MD,  Denver,  Salivary  Gland  Tumors,  27 
(May) 

Parrish,  Henry  M.,  MD,  Columbia,  Mo.,  A Study  of  Snake- 
bites in  Colorado,  44  (Nov.) 

Pender,  John  W.,  MD,  Palo  Alto,  California,  Preanesthetic 
Patient  Evaluation,  31  (March).  The  Anesthesiologist  as  an 
Internist,  35  (July) 

Pfaff,  John  P.,  Jr.,  MD,  Great  Falls,  Mont.,  Primary  Heman- 
gioendothelioma of  the  Heart,  34  (Sept.) 

Pond,  Ashley,  MD,  Taos,  N.  M.,  Non-emergency  Treatment 
of  Acute  Appendicitis,  17  (Jan.) 

Reiquam,  C.  W.,  MD,  Denver,  Neuroblastoma  in  Infancy  and 
Childhood,  30  (Nov.) 

Rosen,  Albert  M.,  Jr.,  MD,  Taos,  N.  M.,  Non-emergency 
Treatment  of  Acute  Appendicitis,  17  (Jan.) 

Ross,  Robert  M.,  Jr.,  MD,  Grand  Junction,  Colo.,  Listeria 
Monocytogenes  Meningitis  in  a Newborn,  20  (Jan.) 

Rusk,  Harvey  S.,  MD,  Pueblo,  Colo.,  Respiratory  Cancer,  47 
(Oct.) 

Sawyer,  Kenneth  C.,  MD,  Denver,  Tuberculous  Lymphadenitis 
of  the  Neck,  35  (Dec.) 

Sawyer,  Kenneth  C.,  Jr.,  MD,  Denver,  Tuberculous  Lymphad- 
enitis of  the  Neck,  35  (Dec.) 

Sawyer,  Robert  Bruce,  MD,  Denver,  Tuberculous  Lymphad- 
enitis of  the  Neck,  35  (Dec.) 

Sears,  Thad  P.,  MD,  Denver,  The  Denver  Medical  Library, 
27  (Feb.) 

Shipman,  Karl  H.,  MD,  Denver,  Clinical  Tests  of  Renal  Func- 
tion, 29  (August) 

Smith,  Marcus  J.,  MD,  Santa  Fe,  RADIOLOGIC  REFLEC- 
TIONS, 6 (Jan.),  8 (Feb.),  56  (April),  10  (Aug.),  14  (Oct.), 
16  (Nov.) 

Stewart,  Robert  L.,  MD,  Reno,  Nevada,  Carcinoma  of  the 
Cervix,  33  (May) 

Sussman,  Karl  E.,  MD,  Denver,  Acetohexamide,  a New  Oral 
Hypoglycemic  Agent,  28  (April) 

Swenson,  Oscar  A.,  MD,  Billings,  Mont.,  Solitary  Infantile 
Hemangioendothelioma  of  the  Liver,  38  (Oct.) 

Taylor,  E.  Stewart,  MD,  Denver,  Vaginal  Trichomoniasis,  23 
(Jan.) 

Taylor,  Lloyd  M.,  MD,  Great  Falls,  Mont.,  Primary  Heman- 
gioendothelioma of  the  Heart,  34  (Sept.) 

Toll,  Giles  D.,  MD,  Denver,  Pulmonary  Emphysema,  25  (Jan.) 

Verhave,  Jacobus  H.,  MD,  Portales,  New  Mexico,  Electro- 
cardiograms Simulating  Myocardial  Infarction,  40  (Oct.) 


Wells,  C.  S.,  Dallas,  Texas,  Doctor-insurance  Company 
Relationships  in  Compensation  Cases,  35  (August) 

Whittinghill,  John  A.,  MD,  Billings,  Mont.,  Solitary  Infantile 
Hemangioendothelioma  of  the  Liver,  38  (Oct.) 

Wolfson,  J.  J.,  MD,  Albuquerque,  Uretero-vaginal  Fistulae 
Corrected  by  Ureteroileo-neocystostomy,  27  (March) 

Yoder,  Franklin  D.,  MD,  Springfield,  Illinois,  Public  Health 
as  a Support  of  Freedom,  35  (March) 


SUBJECT  INDEX,  VOLUME  LXI 

Abuse  of  Compensation  Funds,  23  (August)  (Editorial) 

Accolade  to  the  Tobacco  Industry,  23  (July)  (Editorial) 

Acetohexamide,  a New  Oral  Hypoglycemic  Agent,  28  (April) 
(Sussman,  Follingstad,  Benson) 

Aged  and  Private  Health  Insurance,  The,  21  (May)  (Ed- 
itorial) 

Anesthesiologist  as  an  Internist,  The,  35  (July)  (Pender) 

Ankle,  Fractures  and  Fracture-dislocations  of  the,  29  (July) 
(Hampton,  Holt) 

Apology,  21  (May)  (Editorial) 

Appendicitis,  Non-emergency  Treatment  of  Acute,  17  (Jan.) 
(Rosen,  Pond,  Deveaux) 

Automotive  Safety — A Step  Forward,  20  (May)  (Editorial) 

BOOK  CORNER,  52  (Jan.),  56  (Feb.),  58  (Mar.),  48  (Apr.), 
62  (May),  18  (July),  50  (Aug.),  57  (Sept.),  60  (Oct.),  74 
(Nov.),  16  (Dec.) 

Cancer,  Menstrual  Aberrations  and  Their  Relation  to,  23, 
(Feb.)  (Doyle) 

Cancer,  Respiratory,  47  (Oct.)  (Rusk) 

Carcinoma  of  the  Cecum  and  Stomach,  19  (Jan.)  (Barber) 

Carcinoma  of  the  Cervix,  33  (May)  (Stewart) 

Cerebral  Birth  Injury  Revisited,  31  (Sept.)  (Jabbour) 

Cervix,  Carcinoma  of  the,  33  (May)  (Stewart) 

Cigarette  Smoking  as  A Health  Hazard — The  Washington 
Scene,  24  (Sept.)  (Editorial) 

Clinical  Tests  of  Renal  Function,  29  (August)  (Shipman) 

Colon,  Intussusception  of  the  Descending  Colon  and  Vol- 
vulus of  the  Transverse,  44  (Oct.)  (Fischer,  Clark) 

COLORADO,  47  (Jan.),  43  (Feb.),  39  (Mar.),  43  (Apr.),  51 
(May),  58  (June),  50  (July),  39  (Aug.),  43  (Sept.),  49  (Oct.), 
51  (Nov.)  47  (Dec.) 

COLORADO  Annual  Session  Program,  48a  (Aug.) 

COLORADO,  House  of  Delegates  Proceedings,  51  (May),  51 
(Nov.) 

COLORADO,  Midwinter  Clinical  Session  Program,  41  (Feb.) 

COLORADO,  Committee  List,  63  (Jan.),  56  (Aug.) 

Common  Ear  Problems,  47  (May)  (Hildyard) 

Compensation  Cases,  Doctor-insurance  Company  Relationships 
in,  35  (August)  (Weils) 

Contraceptive  Clinic,  Growth  of  a,  32  (April)  (Grund) 
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Cost  of  Defending  Felons,  The,  27  (Nov.)  (Editorial) 

Curtailment  of  Drug  Production,  24  (July)  (Editorial) 

Cyclop  Deformity,  The,  32  (Dec.)  (Lillard) 

Definitive  Operation  for  Pilonidal  Abscess,  .35  (Feb.) 
(Hansen) 

Delinquency — A Medical  Problem,  24  (Oct.)  (Editorial) 

Delinquency  and  Sociopathy,  29  (Oct.)  (Howell) 

Denver  Medical  Library,  The,  27  (Feb.)  (Sears) 

Diffuse  Scleroderma,  45  (June)  (Dines,  Gesink,  Bradford) 

Direct  Current  External  Countershock,  21  (March)  (Horsley, 
De  LaFuente) 

Doctor-insurance  Company  Relationships  in  Compensation 
Cases,  35  (August)  (Wells) 

Doctor's  Choice — to  Lead  or  Be  Led.  The,  41  (July)  (Hall) 

“Dr.  Portia,”  25  (Dec.)  (Editorial) 

“E”  For  Evaluation,  20  (March)  (Editorial) 

Ear  Problems,  Common,  47  (May)  (Hildyard) 

Electrocardiograms  Simulating  Myocardial  Infarction,  40 
(Oct.)  (Verhave) 

Elongated  Styloid  Process,  The,  43  (May)  (Forman) 

Emphysema,  Pulmonary,  25  (Jan.)  (Toll) 

End  of  an  Era — A New  Beginning,  23  (July)  (Editorial) 

Esophageal  Hiatal  Hernia,  37  (June)  (Kelley) 

Estate,  Planning  Your,  43  (Dec.)  (Cavanaugh) 

Faith  and  Medical  Practice.  25  (July)  (Bunch) 

False  and  Dangerous  Economy,  24  (July)  (Editorial) 

First  from  New  Mexico  U.,  26  (Dec.)  (Editorial) 

Fistulae  Corrected  by  Ureteroileo-neocystostomy,  Uretero- 
vaginal,  27  (March)  (Beck,  Wolfson) 

Fractures  and  Fracture-dislocations  of  the  Ankle,  29  (July) 
(Hampton,  Holt) 

Growth  of  a Contraceptive  Clinic,  32  (April)  (Grund) 

“Hale  to  Pay,”  26  (Dec.)  (Editorial) 

Heart,  Trauma  to  Conduction  System  of  the,  25  (Sept.) 
(Maneche) 

Hemangioendothelioma  of  the  Liver.  Solitary  Infantile,  38 
(Oct.)  (McGahan,  Crellin,  Whittinghill,  Swenson) 

Hernia,  Esophageal  Hiatal,  37  (June)  (Kelley) 

How  Large  Should  a Hospital  Be?,  22  (Feb.)  (Editorial) 

Hydroxyzine  Hydrochloride,  39  (Dec.)  (Hayward-Butt) 

Ileostomies,  Postoperative  Care  of,  25  (April)  (McKittrick) 

Immortal  One-Syllable  Words,  16  (Jan.)  (Editorial) 

Increasing  Costs  and  Over-utilization.  26  (Nov.)  (Editorial) 

Increments  in  Medical  Service  Costs,  24  (Oct.)  (Editorial) 

Influenzal  Meningitis  in  the  Adult,  29  (Sept.)  (Angle) 

In  Re  The  Welfare  State,  24  (August)  (Editorial) 

Instructions  to  Patients,  20  (April)  (Editorial) 

In  the  Palm  of  Your  Hand,  21  (Feb.)  (Editorial) 


Internship  Program,  A Suggested  New,  29  (Jan.)  (Daniels) 

Intrathecal  Steroid  Administration,  33  (August)  (Mack) 

Intussusception  of  the  Descending  Colon  and  Volvulus  of  the 
Transverse  Colon,  44  (Oct.)  (Fischer,  Clark) 

Jaundice,  Leptocytosis  in  a Case  of  Phenothiazine,  29  (March) 
(Cone) 

Krebiozen  Episode  and  Cancer  Research,  The,  25  (Oct.) 
(Editorial) 

Lactic  Acid  Acidemia  and  Phenformin,  39  (Nov.)  (Mengis) 
Last  Word,  The,  25  (Oct.)  (Editorial) 

Legitimate  Intervention  by  Federal  Government.  23  (Oct.) 
(Editorial) 

Leptocytosis  in  a Case  of  Phenothiazine  Jaundice,  29  (March) 
(Cone) 

LETTERS  TO  THE  EDITOR,  4 (Mar.),  6 (Apr.),  16  (May) 

Listeria  Monocytogenes  Meningitis  in  a Newborn,  20  (Jan.) 
(Ross) 

Liver,  Solitary  Infantile  Hemangioendothelioma  of  the,  38 
(Oct.)  (McGahan,  Crellin,  Whittinghill,  Swenson) 

Looking  Ahead  At  The  Medical  School,  23  (May)  (Conger) 

Management  of  Appendicitis,  16  (Jan.)  (Editorial) 

MATERNAL  MORTALITY,  15  (Feb.),  13  (Mar.),  54  (Aug.) 

Meaning  of  Phoenix,  The,  27  (Nov.)  (Editorial) 

Medical  Libraries  and  the  Atomic  Age,  25  (Nov.)  (Editorial) 

Medical  Manpower  Needs  in  Idaho,  Montana,  Nevada  and 
Wyoming,  21  (April)  (Faulkner) 

Medical  School.  Looking  Ahead  at  the,  23  (May)  (Conger) 

Medical  Terminology,  23  (Sept.)  (Editorial) 

Medicare  Legislation  Around  the  Corner,  25  (Dec.)  (Editorial) 

Medicare  Legislation,  Status  of,  21  (Feb.)  (Editorial) 

Medicine  and  Religion,  23  (Sept.)  (Editorial) 

Meningitis  in  a Newborn,  Listeria  Monocytogenes,  20  (Jan.) 
(Ross) 

Menstrual  Aberrations  and  Their  Relation  to  Cancer.  23, 
(Feb.)  (Doyle) 

Migraine  Type,  Vascular  Headaches  of  the,  25  (June) 
(Friedman) 

MONTANA,  35  (Jan.),  47  (July) 

MONTANA  Annual  Session  Program,  48c  (August) 

MONTANA,  Committee  List,  56  (March).  64  (Oct.) 

MONTANA,  House  of  Delegates  Proceedings,  35  (Jan.),  47 
(July),  47  (Dec.) 

More  Medical  Schools  Needed  in  Rocky  Mountain  States,  20 
(April)  (Editorial) 

Myocardial  Infarction,  Electrocardiograms  Simulating,  40 
(Oct.)  (Verhave) 

NATIONAL  AFFAIRS.  50  (Feb.),  49  (Sept.) 

Neck.  Tuberculous  Lymphadenitis  of  the.  35  (Dec.)  (Sawyer, 
Earley,  Sawyer  and  Sawyer) 

Nephroblastoma  in  the  Adult,  29  (Feb.)  (Hill) 

Neuroblastoma  in  Infancy  and  Childhood,  30  (Nov.) 
(Reiquam.  Bailey,  Allen) 


70 


Rocky  Mountain  Medical  Journal 


Neurotic  Patients,  What  to  do  with  those,  37  (May)  (Branch) 

RADIOLOGIC  REFLECTIONS  (Shadow  or  Substance),  6 
(Jan.),  8 (Feb.),  56  (Apr.),  10  (August),  14  (Oct.),  16  (Nov.) 

NEVADA,  44  (Feb.),  41  (April) 

(Smith) 

NEVADA  Annual  Session  Program.  52a  (Oct.) 

Renal  Function,  Clinical  Tests  of,  29  (August)  (Shipman) 

NEVADA,  Committee  List,  65  (Feb.),  58  (Sept.) 

Respiratory  Cancer,  47  (Oct.)  (Rusk) 

NEVADA,  House  of  Delegates  Proceedings,  41  (April) 

Responsibility,  Our  Dual,  27  (Oct.)  (Childs) 

NEW  MEXICO.  44  (Feb.),  40  (Mar.),  59  (June),  51  (July), 

39  (Aug.),  39  (Sept.),  53  (Oct.),  50  (Dec.) 

Rocky  Mountain  Cancer  Conference  Program,  51  (June) 

Salivary  Gland  Tumors,  27  (May)  (Nelson,  Davis) 

NEW  MEXICO,  Annual  Meeting  Program,  38  (March) 

Seventh  Interim  Meeting  Program,  57  (Nov.) 

Scleroderma,  Diffuse,  45  (June)  (Dines,  Gesink,  Bradford) 

NEW  MEXICO,  Committee  List,  56  (July) 

SHADOW  OR  SUBSTANCE  (See  Radiologic  Reflections) 

NEW  MEXICO,  House  of  Delegates  Proceedings,  40  (March), 

39  (Sept.) 

Sociopathy,  Delinquency  and,  29  (Oct.)  (Howell) 

Solitary  Infantile  Hemangioendothelioma  of  the  Liver,  38 
(Oct.)  (McGahan,  Crellin,  Whittinghill,  Swenson) 

Non-emergency  Treatment  of  Acute  Appendicitis,  17  (Jan.) 
(Rosen,  Pond,  Deveaux) 

Status  of  Medicare  Legislation,  21  (Feb.)  (Editorial) 

OFFICERS’  PAGE,  63  (Jan.),  65  (Feb.),  56  (Mar.),  59  (Apr.), 

68  (May).  56  (July),  56  (Aug.),  58  (Sept.),  64  (Oct.),  76 
(Nov.),  60  (Dec.) 

Steroid  Administration,  Intrathecal,  33  (August)  (Mack) 

Stomach,  Carcinoma  of  the  Cecum  and,  19  (Jan.)  (Barber) 

One  Born  Every  Minute,  34  (Oct.)  (Bauer) 

Study  of  Snakebites  in  Colorado,  44  (Nov.)  (Parrish) 

One  Thing  We  Know,  19  (April)  (Editorial) 

Suggested  New  Internship  Program,  A,  29  (Jan.)  (Daniels) 

Operation  Home-Front!,  23  (June)  (Editorial) 

Support  Our  Advertisers,  23  (June)  (Editorial) 

Origin  of  Speech,  The,  24  (June)  (Editorial) 

Tardy  Ulnar  Palsy,  32  (Feb.)  (Humpherys,  Karavitis) 

Our  Cover  Calls  for  Action,  24  (Oct.)  (Editorial) 

Thirty-three  Fatal  Crashes  With  Seat  Belts,  27  (August) 

Our  Dual  Responsibility,  27  (Oct.)  (Childs) 

(Campbell) 

Our  Loss,  23  (Oct.)  (Editorial) 

Too  Busy  With  the  New!,  23  (August)  (Editorial) 

Palsy,  Tardy  Ulnar,  32  (Feb.)  (Humpherys,  Karavitis) 

Trauma  to  Conduction  System  of  the  Heart,  25  (Sept.) 
(Maneche) 

Penicillin  Confusion,  26  (Nov.)  (Editorial) 

Trichomoniasis,  Vaginal,  23  (Jan.)  (Taylor,  Jaffe) 

Penicillin — Variations,  Natural  and  Synthetic,  of  the  Basic 
Drug,  42  (Nov.)  (Johnston) 

Tuberculous  Lymphadenitis  of  the  Neck,  35  (Dec.)  (Sawyer, 
Earley,  Sawyer  & Sawyer) 

Personal  Approach,  The,  23  (August)  (Editorial) 

Typhoid  Carrier  State,  Treatment  of  the  Chronic,  27  (Dec.) 
(Angle) 

Perspectives  on  Medicare — or  the  24-Hour  Slave  Service,  24 
(August)  (Editorial) 

Tyropanoate  Sodium,  35  (April)  (Davis) 

Pharmaceutical  Industry  Under  Fire,  The,  19  (March)  (Ed- 
itorial) 

Uretero-vaginal  Fistulae  Corrected  by  Ureteroileo-neocystos- 
tomy.  27  (March)  (Beck,  Wolfson) 

Physical  Fitness,  16  (Jan.)  (Editorial) 

UTAH,  48  (Jan.),  45  (Feb.),  44  (Mar.),  44  (Apr.),  56  (May), 
53  (June),  40  (Aug.),  44  (Sept.),  58  (Nov.),  50  (Dec.) 

Pilonidal  Abscess,  Definitive  Operation  for,  35  (Feb.) 
(Hansen) 

UTAH  Annual  Session  Program,  48b  (August) 

Planning  Your  Estate,  43  (Dec.)  (Cavanaugh) 

UTAH,  Committee  List,  59  (April) 

Political  Intrigue  Must  Be  Neutralized  at  Home,  20  (May) 
(Editorial) 

UTAH,  House  of  Delegates  Proceedings,  53  (June),  Insert 
(Dec.) 

Postoperative  Care  of  Ileostomies,  25  (April)  (McKittrick) 

Vaginal  Trichomoniasis,  23  (Jan.)  (Taylor,  Jaffe) 

POTPOURRI,  56  (Jan.),  46  (Mar.)  (Babey) 

Vascular  Headaches  of  the  Migraine  Type,  25  (June) 
(Friedman) 

Pre-anesthetic  Patient  Evaluation,  31  (March)  (Pender) 

Venereal  Disease  Control,  25  (August)  (Kendall) 

Presidential  Address,  29  (Nov.)  (Froyd) 

Ventricular  Septal  Defects,  31  (June)  (Green,  Kass,  Hoffman) 

Primary  Hemangioendothelioma  of  the  Heart,  34  (Sept.) 
(Allaire,  Grimm,  Taylor,  Pfaff) 

WASHINGTON  SCENE,  60  (Feb.),  8 (April),  58  (May),  20 
(Aug.),  14  (Sept.),  8 (Oct.),  68  (Nov.) 

Pruritus  Ani,  29  (Dec.)  (Jackson) 

We  Bow  Our  Heads,  15  (Jan.)  (Editorial) 

Public  Health  as  a Support  of  Freedom,  35  (March)  (Yoder) 

We  Welcome  Our  New  Medical  School,  25  (Nov.)  (Editorial) 

Publication  Rules  and  Suggestions  to  Authors,  5 (Oct.) 

What  to  do  with  those  Neurotic  Patients,  37  (May)  (Branch) 

Pulmonary  Emphysema,  25  (Jan.)  (Toll) 

What’s  the  Catch?,  21  (May)  (Editorial) 
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Who  Is  Against?,  19  (May)  (Editorial) 

Why  We  Are  Conservatives,  23  (June)  (Editorial) 

WYOMING,  45  (Feb.),  45  (Mar.),  56  (May),  58  (Nov.),  52 
(Dec.) 

WYOMING  Annual  Session  Program,  48d  (August) 
WYOMING,  Committee  List,  68  (May) 

WYOIVIING,  House  of  Delegates  Proceedings,  58  (Nov.) 


BOOK  REVIEWS,  VOLUME  LXI 

Accident  Injuries  of  the  Conjoined  Femur.  Jacob  Kulowski, 
MD  (Thomas)  1964,  50  (August) 

Aids  to  Ethics  and  Professional  Conduct  for  Student  Radi- 
ologic Technologists,  James  Ohnysty,  RT  (Thomas)  1964,  51 
(August) 

Alcohol  and  Road  Traffic:  Proceedings  of  the  Third  Interna- 
tional Conference  on  Alcohol  and  Road  Traffic  (London 
W.C.  1)  1963,  58  (Feb.) 

Atomic  Energy  Encyclopedia  in  the  Life  Sciences:  Edited  by 
Charles  W.  Shilling,  MD,  and  Miriam  T.  Shilling,  MA 
(Saunders)  19(H,  49  (April) 

Broken  Long  Bone,  Its  Bionomics  and  Man:  Robert  T. 
McElvenny,  MD  (Thomas)  1963,  57  (Feb.) 

Calcifications  of  the  Heart,  Jerome  H.  Shapiro,  MD  and 
others  (Thomas)  1963,  63  (May) 

Chemistry  and  Therapy  of  Disorders  of  Voluntary  Muscles, 
E.  G.  Murphy,  MB  (Thomas),  1964,  61  (Oct.) 

Clinical  Obstetrics,  Benjamin  Tenney,  MD  and  Brian  Little, 
MD  (Saiinders)  1961,  51  (August) 

Crash  Injuries:  The  Integrated  Medical  Aspects  of  Auto- 
mobile Injuries  and  Deaths,  Jacob  Kulowski,  MD  (Thomas) 
1960,  57  (Feb.) 

Current  Pediatric  Therapy:  Edited  by  Sydney  S.  Gellis,  IVID, 
and  Benjamin  M.  Kagan,  MD  (Saunders),  1964,  50  (April) 

Diseases  of  the  Adrenal  Glands:  Radiologic  Diagnosis,  Morton 
A.  Meyer,  MD  (Thomas)  1963,  50  (April) 

Doctor  Portia,  Anna  C.  Petteys  (Golden  Bell  Press)  1964, 
16  (Dec.) 

Electrocardiographic  Notebook,  M.  Irene  Ferrer,  MD  (Hoeber) 
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neither  tension,  nor  spasm, 
nor  stasis 
stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 

have  biliary  implications 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients  

periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers  AMES 
against  possible  drowsiness.  Side  effects:  Oehydrocholic  acid  may  cause  transitory  diarrhea-,  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Dechol!N®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


ai  lAiciy 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  | 

(chlopdiazepoxide  HCIi 
the  successor 
to  the  tranquilizers 

In  prescribing;  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion... especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress. ..as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM . .15  mg  (¥4  gr) 

(Warning;  May  be  habit  forming)  0336  nerVOUS  tensiOn 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (lyi  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions;  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier;  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana.  ai\/ies 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 


useful  in  alleviating 


-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


When  psychic  tension 

Valium*  (diazepam) 


mounts 


Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility  ex- 
ist alone  or  with  depressive  symptoms 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 
3 or  4 times 
daily 


Alcoholism:  As  an  aid  in  symptomatic  relief  of  10  mg,  3 or  4 
acute  agitation,  tremor,  impending  or  acute  de-  times  during  the 
lirium  tremens  and  hallucinosis  first  24  hours; 

reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  dailyi 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 


Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 


Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEG  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven- 
ience and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra- 
tion of  any  therapeutic  agent  to  pregnant  patients. 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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